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Postpartum menstrual equity: Video and 
audio analysis of vaginal bleeding counseling 
during postpartum inpatient care at a 
southeastern US tertiary hospital
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Catalina Montiel5 , Alison M Stuebe6,7,8 and Kristin P Tully6,7

Abstract
Background: Despite the universal nature of postpartum vaginal bleeding after childbirth and the importance of 
managing vaginal bleeding in the postpartum period to monitor health status, little is known about the information 
or products that birthing individuals are provided. Investigating current practices may offer insights to enacting more 
supportive and equitable postpartum care.
Objective: To evaluate the patterns and content of vaginal bleeding counseling provided to birthing parents while on 
a postnatal inpatient unit.
Design: Observational study of inpatient postpartum care. Birthing parents and their companions consented to video 
and audio recording of themselves, their infants, and healthcare team members during their postnatal unit stay.
Methods: Following IRB approval and in coordination with clinicians at a tertiary hospital in the southeastern United 
States, data were collected with 15 families from August to December 2020. A multidisciplinary team coded video and 
audio data from each family from 12 h before hospital discharge. This analysis evaluates patterns of vaginal bleeding 
counseling timing, content, and language concordance and thematic content of this communication.
Results: Birthing parent participants were self-identified Hispanic White (n = 6), non-Hispanic Black (n = 5), non-Hispanic 
White (n = 3), and non-Hispanic multi-race (n = 1). Six were Spanish-speaking and eight had cesarean section births. The 
timing, content, and language concordance of vaginal bleeding communication varied, with these topics mainly addressed 
in the hour preceding discharge. Twelve of the 15 birthing parents had communication on these topics between 2 and 5 
times, 2 had one exchange, and 1 had no counseling on postpartum bleeding observed. Four of the six Spanish-speaking 
birthing parents had counseling on these topics that was not language concordant. Postpartum vaginal bleeding management 
involved the themes of access to products, patient safety, and meaningful counseling. There was a lack of adequate access, 
variation in accurate and respectful care, and a busy clinical environment with differences in information provided.
Conclusion: Findings suggest that there are opportunities to strengthen clinical practices for more consistent, proactive, 
and language concordant vaginal bleeding and subsequent menstrual care postpartum. Menstrual equity is an important 
part of dignified and safe care.
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Plain language summary 
Video analysis of when and what information on vaginal bleeding was shared between people who just 
gave birth and their healthcare team at the hospital.

Why did we do the study? After birth, people must take care of vaginal bleeding. It is important for people in the 
hospital to recognize warning signs for too much bleeding, have access to pads, and feel supported by their healthcare 
team before discharging to home. There has been little research on experiences with inpatient counseling on postpartum 
vaginal bleeding—a part of the reproductive life cycle—for new parents. We wanted to watch and listen in hospital 
rooms so we could think about the best ways for healthcare providers to talk about vaginal bleeding. What did we do? 
We asked 15 people who just gave birth, people staying with them at the hospital, and their healthcare team if we could 
video and sound record in their hospital rooms. They could start and stop recording anytime. We only recorded people 
who agreed to be in the study. What did we learn? We watched recordings of the last 12 hours at the hospital before 
each family went home. We found that most of the time, the healthcare workers did not talk about vaginal bleeding. 
People who spoke Spanish did not always have someone interpreting into their language. Sometimes family members had 
to translate and ask for pads. Some people did not have enough pads or underwear and had to wait after asking for more. 
What does it mean? We found ways to improve teaching about vaginal bleeding after birth. We recommend always 
having an interpreter when needed, giving people enough pads and underwear in their rooms, including companions in 
the teaching, and having enough healthcare workers to answer requests. These ideas would improve the counseling and 
give everyone the support needed after giving birth.
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postpartum, menstrual equity, counseling, language concordance, patient safety
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Introduction

Access to menstrual products and vaginal bleeding coun-
seling in the early postpartum period is an important com-
ponent of ensuring menstrual equity across the reproductive 
life cycle.1–3 Menstrual equity is most recognized as access 
to affordable and safe menstrual care products, to safe and 
private spaces to manage bleeding, and to adequate men-
struator knowledge on this biological process, with 
resources to enable their agency.1 Much of the literature on 
menstrual equity, however, focuses on global adolescents, 
excluding other similarly challenging experiences of phys-
iological vaginal bleeding, such as vaginal bleeding after 
birth.3,4 Those studies addressing menstrual equity in the 
adult United States population have focused on menstrua-
tors facing homelessness, incarceration, and in educational 
settings.4–8 Little is known regarding current vaginal 
bleeding counseling and management following childbirth 
for people living in the United States, despite lochia being 
a universal aspect of postpartum recovery,9 the significant 
role of bleeding in maternal morbidity and mortality,10 and 
the shared challenges regarding supplies and safety man-
aging monthly and postpartum vaginal bleeding.3

