
Ethnicity & Disease, Volume 30, Number 4, Autumn 2020 533

Introduction

	 Racial-ethnic disparities in ma-
ternal mortality are currently in the 
spotlight and health care is under 
scrutiny.1 We found that Black and 
Latina women in New York City 
were three and two times as likely 
as White women to experience se-
vere maternal morbidity, defined as 
a potentially life-threatening event, 
during childbirth.2,3 Moreover, we 
found that Black and Latina wom-
en within hospitals were at higher 

risk than White women even after 
risk-adjustment, pointing to the 
need to investigate sources of dif-
ferential quality of care.4 Evidence 
exists that Black and Latina women 
are also at increased risk of other 
adverse outcomes that may be in-
fluenced in part by obstetric care,5 
including cesarean delivery,6 pain 
management,7 and postpartum 
health.8 Provider bias9 and com-
munication10 have been proposed 
as potential targets for hospital-
based interventions, yet evidence 
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Background:  Black and Latina women in 
New York City are twice as likely to experi-
ence a potentially life-threatening morbid-
ity during childbirth than White women. 
Health care quality is thought to play a role 
in this stark disparity, and patient-provider 
communication is one aspect of health care 
quality targeted for improvement. Perceived 
health care discrimination may influence 
patient-provider communication but has not 
been adequately explored during the birth 
hospitalization.

Purpose: Our objective was to investi-
gate the impact of perceived racial-ethnic 
discrimination on patient-provider com-
munication among Black and Latina women 
giving birth in a hospital setting. 

Methods: We conducted four focus groups 
of Black and Latina women (n=27) who 
gave birth in the past year at a large hospital 
in New York City. Moderators of concordant 
race/ethnicity asked a series of questions on 
the women’s experiences and interactions 
with health care providers during their birth 
hospitalizations. One group was conducted 
in Spanish. We used an integrative analytic 
approach. We used the behavioral model 
for vulnerable populations adapted for 
critical race theory as a starting conceptual 
model. Two analysts deductively coded 
transcripts for emergent themes, using con-
stant comparison method to reconcile and 
refine code structure. Codes were catego-
rized into themes and assigned to concep-
tual model categories.

Results: Predisposing patient factors in 
our conceptual model were intersectional 
identities (eg, immigrant/Latina or Black/
Medicaid recipient), race consciousness (“…
as a woman of color, if I am not assertive, 
if I am not willing to ask, then they will not 
make an effort to answer”), and socially 
assigned race (eg, “what you look like, 

how you talk”). We classified themes of 
differential treatment as impeding factors, 
which included factors overlooked in previ-
ous research, such as perceived differential 
treatment due to the relationship with 
the infant’s father and room assignment. 
Themes for differential treatment co-oc-
curred with negative provider communica-
tion attributes (eg, impersonal, judgmental) 
or experience (eg, not listened to, given low 
priority, preferences not respected).

Conclusions: Perceived racial-ethnic 
discrimination during childbirth influences 
patient-provider communication and is an 
important and potentially modifiable aspect 
of the patient experience. Interventions 
to reduce obstetric health care disparities 
should address perceived discrimination, 
both from the provider and patient per-
spectives. Ethn Dis. 2020;30(4):533-542; 
doi:10.18865/ed.30.4.533
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linking these factors to maternal 
health care disparities is lacking. 
	 Perceived racial-ethnic discrimi-
nation in health care, defined as a 
patient’s perception of the differen-
tial allocation or quality of services 
based on race or ethnicity, is rec-
ognized as an important factor in 
health care quality.11,12 Racial-ethnic 
discrimination not specific to health 
care and its adverse impact on preg-

search in California regarding wom-
en’s experiences of health care dur-
ing pregnancy and child birth has 
revealed perceived differential treat-
ment and communication among 
women of color.15,16 However, these 
studies had a broad scope and did 
not focus specifically on childbirth 
hospitalization. Given the current 
focus on provider bias and com-
munication as targets for interven-
tion in maternity hospitals,9,10 a 
deeper understanding of how Black 
and Latina women perceive dif-
ferential treatment during child-
birth and how these perceptions 
impact communication is needed.
	 Our objective was to investi-
gate patient-provider communi-
cation during childbirth among 
Black and Latina women from the 
perspective of Critical Race Theory 
(CRT). CRT focuses on the social 
construction of race and recognizes 
the pervasiveness of structural rac-
ism.17 CRT has gained traction as 
a framework by population health 
researchers to understand the in-
fluence of race and ethnicity on 
health,18-20 and has been suggested 
as a lens to understand relationship‐
centered care and improve clini-
cal experiences for pregnant Black 
people.21 As a starting conceptual 
framework, we incorporated three 
CRT concepts – intersectionality, 
race consciousness, and socially as-
signed race – into a common model 
of health care use, the behavioral 
model for vulnerable populations 
(BMVP).18 Intersectionality posits 
that multiple identities such as race, 
gender and class can form unique 
identities to reflect interlocking sys-
tems of privilege and oppression.22 

Race consciousness is one’s explicit 
acknowledgment of the workings 
of race and racism in social con-
texts,18 and may be important in 
the perception of racial discrimina-
tion.23,24 Finally, socially assigned 
race, or the social interpretation of 
how one looks, may be important 
in understanding patient-provider 
interaction.25 We posited that ana-
lyzing Black and Latina women’s 
experiences of care during their 
birth hospitalization through the 
CRT lens would elucidate mecha-
nisms by which perceived health 
care discrimination influence pa-
tient-provider communication.

Methods

	 We conducted four focus 
groups (n=27). Two groups of 
Black women were conducted in 
English, one group of Latina wom-
en was conducted in English, and a 
second in Spanish. Eligibility crite-
ria included: gave birth in the past 
year; spoke English or Spanish; 
and self-identified as either Black 
or Latina. We sent invitation let-
ters to women who gave birth in 
the study hospital in 2018 and who 
also attended prenatal care at the 
same hospital’s clinic, which serves 
women with public insurance. In-
terested women emailed or called 
the study coordinator and were 
screened for eligibility. Partici-
pants were offered a $100 gift card 
for their participation. All materi-
als were translated into Spanish.
	 The focus groups took place 
in the study hospital in an area 
of the floor separate from patient 

Our objective was to 
investigate patient-

provider communication 
during childbirth among 
Black and Latina women 

from the perspective of 
Critical Race Theory 

(CRT).

nancy outcomes is well-explored.13 
In contrast, perceived racial-ethnic 
discrimination in the obstetric 
health care setting has received little 
attention. One survey found twice 
as many Black and Latina women as 
White women were treated poorly, 
and that poorer treatment was as-
sociated with provider communica-
tion during prenatal care, but did 
not examine communication during 
childbirth.14 Previous qualitative re-
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care. The study moderators con-
sented the women prior to the 
start of the focus group and col-
lected demographic information. 
Groups lasted from 90 minutes 
to 2 hours. Discussions were re-
corded, transcribed, and translat-
ed to English (when applicable).
	 The research team developed a 
discussion guide containing a se-
ries of questions on the women’s 
experiences during their birth hos-
pitalization, communication with 
providers, and if they perceived dif-
ferential treatment for any reason. 
Women were not asked specifically 
about racial-ethnic discrimination 
so that reasons for any differen-
tial treatment could emerge from 
the women themselves. Examples 
of questions include: “Was there a 
doctor, nurse, or other health care 
provider during your time in the 
hospital with whom you felt un-
comfortable asking questions? Tell 
me more about this experience.”; 
“Can you describe any time during 
your care you may have felt you 
were treated differently from other 
women? Why do you think you 
were treated differently?” Mod-
erators were of a similar racial-
ethnic background as study par-
ticipants and were trained in the 
content of the discussion guide. 
	 The Program for the Protec-
tion of Human Subjects at Icahn 
School of Medicine at Mount Sinai 
approved this study. All procedures 
were in accordance with the ethical 
standards of the responsible com-
mittee on human experimentation 
(institutional and national) and 
with the Helsinki Declaration of 
1975, as revised in 2000. Informed 