Birthing parents require timely access to appropriate 
menstrual products during their inpatient postpartum stay 
and beyond, for dignified and safe care. The need for clear 
communication on vaginal bleeding, menstrual supplies, 
and maternal health warning signs during the postpartum 

hospital stay is highly acute.9,11 Being informed about typi-
cal postpartum lochia—defined as vaginal discharge after 
birth—and thresholds of postpartum bleeding concern in 
the days and weeks after either vaginal or cesarean section 
birth requires clear, meaningful communication with the 
healthcare team.9,10 Furthermore, when birthing parents 
are healing from vaginal or perineal lacerations, pad 
changes for management and hygiene can irritate healing 
wounds and be painful.12 Despite the impact of lochia 
management on new parent wellbeing, there are limited 
studies assessing vaginal bleeding counseling, supplies, 
and management support provided by healthcare team 
members during the early postpartum period.13

The postpartum unit is a complex environment, in 
which medical practice guidelines do not always appropri-
ately align with birthing parents’ needs.2,11 In a qualitative 
study on postpartum experiences, birthing parents 
described a lack of comprehensive discharge education 
and challenges with ensuring support.14 Birthing parents 
reported feeling guilty asking for pads and underwear, 
reflecting feelings of being burdensome.14 They also report 
frustration with their dependency on staff, who often 
appear extremely busy and rushed in their communica-
tion.2,14 Additionally, although language concordant care 
in clinical services is mandated by federal law and is 
essential to ethical practice, there is variability in interpre-
tation service utilization for Spanish-speaking individuals 
on the postnatal unit.15 Lack of concordant language access 



Darivemula et al. 3

can negatively impact the quality and content of the dis-
charge counseling, and likely leaves bleeding management 
needs unmet, particularly for the most vulnerable patients.15

The purpose of this aspect of an observational study of 
inpatient postpartum care was to observe the patterns and 
content of verbal communication addressing vaginal 
bleeding as part of childbirth hospitalization. Understanding 
patterns of postpartum vaginal bleeding communication 
on the postnatal unit can inform clinical strategies for 
adherence to the American College of Obstetricians and 
Gynecologists (ACOG) patient safety bundles on both 
obstetric hemorrhage and the postpartum discharge transi-
tion.16 The ACOG postpartum discharge transition patient 
safety change package includes providing ongoing educa-
tion to all patients on early warning signs and risk for post-
partum complications and ensuring patients have access to 
essential hygiene supplies for managing postpartum vagi-
nal bleeding.13

Methods

This analysis evaluates patterns of vaginal bleeding 
counseling timing, content, and language concordance 
and thematic content of the verbal communication, as 
part of a larger observational research study that involved 
filming inpatient postpartum care. The parent study was 
designed to explore observed practices and interactions, 
with a predetermined sample size of 15 birthing parent–
infant couplets. This manuscript follows STROBE 
reporting criteria.17

Participants

Birthing parents and companions provided informed, writ-
ten consent for their participation and permission of their 
infants to participate in the filming research project on the 
postnatal unit between August and December 2020. 
Inclusion criteria included: age over 18 years old, fluency 
in English or Spanish, recruitment between 6 and 24 h 
postpartum, a liveborn singleton who was rooming-in, and 
access to a phone or computer. We purposefully recruited 
the sample for birthing parent racial and language diver-
sity. Potential participants were excluded if they were 
incarcerated at the time of delivery, were planning for 
adoption, or had a positive COVID-19 test result (includ-
ing companion or infant). Participants received a $100 gift 
card following study participation, as thanks for their 
many hours of data collection. Data collection occurred at 
a single institution in the southeastern United States while 
COVID-19 regulations were in place in the postnatal unit, 
which only permitted one companion to be present and no 
visitors. The study was reviewed and approved by the 
University of North Carolina at Chapel Hill Biomedical 
Institutional Review Board (#19-1900).

Study procedures

After family enrollment, a bilingual research staff member 
who was a native Spanish-speaker set up video equipment 
in their postnatal unit room. An Axis Companion Recorder 
and two Axis Companion Cube L cameras (Axis 
Communications AB, Lund, Sweden) were specifically 
configured for this study. This equipment recorded con-
tinuous audio and video, including infrared illumination 
for low light conditions, locally to the recorder box. Both 
cameras were wired directly to the video recorder box 
using ethernet patch cables. The two cameras were 
mounted using clamps to a rail behind the participant’s bed 
as well as to a shelf on the wall directly opposite the par-
ticipant’s headboard, ensuring that two vantage points 
were collected in the postnatal unit room. Instructions 
were provided verbally and in writing to participants in 
their preferred language/s (English or Spanish) on how to 
turn off and turn back on the cameras if they desired. A 
sign was posted on the participant’s door that recording 
was in progress for healthcare team members. Research 
staff also partnered with postpartum nursing staff to ensure 
that clinicians were aware of the recording and could con-
tact research staff for any reason. Two senior study team 
members also worked on the postnatal unit and facilitated 
project coordination with healthcare team members. After 
each participant was discharged, nursing staff alerted 
research staff to remove the video equipment after the par-
ticipant had left their room. The videos were then down-
loaded and stored on a secure server.

Analysis

Video coding was performed by multidisciplinary research 
team members using a study-developed behavioral taxon-
omy, with codes, definitions, and clarifying information. 
An example is the code “health care team member/s pre-
sent and speaking,” defined as one or more healthcare 
team member physically within the postnatal unit room 
and they were observed speaking to a birthing parent or 
companion at any time during a 5-min segment. Clarifying 
information was that it was also coded as occurring if a 
healthcare team member was outside of the room (such as 
in the postnatal unit hallway) and communicating with the 
birthing parent or companion. A total of 166 h of the 12-h 
prior to discharge observation period were double coded 
for behaviors in 5-min increments, with inter-rater reliabil-
ity for each variable (κ > 0.70 controlling for chance), 
evaluated using R statistical software.18

The quantitative coding included verbal communication 
with healthcare team members, birthing parents, and com-
panions within each 5-min segment, distinguishing topics 
addressed by speaker. Language spoken when healthcare 
team members were present was coded as: English spoken, 
Spanish spoken with short words, Spanish spoken in 
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sentences without interpretation services, Spanish spoken 
with interpretation services (in-person interpreter, phone, 
tablet), and/or companion interprets. When Spanish was 
spoken in sentences without interpretation services, the 
audio was analyzed further by a native Spanish-speaking 
research team member for logic and grammar. Coders met 
weekly as a group to discuss behavioral and topic coding to 
address any uncertainties and to resolve discrepancies by 
consensus with the senior author (KPT). The coded data-
sets were checked, with any missing information or incon-
sistencies corrected by review of the original video–audio 
in coordination with KPT. Verbal communication was cat-
egorized as language concordant when a healthcare team 
member spoke English with an English-speaking birthing 
parent, a healthcare team member spoke in sentences in 
Spanish without errors with a Spanish-speaking birthing 
parent, or when interpretation services were utilized with a 
Spanish-speaking birthing parent. The communication was 
considered as language discordant when a healthcare team 
member spoke English with a Spanish-speaking birthing 

parent, a healthcare team member Spanish with a Spanish-
speaking birthing parent with words or short phrases only, 
a healthcare team member spoke in sentences in Spanish 
with errors with a Spanish-speaking birthing parent, or a 
companion interpreted information from a healthcare team 
member from English to Spanish for a Spanish-speaking 
birthing parent).

Through the process of quantifying behaviors (creating 
counts of codes) and the timing of topics verbally 
addressed, the research team (including native Spanish-
speakers, clinicians, and non-clinicians) transcribed and 
wrote notes of the observations. The quantitative data were 
organized in a spreadsheet and the qualitative data were 
recorded in a document, both by participant IDs and times-
tamps in 5-min increments. The vaginal bleeding related 
content of the qualitative data were inductively coded by 
two team members (SMD and KECM), to categorize inter-
actions when healthcare team members were present in the 
postnatal unit rooms and a clinician, birthing, parent, and/
or companion spoke about any of the following keywords: 
bleeding/hemorrhage uterine contractions/cramps, pads, 
supplies, underwear, vaginal care, witch hazel or Tucks 
pads, or bleeding-related warning signs. After familiariza-
tion with the data and creating memos, the authors 
reviewed the video and audio files as needed to clarify 
details of the recorded verbal communication and observed 
context, and iteratively developed themes.19 Qualitative 
data saturation was reached through this process when the 
team members determined that no new codes were 
emerging.

Results

One hundred two individuals who met inclusion criteria 
were approached. Of these, 16 birthing parents consented 
to participate. Fifteen families were filmed (one was not 
filmed due to a technical error with the recording equip-
ment). All participating families included a filmed com-
panion. Six birthing parents self-identified as Hispanic 
white and Spanish-speaking, five identified as non-His-
panic Black, three identified as non-Hispanic white, and 
one identified as non-Hispanic multi-race (Table 1). The 
average length of recording was 31 h (ranging from 10 to 
76 h). Six of the 15 recordings included the recording 
equipment being turned off at least once during the 12 h 
prior to discharge, with missing data for at least 30 min out 
of hour-long segments for 5 participants (Figure 1).