consent was obtained from all par-
ticipants included in the study.
	 Two analysts coded transcripts 
for emergent themes, using the 
constant comparison method to 
reconcile and refine code structure. 
Coding was initially blind followed 
by open coding. Analysts shared 
findings and attained a consensus 
to label themes. Themes that were 
closely related were merged. Ana-
lysts categorized themes into exist-
ing conceptual framework domains 
through an iterative consensus 
process and added new domains 
when necessary. Coding and analy-
sis were conducted in Dedoose. 

Results

Sample Characteristics
	 Demographic characteristics of the 
focus group participants are shown in 
Table 1. Most women were between 
the ages of 25-35 (63%) and obtained 
either a bachelor’s degree (33%) or 
high school diploma (30%). A range 
of parity was represented, with equal 
numbers of women having one, two, or 
three or more children. Most women 
were born in the United States (70%).

Domains and Themes
	 The conceptual model with emer-
gent themes is displayed in Figure 1. 

Table 1. Characteristics of focus group participants

Characteristic Total, n=27 Black, n=11 Latina, n=16

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

Age, yrs. 
   < than 24 5 (19) 3 (27) 2 (13)
   25-34 17 (63) 5 (45) 12 (75)
   35-44 4 (15) 3 (27) 1 (6)
   Missing 1 (3) 0 1 (6)

Education
   <High school 1 (3) 0 (0) 1 (6) 
   High school diploma 8 (30) 5 (45) 3 (19)
   Some college 2 (7) 1 (9) 1 (6)
   Associate’s degree 5 (19) 4 (36) 1 (6)
   Bachelor’s degree 9 (33) 1 (9) 8 (50) 
   Missing 2 (7) 0 2 (13)

Number of children  
   1 8 (30) 4 (36) 4 (25)
   2 8 (30) 4 (36) 4 (25)
   3 or more 10 (37) 3 (27) 7 (44)
   Missing 1 (3) 0 1 (6)

Country of birth 
   United States 19 (70) 10 (91) 9 (56)
   Other 7 (26) 1 (9) 6 (38)
   Missing 1 (3) 0 1 (6)

Years in the US (denominator is foreign-born women)
   <10 years 4 (57) 1 (100) 3 (50)
   >10 years 3 (43) 0  3 (50) 
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CRT concepts were situated as starting 
predisposing domains: “Intersection-
al identities,” “Socially assigned race,” 
and “Race-consciousness.” Enabling/
impeded domains that emerged dur-
ing analysis were: “Organizational 
factors” and “Physician characteris-
tics.” Communication outcome do-
mains were divided into “Positive pro-
vider communication attributes” and 
“Negative provider communication 
attributes.” Patient experiences were 
grouped together under one domain.
	 The domain “Intersection-
al identities” contained themes 
of self-identified characteristics 
that women described as rea-
sons for differential treatment. 
Sometimes women spoke specifi-

cally about being Black or Latina.

“I would ask myself whether 
it was because I was a Latina. 
If [the doctor would] ask that 
question to another person.”

	
Sometimes women discussed dif-
ferential treatment not only be-
cause of their race-ethnicity but 
that of their husband’s as well.

“… as Latina, and with an 
Afro-American husband, the 
nurses came in with a pre-
set mind about us. And that 
bothered me… I told [the 
nurse], you’re making me feel 
ashamed when you’re trying 

to help me. And I see how they 
treat someone else from another 
culture, and it’s not the same.”

	
The importance of the father in dif-
ferential treatment came across 
also because of their relationship 
with their baby’s father. After one 
woman stated she felt treated dif-
ferently because she wasn’t married 
to the father of her baby, a second 
woman agreed and described how 
she felt the nurse was being judg-
mental about their relationship:

“And when [my husband] 
came to see me, the nurse said 
[to him], oh, your daugh-
ter’s mom or your wife?”