The timing, content, and language concordance of vagi-
nal bleeding communication as filmed during the 12 h of 
inpatient postpartum care prior to discharge varied (Figure 
1), with the topics mostly addressed in the hour preceding 
discharge. Twelve of the 15 birthing parents had communi-
cation on these topics between 2 and 5 times, 2 had one 
exchange, and 1 had none observed. Four of the six 
Spanish-speaking birthing parents had counseling on these 
topics that was not language concordant. For one of these 

Table 1. Filmed participant characteristics (N = 15).

Birthing parent and infant 
characteristics

n (%)

Birthing parent ethnicity and race
 Hispanic White 6 (40)
 Non-Hispanic Black 5 (33)
 Non-Hispanic White 3 (20)
 Non-Hispanic multi-race 1 (7)
Birthing parent preferred language
 English 9 (60)
 Spanish 6 (40)
Birthing parent age
 18–24 years old 2 (13)
 25–34 years old 9 (60)
 35 years or older 4 (27)
Parity
 Primiparas 7 (47)
 Multiparous 8 (53)
Infant’s gestational age at delivery
 34 + 0 to 36 + 6 weeks 2 (13)
 37 + 0 to 39 + 6 weeks 10 (67)
 40 weeks or more 3 (20)
Type of birth
 Cesarean section 8 (53)
 Vaginal 7 (47)
Dyad length of stay in postpartum unit
 24 h or less 1 (7)
 25–48 h 3 (20)
 49–72 h 10 (67)
 73 h or more 1 (7)
Method of infant feeding in postpartum unit
 Human milk and formula 8 (53)
 Human milk 6 (40)
 Formula 1 (7)
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Spanish-speaking individuals, each instance of verbal 
communication on from their healthcare team on vaginal 
bleeding related topics was not language concordant 
(V15). Vaginal bleeding related counseling occurred in the 
last hour prior to hospital discharge for 11 of the 15 birth-
ing parents, with missing data during this time for 1 par-
ticipant (Figure 1).

Three themes emerged during content analysis of post-
partum vaginal bleeding communication in the inpatient set-
ting: Access to products, Patient safety, and Meaningful 
counseling. Within these themes were several underlying 
components, including language concordant counseling, the 
timing of staff responses to birthing parent requests, options 
of products, the role of companions, the hospital room envi-
ronment, and transitioning to home and community.

Access to products: lack of adequate maternal 
access to menstrual hygiene products on the 
postnatal unit and through hospital discharge

An adequate quantity of pads was not always accessible 
during the inpatient postpartum stay, with five birthing 
parents requesting products from their healthcare team 
during the observations. Two birthing parents specifically 
discussed the number of pads available, if any, and shared 
concerns on quantity and quality of pads brought to the 
room after request. One birthing parent requested pads and 
ice packs, then expressed dissatisfaction with wearing the 
small pads given and requested larger pads twice.

Lack of interpretation service utilization impacted the 
clarity of healthcare team and birthing parent communica-
tion and maternal dignity. Responses to birthing parent 
needs for pads during the postnatal unit stay led to coordi-
nation with companions for access. For example, one 
Spanish-speaking companion used their phone to translate 
“adult diaper” to request pads for the Spanish-speaking 
Hispanic white multiparous parent. Two Spanish-speaking 
birthing parents expressed concerns to their companions 
around the limited quantity of menstrual hygiene products 
provided, but they did not request more from their health-
care team. One of these birthing parents sent their compan-
ion to buy pads in the hospital pharmacy.

Additionally, a Hispanic White Spanish-speaking mul-
tiparous birthing parent told her companion that the low 
level of inpatient room pad stocking suggested their 
healthcare team members did not know about the quantity 
of blood birthing parents lose after giving birth: “They 
bring me two [pads], they have no idea how much one can 
bleed. The night [nurse] didn’t bring me any pads” (V07). 
When pads were brought to birthing parents and when 
communication was language concordant, the interactions 
enabled conversation about product options and offered 
opportunity for ongoing support. A healthcare team mem-
ber coordinated support: “I don’t know which one you’re 
using, [so] I brought you large and small ones. Do you use 

[need] diapers, pads, or other things?” (V07). Another 
interaction regarding access to menstrual hygiene products 
involved a companion asking if the couple can take prod-
ucts in the room home with them, to which the healthcare 
team member responds with affirmation about those pads 
and other supplies: “All the supplies and then the bath-
room, the pads, everything, that’s yours too. Take all those. 
And then the soap like the shampoo and stuff that she used 
she can take all that” (V15).