Intersec�onal iden��es
• Race-ethnicity
• Culture
• Medicaid recipient
• Age
• Rela�onship with father
• Weight
• Number of kids

Socially-assigned race
• How present self
• Look like
• Language

Race consciousness
• Self-advocacy

Organiza�onal factors
• Lack of con�nuity of 

care
• Not prepared
• Not working as team
• Didn’t prepare pa�ent 

what to expect
• Short-staffed
• Access to doula

Provider demographics
• Same race-ethnicity
• Different race-ethnicity

Posi�ve provider 
communica�on a�ributes
• A­en�ve
• Calming
• Comfortable asking 

ques�ons
• Compassionate
• Explained well
• Emo�onally comfor�ng
• Empathe�c
• Encouraging
• Listened
• Pa�ent
• Personal
• Physical comfor�ng
• Posi�ve a�tude/created 

posi�ve atmosphere
• Professional
• Responsive
• Welcoming
• Trust

Nega�ve provider 
communica�on a�ributes
• Didn’t explain well
• Impersonal
• Judgmental
• Didn’t make me 

comfortable to ask 
ques�ons

• Not a­en�ve/ignored
• Not professional
• Pushy
• Stuck to protocol

Pa�ent experiences
• Considered low priority
• Didn’t consider pa�ent 

preference
• Couldn’t get help
• Difficul�es with 

interpreter
• Not a­en�ve/ignored
• Not believed
• Not listened to
• Repor�ng problems
• Not treated with respect
• Rushed
• Trauma�zed
• Wai�ng
• Visitors treated poorly

Predisposing Impeding
Pa�ent-Provider 
Communica�on

Pa�ent Experience

Predisposing themes 
emerged as reasons for 
differen�al treatment or 
lack of differen�al treatment

Figure 1. Conceptual frameworka of perceived racial-ethnic discrimination in obstetric care and themes from focus groups of 
Black and Latina women
a. Framework is adapted from the Behavioral Model of Vulnerable Populations using concepts from Critical Race Theory 
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	 Age was also a perceived rea-
son for differential treatment, 
both young age and older age.

“[The nurses] were super dis-
missive. … Maybe I look 
younger than what I am and 
you’re looking at it as we’ll come 
back to you or whatever. At the 
end of the day, I’m a patient. 
I’m your patient and you’re sup-
posed to put your patient first.”

“So when [the staff signing me 
in] asked me oh, you’re 30 and 
this is your first child? It’s like 
oh my God, you’re like kind 
of old. You should be know-
ing what’s going on at 30.”

	 Finally, women identified 
themselves by the type of insur-
ance they had, for example, Med-
icaid. Insurance type was de-
scribed as a reason women felt 
they were treated differently.

“I think that they shouldn’t let 
it be known to people [that it is 
an issue what type of insurance 
they have] because regardless of 
if it’s coming from my pocket 
or a private pocket, you’re still 
being paid for my stay, right?”

	
The domain “socially assigned race” 
included themes that described 
situations in which women felt 
providers were making assump-
tions about their race or ethnic-
ity, which in turn played heav-
ily into women’s perceptions of 
how they were treated. Emergent 
themes included how women 
presented themselves, what they 

looked like, and language spoken.

“I feel that sometimes [doc-
tors treat you different be-
cause of ] the way you look.”

“[The nurses would] speak 
Spanish to me. When I’d [an-
swer] them in English, to them, 
it was like, oh, okay, and the 
tone of how they would tell 
me things would change.”

	 Women’s awareness of what 
it meant to be a woman of color 
came through in their discussions. 

“I think as a woman of color, 
if I am not assertive, if I am 
not willing to ask, then they 
will not make an effort to an-
swer. I have that constantly 
in my mind [and] I see [that] 
in my life just in general, the 
difference between behaviors 
of people that are White next 
to people that are of color.”

 “I think if I wasn’t as asser-
tive in asking questions of 
what’s occurring in the proce-
dure, I think I wouldn’t have 
had - - the answers that I 
was seeking. If I would have 
stayed quiet, then I think 
[the doctor] just would have 
gone through the bullshit.”

	 We situated the domain “orga-
nizational factors” as impeding fac-
tors in the conceptual framework. 
This domain included themes in 
which women discussed organiza-
tion-level factors involved in their 
care. Having a doula present at 

childbirth was expressed as some-
thing that bridged communica-
tion with the health care providers.

“I [had] a doula. Communica-
tion with the doctors [was] very 
protocol, like ‘Hey, this is what 
we’re going to do now.’ And 
then I would say, ‘I don’t want 
to do anything like that,’ so 
with the help of my doula then 
I was able to have that com-
munication with the doctors.”

	
Several women expressed that conti-
nuity of care, ie, seeing the same doc-
tor at delivery as they had during pre-
natal care, helped to establish trust.

“…it feels good to say, ‘Oh, I ac-
tually know somebody. I have a 
doctor.’ …I’m connected to you 
in some way and I trust you.

	 Provider demographics was an-
other domain included as impeding 
factors. We asked women if they 
felt it was important if their pro-
vider was of the same race or eth-
nicity as themselves, although in 
some cases this arose prior to our 
question. Some women felt treated 
well by providers who were of the 
same racial or ethnic background.

“I think that it is important 
[that a doctor is of the same 
racial or ethnic background], 
not only because of the lan-
guage, but I think that in my 
experience, a doctor from an-
other race may have an idea 
about you because they see 
many different women. I am 
Latina, you are Latina, we 
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are very different, but we are 
the same in a different way.

	 However, some women em-
phasized that differential treat-
ment could happen from provid-
ers of the same race/ethnicity.

“I think because [the nurs-
es] were African American, 
they weren’t as attentive to 
me, as I felt they were to oth-
er patients that were walk-
ing by and had a question.”

	 The domain “negative pro-
vider attributes” included exam-
ples of poor communication style 
of doctors, nurses, and staff.  All 
negative communication themes 
co-occurred with differential treat-
ment themes with the excep-
tion of “stuck to protocol.” One 
negative communication theme 
that stood out was “impersonal”:

“I felt like [the doctor] was 
trying to take control over 
my experience. I felt that 
she wasn’t really empathetic 
with what was going on.”

“… we are all humans and 
we are going through some-
thing life-changing, [a wom-
an] needs to feel like she is 
wanted and that she’s valued.”

Some women felt like it was 
difficult to ask questions.

“Sometimes it is just easi-
er to look it up or easier to 
ask my mom or somebody in 
my family - - [it] shouldn’t 

be that way. I feel like [the 
doctors] should communi-
cate [what] was going on.”

	 The domain “positive com-
munication attributes” included 
many themes that emerged as 
women discussed their experi-
ences during delivery and post-
partum. Women encountered 
many positive communication at-
tributes that they valued, includ-
ing emotionally comforting, calm-
ing, attentive, and explaining well. 

“I think [my doctors] were 
still really concerned about 
my health so they were- they 
communicated with me. …I 
had thousands of questions … 
they took time to answer, and 
made me feel comfortable.”

	 Empathy and human-
ism arose numerous times 
when women expressed what 
they wanted from a provider.

“The other thing is empa-
thy, like I said, instead of 
sympathy. I don’t want you 
to look down on me, I want 
you to look at me as what 
would I want if this was me.”

	 Positive communication attributes 
were associated with equal treatment.

“If you have humanity… if 
you’re aware of what’s happen-
ing to the person who was in 
labor who was going through 
this and you can relate and you 
can empathize, it really doesn’t 
matter what race you are.”

Patient Experiences
	 Negative experience themes in-
cluded being considered a low pri-
ority, not being able to get help, 
being ignored, not listened to, not 
believed, not treated with respect, 
rushed, not having their preferences 
considered, being traumatized, and 
having their visitors treated poor-
ly. For example, one woman de-
scribed not being able to get help:

“If you call [nursing assistants] 
to help you, they don’t even, 
sometimes, listen to you. One 
day I … was thinking I’m going 
to die. I called the … nursing 
assistant …to come and help... 
I see in her face that she doesn’t 
even want to try to help me.”