Several birthing parents expressed concern with the 
need to ask a healthcare team member for access to prod-
ucts more than once. A workaround was to ask a technician 
“for the errands” because “the nurses forget [to respond to 
the patient requests] because they too busy” (V05). Access 
to pads after hospital discharge was also discussed among 
birthing parents and companions in varying contexts. In 
one instance, an individual asked a healthcare team mem-
ber if they were allowed to access pads and ice packs if 
they remain at the hospital after their postpartum discharge 
while their infant receives treatment in the neonatal inten-
sive care unit (NICU). The birthing parent spoke to a fam-
ily member by phone about needing pads and diapers:

“They said they’ll try and help take care of me in certain ways 
down there [in the NICU], but I’m technically not a patient. 
Now I have to hoard [these products] for home but I’m also 
hoarding for this room. So it’s like, I’m like, ‘crap man.’ . . .
it’s hard to double hoard—you have to, you have to play. . .
and ask two different people that don’t know that you already 
have it. I keep taking all the diapers out of the drawer and 
telling them we’re out of diapers.” (V05) English-speaking, 
non-Hispanic multiracial first-time parent

Access to menstrual hygiene products after the hospital 
discharge transition were not observed in the observed 
counseling. nor were community-based resources such as 
the local diaper bank.

Patient safety: supporting maternal physical 
and emotional wellbeing through accurate 
information and respectful care

When interpretation services were used, there was a case 
of mistranslated information. Their healthcare team mem-
ber stated, “If you have a lot of bleeding that fills up one 
pad in an hour or less, you will need to call your doctor 
right away.” Then the medical interpreter spoke in Spanish 
with information that translates to: “If you fill up a pad in 
one hour and if two hours go by and it happens again, 
please call your hospital or provider” (V03).

Timing between birthing parent requests and health-
care team distribution of vaginal bleeding related prod-
ucts (pads, underwear, or witch hazel/Tucks) took up to 
45 min. Waits included maternal and companion verbal 
expressions of distress, especially in circumstances when 
the birthing parent was caring for their infant without a 
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companion in the room. In one of these cases, a birthing 
parent states that their underwear is bloody. The birthing 
parent walks into the postnatal unit hallway to ask a 
healthcare team member for another pair of underwear. 
Her infant then cries as they wait. The birthing parent tries 
to soothe the infant in the bassinet, addressing the delay 
for both of them:

“Shhh. . .it’s okay girl, I’m coming, I’m coming girl, I’m 
coming girl, I’m coming girl, I’m coming, I gotta to get. . .I 
gotta go get my underwear on, I’m coming, I’m coming,” 
(V08), English-speaking, non-Hispanic white first-time 
parent

After making this statement, the birthing parent gets their 
old underwear off the hospital bed and steps into the hall-
way again without underwear on. While trying to keep 
themselves covered with their gown, they ask a passing 
healthcare team member: “Hey. . .can I- can I- can I get 
one of these underwear and um some ice. . .” The birthing 
parent then returns to the room and shuts the door, saying 
“What the. . .no-that, that is ridiculous, that was ridicu-
lous, I felt really disrespected right now.” The individual 
then cries, goes into the bathroom, and speaks to them-
selves, “I cannot be alone. . .so disrespected I feel right 
now, in pain. . .hurting. . .and totally disrespected” (V08). 
Eighteen minutes passed from their request until they 
received clean underwear.

In an instance when a healthcare team member 
explained contributors for delay in delivering menstrual 
hygiene products, the information was followed by frustra-
tion and dissatisfaction from the birthing parent and their 
companion. In response to the companion calling-in the 
request, the healthcare member communicated that they 
were in the middle of shift change, but that someone would 
come to the postnatal unit room shortly. The companion 
thanked the person, ended the call, and then expressed 
frustration to the birthing parent, stating, “I didn’t need to 
know that you was in between shifts right now. I just need 
to get my shit. . .[this] piss[es] me off right now—just 
woke up” (V05). In contrast to some companions helping 
with access to vaginal bleeding products, one companion 
limited birthing parent access to pads. The patient asked 
the companion if “just to be on the safe side,” they should 
request permission to carry a couple of pads that were in 
the room home with them (V01). The companion replied, 
“I think you will be alright [without them]” and they left 
without the products.