	
Not being listened to, or even 
if listened to, not believed, and 
not treated with respect arose as 
negative patient experiences. In 
the following excerpt, all three 
themes arose in the same story:

“… I felt as if [the doctor] 
didn’t listen to me, what I was 
telling [him] about my body. 
[He] kept on telling me, but I 
can give you medicine for the 
pain, to calm down. I said, but 
I’m calmed. I don’t need medi-
cine. And I think that the doc-
tor that kept on seeing me, he 
didn’t have respect for my body.”

	
One woman who experienced 
both providers who did and 
didn’t listen well expressed,

“Just because you have ears 
doesn’t mean you can hear. You 
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can tell when people are listen-
ing to what you’re sharing.”

Discussion

	 We found that Black and La-
tina women’s perceptions of differ-
ential treatment during childbirth 
were rooted in complex identities, 
race consciousness, and socially as-
signed race. Our findings build on 
recent qualitative research that has 

ing rich description of communi-
cation and experience outcomes.
	 Analysis of our focus group dis-
cussions from the point of intersec-
tional identities brought to light 
new findings, one of which is the 
central role the father of the baby 
plays in a woman’s own identity. 
Fathers arose in discussions both as 
a subject of bias (eg, women per-
ceived being judged due to their 
relationship status), and also as a 
receipt of bias (eg, several women 
perceived their partners or fam-
ily were treated differently by pro-
viders or staff than those of other 
women). Research has found that 
a father’s satisfaction during child-
birth is correlated with the mother’s 
satisfaction, and the needs of fa-
thers are not always being met.26 To 
date, little attention has been paid 
as to their role in provider bias and 
perceived racial-ethnic discrimina-
tion. Our study demonstrates that 
the father of the baby is interwoven 
in the mother’s identity, whether 
or not he is present, and interven-
tions to improve the care of women 
of color and/or reduce bias should 
consider the role of the father. 
	 We found qualitative evidence 
that women felt the racial or ethnic 
identity assigned by providers in-
fluenced their treatment of women. 
This evidence is in line with previ-
ous research that found that socially 
assigned identity had a greater as-
sociation with health care discrimi-
nation than did self-identity.27 In 
our study, sometimes women ex-
pressed they did not experience 
any differential treatment, but at 
the same time attributed it to the 
fact that as a woman of color they 

knew they needed to act or present 
themselves a certain way. This hy-
pervigilance to racial microaggres-
sion has been identified as a factor 
impacting the delivery of patient-
centered care,28 and could be pres-
ent as a stressor influencing health 
care communication and experi-
ence, either in parallel with or inde-
pendent of perceived provider bias.
	 We identified impeding factors 
that could be points of intervention 
to buffer perceptions of differential 
treatment, for example, access to a 
doula. Women with a doula pres-
ent described improved communi-
cation and ability to control their 
childbirth experience. Doula care 
has long been discussed as a poten-
tial way to improve quality of care, 
in particular for patients facing so-
cial disadvantages.29 Other organi-
zation of care factors such as con-
tinuity of care bolstered women’s 
trust. Women expressed how seeing 
the same midwife or obstetrician 
at delivery who provided their care 
during pregnancy improved com-
munication and experience. This is 
supported by the literature; continu-
ity of obstetric care has been associ-
ated with perceived quality of care.30 
These findings suggest that overall 
improvement of organization of 
care may reduce the opportunity for 
differential treatment, and improve 
perceptions of fairness and trust. 
	 In addition to organization 
of care, the race-ethnicity of the 
provider was an impeding factor, 
but not always how we expected 
based on previous literature.31 Al-
though some women expressed 
being able to communicate better 
with providers of a similar racial 

We found qualitative 
evidence that women 

felt the racial or ethnic 
identity assigned by 

providers influenced their 
treatment of women.