Meaningful counseling: busy environment and 
differences with the information provided

The counseling environment within postnatal unit rooms 
sometimes occurred in the context of extensive in-room 
activities, such as infants crying or being fed, companions 

making telephone calls, and multiple healthcare providers 
doing different evaluations simultaneously, especially in 
the last hours prior to discharge. In three instances of vagi-
nal bleeding counseling interactions, birthing parents were 
asked to confirm understanding of the information with the 
healthcare team member; this confirmation of comprehen-
sion was not consistent. Conflicting information from cli-
nicians was also observed, such as variations in describing 
vaginal bleeding expectations. For example with one fam-
ily, a healthcare team member came into the postnatal unit 
room the morning of hospital discharge, greeted the patient 
and their companion, introduced herself, and asked what 
language they prefer (V12). In response, she offered in 
Spanish, “Vaginal bleeding can last up to six weeks. But 
you should never fill up a pad of a normal size. If you’re 
filling it up completely within an hour, it’s a lot of blood 
and I want you to come to the hospital” (V12). The interac-
tion also included time spent engaging around questions. 
Later with this family, an hour prior to their discharge, two 
different healthcare team members and an interpreter enter 
the room, say hello, introduce themselves, and provide 
postpartum bleeding information that slightly differed:

“For momma, at this time, we want to make sure that bleeding 
is decreasing, not increasing. So if you’re having any clots 
that are egg sized or larger or saturating in a pad in an hour or 
less, call your doctor. That’s not normal at this point.”

This information describes pads filling over time as a 
cause for concern but did not mention clots. The birthing 
parent is not asked about their comprehension or asked if 
the information they received from other healthcare team 
members was consistent. Furthermore, the infant had been 
crying throughout the communication, and both parents 
were trying to care for their infant while the healthcare 
team members stood and read discharge instructions aloud.

Many counseling experiences were paired with written 
materials. The printed “After Visit Summary” was offered 
as a source of information when a birthing parent asked 
where they could find the information verbally shared. The 
clinician replied, “I’m sure you’re gonna forget because 
everybody forgets, it’s kind of a hard time cause you’re 
tired and everything. The most important thing will be 
written down for you in your discharge summary” (V16). 
Healthcare team members also navigated competing 
responsibilities during vaginal bleeding counseling, such 
as interruptions from clinical communication devices dur-
ing their time in-room with patients.

Discussion

Access to menstrual supplies during the inpatient postpar-
tum stay is an often overlooked, yet critical aspect of patient 
care and bleeding management. This transitional period is a 
memorable and high-needs part of the reproductive life 
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course. In this research study with 15 birthing parents, 12 of 
them had communication on vaginal bleeding topics 
between 2 and 5 times, 2 of them had one exchange, and 1 
of them had none observed. These findings raise concerns 
on the consistency of counseling and discharge communi-
cation, with implications for patient safety. Postpartum 
hemorrhage is a major cause for readmission in the United 
States, with Black and Brown birthing parents more likely 
to experience severe postpartum hemorrhage than their 
White counterparts.20–22 In North Carolina, rurality, socio-
economic status, and culture impact maternal vulnerability, 
with patients often driving a long distance to access care at 
the study institution.23 Education on monitoring and man-
aging postpartum bleeding begins in the inpatient unit and 
standard messaging to address subjective patient expecta-
tions of bleeding can be lifesaving.10

The lack of supplies readily available in postpartum 
rooms for managing postpartum bleeding was observed as 
a source of stress among patients and their companions. 
Several participants noted dissatisfaction with delays in 
restocking supplies after requesting more. Due to their 
immediate needs for postpartum pads, one family 
expressed frustration when having to use a personal phone 
to translate their request; others expressed frustration when 
staff offered explanations for their delays responding to 
patients’ requests for more pads or underwear. When peri-
odically checking on patients, healthcare team members 
inconsistently assessed patients’ needs for more supplies. 
When supplies were restocked, the pad size or quantity 
sometimes differed from what was needed, forcing patients 
to repeat the process of requesting more pads or find an 
alternative way to acquire the essential supplies. When 
companions are present in the inpatient postpartum room, 
they should be afforded the time to bond with their new 
baby, rather than having to leave to fulfill a birthing par-
ent’s request to purchase more pads as was observed with 
one family. The inpatient postpartum stay is already full of 
potential stressors as patients transition to the role of par-
enting a newborn while managing their own healing after 
childbirth. The lack of access to pads, a comparatively 
inexpensive supply when evaluating the cost of an entire 
hospital admission, should not be an additional stressor.

Patient safety, dignity, and autonomy were compro-
mised when patients had unmet needs for supplies during 
the inpatient stay. Several parents discussed experiencing 
stress around asking for supplies, worrying about being 
burdensome. Then they verbalized emotional distress and 
vulnerability while waiting for the requested supplies to be 
delivered. This discomfort in requesting supplies creates a 
communication barrier between patients and healthcare 
teams and in some situations forces patients to rely on 
companions to serve as an advocate. Furthermore, birthing 
parents’ well-being was undermined from instances of loss 
of dignity, specifically when there were long delays before 
the requested pads were provided. Although unintentional, 

healthcare team members may convey perception of blame 
on the birthing parent or companion for requesting sup-
plies when the staff gave reasons to explain why it took 
them so long to bring the pads. Such miscommunication 
can further complicate the provider–patient relationship 
and undermine the trust between both—which is an essen-
tial component of safe and respectful care.

Both the healthcare team and patients may be unaware 
of the complex realities and the competing interests of 
nurses, staff, providers, companions, and patients during 
the 12 h prior to hospital discharge inside and outside of 
the postnatal unit room; communicating these realities to 
one another is challenging. Additionally, patients with 
Limited English Proficiency experience a loss of auton-
omy; in this study interpretation services were not always 
utilized for communication with Spanish-speaking birth-
ing parents, consistent with recent research that identified 
language discordance on the postnatal unit.15 Further, 
communication occurred while companions and patients 
were distracted by infant needs or by having multiple 
healthcare team members in the room, which does not sup-
port comprehensible information exchange. The lack of 
meaningful communication added unnecessary barriers 
and stress.

The content of the counseling that healthcare team 
members provided on postpartum bleeding and warning 
signs was inconsistent. An interpretation was incorrect, 
such inconsistency introduce risks for patient safety. 
Overall, it seemed that the postpartum discharge education 
may not be as effective as imagined, given the environ-
ment in which it occurs and the checklist approach. There 
is opportunity to assess birthing parent perspectives on the 
patterns, tailoring, and depth for health information and 
care planning. Shared decision-making requires the ability 
of patients and their companions to hear and process infor-
mation. Language concordance and teach back can be part 
of positive experiences, for families to be and feel sup-
ported, listened to, and respected.11,12 Companions can 
also serve as a maternal support at home, helping to moni-
tor for worsening vaginal bleeding and utilizing healthcare 
services for the birthing parent as warranted. Including 
them as active participants in all maternity counseling, 
especially counseling for the warning signs for postpartum 
hemorrhage, can improve birthing parents’ experiences, 
access to timely care upon discharge, and outcomes.

It is important to highlight positive inpatient experi-
ences as examples to celebrate and grow. Some healthcare 
team members focused on the patient experiences with 
bleeding and communicated expectations and warning 
signs, in birthing parents’ preferred language in many 
interactions. Culturally aligned care in also critical for 
postpartum menstrual equity, such as observed when a 
healthcare team member acknowledged the patient’s dis-
comfort or made effort to offer options and a greater quan-
tity of supplies when they did not know patient preferences. 
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Future work can further assess supportive practices around 
vaginal bleeding counseling—which is an often uncom-
fortable and culturally taboo topic—so that it is easier for 
minoritized patients to discuss and engage.4 Ensuring post-
partum menstrual equity during discharge includes inten-
tional positioning and eye contact, to connect with patients 
during their inpatient stay and actively equip them for hos-
pital discharge. It is expected that patients will continue to 
need pads for managing postpartum bleeding once they 
return home, as well as access to period supplies in the 
future when their menstrual cycles resume. Yet, healthcare 
team members inconsistently offered supplies for patients 
to take home upon discharge or and there was hesitancy 
around whether birthing parents should take the pads that 
were already in their rooms. None of the observations 
included assessment of a patient’s ability to access or 
afford pads after they left the hospital. The data also did 
not include communication about the opportunity to access 
a community-based resource, the period supply program 
of a state-wide diaper bank, for products. This was a 
missed opportunity for patient empowerment and access 
upon discharge. Postpartum bleeding requiring medical 
attention typically includes the use of pads as tools for 
blood loss measurement, and yet, access to these supplies 
is not assessed in routine inpatient counseling or included 
in patient discharge information. Additionally, the dis-
missal by one companion of a birthing parent’s considera-
tion to take home pads could be innocuous, a sign of 
relationship tension, or reflect lack of awareness about 
needs to manage postpartum bleeding at home.