unearthed themes describing per-
ceived racial-ethnic discrimination 
during obstetric care, eg, disrespect, 
in which women described being 
dismissed and treated rudely be-
cause of their race.15,16 Researchers 
have also theorized how interac-
tions with health care providers in-
fluence the ability of women of col-
or to control their pregnancy and 
childbirth experiences.16 We add 
to this literature by placing themes 
of differential treatment within a 
framework of CRT and by provid-
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or ethnic background, others felt 
it was providers with similar back-
ground, either Black or Latina, 
who  treated them poorly due to 
their race-ethnicity. Caution should 
therefore be made to not make as-
sumptions regarding the impact of 
provider-patient racial-ethnic con-
cordance on women’s perceptions 
of racial-ethnic discrimination.
	 Positive provider communica-
tion attributes in our focus group 
discussion appeared to be associated 
with lack of differential treatment, 
or possibly to buffer it. This idea 
supports Hardeman et al’s propo-
sition that relationship-centered 
care, in which all participants ap-
preciate the importance of their 
relationships with each other, with 
an emphasis on emotional support 
and empathy, may be an antidote 
to structural racism.21 Empathy 
and other communication quali-
ties emerging in our focus groups 
are in line with previous research 
on patient-reported outcomes asso-
ciated with satisfaction during the 
delivery hospitalization.32 However, 
it is unclear if improving quality 
of care along these dimensions will 
reduce perceived differential treat-
ment independent of specific in-
terventions tackling provider bias. 
	 Our findings have implications 
for the measurement of perceived 
racial-ethnic discrimination in ob-
stetric care. Women were sometimes 
reluctant to attribute perceived dif-
ferential treatment to race-ethnicity, 
but instead attributed it to another 
factor. Therefore, a two-step attri-
bution process in which women are 
first asked if they were treated dif-
ferently and then asked why, would 

likely be more sensitive to provider 
bias. Also, questions on socially as-
signed race and race consciousness 
should accompany assessment of 
perceived racial-ethnic discrimina-
tion, as these may modify any asso-
ciation with health care outcomes. 
	 Our study also has implications 
for patient experience metrics, and 
motivates the question if perceived 
discrimination should be a domain 
of the Hospital Consumer Assess-
ment of Healthcare Providers and 
Systems (HCAHPS®).33 A goal of 
HCAHPS is to measure quality 
of care from the patient perspec-
tive, and HCAHPS surveys serve 
as quality improvement metrics 
and are part of CMS reimburse-
ment. Currently perceived health 
care discrimination is not included, 
and further research is needed to 
understand if doing so would im-
prove the assessment of equitable 
care beyond existing measures.

Study Limitations
	 Our study has some limitations. 
Our study sample consisted of ur-
ban Black and Latina women, and 
may not be generalizable to other 
populations. Our sample also did 
not include women with private 
insurance. However, 69% of Black 
and 78% of Latina women deliver-
ing in NYC are insured by Medicaid 
or other public insurance.34 Also, 
women who agree to participate 
in a focus group discussion may 
not represent all birthing people. 
Future quantitative research based 
on a random sample is needed to 
improve generalizability and to 
rigorously test hypotheses of the 
influence of perceived differential 

treatment on maternal health out-
comes. We also acknowledge the 
limitation of our application of 
CRT concepts to study perceived 
racial-ethnic discrimination. Cen-
tral to CRT is the idea that rac-
ism is structural and pervasive and 
not limited to individual acts; yet, 
by asking women about differen-
tial treatment, our focus group 
discussions shifted to perceptions 
of individuals and experiences. 

Conclusion

	 Perceived racial-ethnic discrimi-
nation during childbirth influenced 
patient-provider communication. 
Differential treatment was attributed 
to complex identities, and race con-
sciousness and socially assigned race 
shaped women’s experiences. Orga-
nization of care and positive com-
munication practices may serve to 
mitigate or prevent perceived racial-
ethnic discrimination. Interventions 
to reduce obstetric health care dispar-
ities should address perceived health 
care discrimination, both from the 
provider and patient perspectives.
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