Access to menstrual products often comes at severe 
personal cost, physically, emotionally, and financially—
costs that negatively impact menstruators’ safety and well-
being.7 A 2019 study of low-income women in St. Louis 
found that about 66% were unable to afford menstrual 
products at some point during the past year, with several 
resorting to substitutions such as toilet paper or rags.5 In 
that previous research, menstruators chose between buy-
ing food and spending money on menstrual products, with 
Black and Latinx people having to make this decision 
more often.7 For low-income families, Women, Infants, 
and Children program and Supplemental Nutrition 
Assistance Program benefits often offer supplemental food 
packages as a part of postpartum care, but no policy pro-
gram provides access to menstrual products or the funds to 
purchase them.9 These economic and racial inequities in 
menstrual equity were worsened during the pandemic, 
with a 2022 study noting increased menstrual insecurity 
with people who suffered income loss.24 Although the 
Coronavirus Aid, Relief, and Economic Security Act (the 
CARES Act) was passed in 2020 to allow Americans to 
use their health savings account and health reimbursement 
arrangements to purchase menstrual products, it addresses 
only a small part of the larger issue.24 The Black Maternal 
Health Momnibus Act comprised of 12 bills aimed at 
addressing the multi-faceted issue of racial inequities in 

obstetric outcomes in the United States.25 Yet, none of 
these bills included provisions for menstrual equity in the 
postpartum period, suggesting this problem remains hid-
den and overlooked.25

Strengths and limitations

Strengths of this study include unique insight into postpar-
tum care interactions through naturalistic filming and 
audio-recording. The data offer nuanced information on 
the realities of addressing postpartum bleeding on the post-
partum unit, with strengths and areas for opportunities as 
observed with diverse families. The qualitative component 
of this study highlights the emotional and other patient 
safety impacts of inadequate access to postpartum supplies 
and communication.

Our analysis focused on the last 12 h of the inpatient 
stay prior to discharge; a limitation to our study is that unit 
admission and counseling outside of the observation 
period is unknown. Furthermore, data collection at a single 
institution limits generalizability, although the literature 
suggests barriers to vaginal bleeding counseling and access 
to menstrual products may be widespread. Additionally, 
the recording equipment was turned off in some instances—
demonstrating participant agency in this type of intimate 
research. This study was also conducted during the 
COVID-19 pandemic, which could have impacted the 
staffing levels and environment, with healthcare team 
members minimizing room entry to reduce potential expo-
sure. However, the observed wait times and distress 
incurred are unacceptable when aiming for just and equita-
ble care.

In this analysis, we did not explore patient characteris-
tics such as having a shoulder dystocia, cesarean section, 
or postpartum hemorrhage as confounding experiences. 
Birth experiences can impact postpartum vaginal bleeding 
counseling; for example, patients who had a postpartum 
hemorrhage may be more likely to receive information 
about bleeding and warning signs. They also may be trau-
matized from the experience, leading to differences in 
bleeding vigilance and interrelated behaviors from the 
emotional and physical distress. One case in this sample 
identified complexity with birthing parent discharge in the 
context of ongoing infant hospitalization. Previous 
research of maternal health needs in the NICU setting sim-
ilarly found gaps in access to pads in that unit.26 Future 
studies could prospectively evaluate vaginal bleeding 
counseling and management through pregnancy and 
through various contexts throughout the postpartum year 
to understand facilitators and barriers to access, safety, and 
postpartum menstrual equity.

Conclusion

Postpartum menstrual equity encompasses information, 
access to hygiene supplies, affordability, and safety for 
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individual’s autonomy around vaginal bleeding—an 
important aspect of the postpartum phase of a person’s 
reproductive life cycle. This study explored clinical com-
munication, the availability of supplies, and companion 
involvement around vaginal bleeding management during 
postpartum hospitalization. Most families had a few 
exchanges with their healthcare team members about post-
partum bleeding, 2 had no communication, and 10 received 
information on vaginal care, bleeding amounts, or pads in 
the hour preceding discharge. There are opportunities to 
strengthen clinical practices for maternal safety and to 
advance respectful, equitable care (Figure 2). The need for 
staff to replenish menstrual supplies and offer product 
options as a part of their routine care and discharge process 
was evident. Managing postpartum vaginal bleeding is 
important, yet services are not yet structured to adequately 
support postpartum families during their inpatient vaginal 
bleeding care or to connect them with community-based 
resources for period product access across the patient’s 
reproductive life course.
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1.  Increase access to menstrual hygiene products in birthing facilities and promote awareness of 
community-based resources.

2.  Ensure adequate clinical staffing and support for meaningful communication with patients 
and companions, including with interpretation services.

3.  Consider the timing, depth, and cultural relevance of vaginal bleeding information.

4.  Advocate for policies to promote access to period products (include support for period 
supply banks and eliminate taxation on period products).

Figure 2. Recommendations for improving postpartum menstrual equity.
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