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Abstract

Experiences with Infant Mortality as Reported byddie Class Black
American Women:

In Their Own Words
by

Lisa Paisley-Cleveland
Advisor: Professor Miriam Abramovitz

The issue of Black Infant Mortality (BIM) appes to mirror the
findings of disparities in poor health care and povedical outcomes for
minorities in the United States. The BIM rate of3(3) is almost twice
for all women (6.7) and more than twice the rate fwhite women (5.6).
The BIM disparity holds even when variables suchimsome, education,
and marital status are similar. This study explotée lived experience
of infant loss through in-depth interviews with digblack-American
middle-class women. It aimed to understand the cboting factors
present among middle class black women, which couWldlp in
understanding the adverse birth outcomes for thhrgdatagroup studied.

All of the women revealed experiences withests, from the time of
pre-conception and throughout the entire pregnaradyhough they gave
little recognition to the negative affects of sustress on their medical
health or the health of their unborn fetus. Copmgchanisms linked to a
racial history, influenced the concept of self-egpation and responses

to stress.



The presence of medical markers, a promineménte, should be
useful in the prevention of adverse pregnancy ouates, if addressed.
The role of race was implicated in quality of caissues, imbedded in
medical views influenced by the prevalence of adeebirth outcomes
for black women. The lack of timely medical teste tule out the
presence of a medical diagnosis was a probable egusnce of such
views.

In this study, an unexpected finding was thhe majority of the

fathers had a family history of premature birthsdanfant loss.
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Preta

My research journey deliberately lacked a dfiecfocus in the
beginning, but my personal experience helped tol lmg passion on the
subject of Black Infant Mortality (BIM). Like mostéf the women in this
study, | had no knowledge that my chances of givingh to a premature
baby were more than twice the rate of my white cteupart. My
thoughts at the time of giving birth to our veryegmature baby girl was
“what had | done wrong,” and on my better days thisestion gave way
to an acceptance that “sometimes bad things jugipka.”

Let me be clear, we were among the lucky onasr, baby girl who
came three months too early survived. However, baby experienced
neonatal interventions at a specialty hospital tbree months, and we
watched and shared tears with parents as they g final good-byes
to their infants. With the calls in the middle tie night warning us of
complications and uncertainties if she would suevithrough the
morning, we understood how close we came to shating same fate —
the death of our baby girl.

This experience provided the seeds for thigj@gct long before | took
personal ownership of the topic as my research $oclihere were the
haunting questions about what went wrong, whichlédemy interest,

especially since | did all of the things they recoaend a pregnant
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woman should do. | entered pre-natal care during fimgt trimester; |
was thirty-seven at the time, and this was my sa@cpnegnancy. | kept
all my prenatal medical appointments, | took myauntins, | ate healthy
foods, and | followed my doctor’s advice. | was Ipaly married, we
were living comfortably, and we were both solid weagearners.
Nevertheless, when | reflect back on my pregnanmyrys in its entirety,
two things are troubling. One, | was under a greatl of job-related
stress, which | did not give importance to at thmd; | was handling it.
| had no choice; my family needed two wage earnédrdid not give the
stress it was causing value, as | understood ptoobecoming pregnant
that | had no options in relation to discontinuimgrk. | continued with
a “business as usual” attitude as did all of thenvem in this study,
although this attitude | was projecting did not mathow | was feeling.

The other troubling reflection of my own pregicy story was a
conversation | had with my doctor shortly after ugting from a visit
with my Mom in Florida. My Mom, who held various pudions at a
hospital for all of her adult life, urged me to seg doctor immediately
upon my return home. “You are carrying very lowrfthis period in
your pregnancy. Make sure your doctor gives you amernal
examination,” she warned. It seemed as though mytao responded
with all of the breath of knowledgeable assuranbe €ould muster and
stated, “You are carrying low because your muscé&se more relaxed

from your previous pregnancy,” almost (three yeamsor). “You are
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carrying low,” were the exact words shared by a vaemused by her
doctor. She was placed on restricted activity. liy sase, it was clear
that there was no room for questions. | accepteds tBxplanation
intellectually; she (the doctor) was the expert. wewver, | had this
nagging feeling that there was something wrong.fdat, | have to admit
that | felt throughout the pregnancy that there wasnething “not right”
(another common theme that emerged in this studyould not describe
it, other than that. | gave birth two days afterathdoctor’s visit. Our
daughter arrived almost three months too soon aaod small. She
weighed 2lbs. and 5 oz. and slipped down to a mzidés. shortly after
her birth.

| embarked on this study remembering the trafiltears left by all
those women and the families | encountered at timeetof the birth of
my daughter, wanting to attach a voice and a persmrthe suffering
experienced by so many. As | listened to the premyastory shared by
each of the woman in this study, | was awed by thgraciousness and
strength in allowing me, for a short period, to entinto very private
territory. It is my hope, that | was a good listerend that | will present
their stories, in their voices, in a manner thatnbos their loss, and
gives rise to new knowledge in understanding thisbborn phenomenon-
BIM.

It was my Committee Chair, Mimi, who encouragme to stick with

this research. It has been a very long and tediowisrewarding journey.



| am so grateful to her for her faith in me and hsrpport throughout
this project.

| am so appreciative of my husband, Carlesv€land, for enduring
my absence, and knowing just what to say and whesaty it. | thank my
mother, who although has difficulty remembering tday of the week,
her calls of encouragement were music to my eamsubkt thank my two
sisters who did just enough probing to let me knolat they were
interested in my work and its completion. Finally, my children, thank
you Jonas for being my role model, a great listerm&wd a source of
support. Jewelan, | thank you for surviving againké odds, and being

the inspiration for this project.
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CHAPTER ONE

INTRODUCTION

“Something about growing up as a Black-American &enin the
United States that is not good for her childbearingalth’

Dr. David, Neonatal Specialist andsRarcher, 2009

Infant Mortality (IM) refers to the number dfabies who die before
their first birthday. Low Birth Weight (LBW) is theingle most important
predictor for infant survival for those infants logi born too soon and too
small (Hamilton, Arialdi, et. al., 2007). Infantantality rates refer to the
rate of infant deaths per 1,000 live births. Blacokant mortality (BIM)
refers to the rate of black babies who die befdreit fist birthday.
According to the Health, United States, 2009 rep@@10), the most
current data demonstrates that in 2006, black nawbavere more than
twice (13.3) adikely as white newborns (5.6) to die withthe first year
of birth (CDC, 2010), and in some states the dispawigiens to almost
three times between black and white IM rates. Hw&re until recently,
the major hypothesis of most of the research wad gocioeconomic
factors, lack of access to care, and risk behaviaesre the most
significant variables related to LBW and BIM. Theone recent research
findings reveal a more perplexing picture. What m@wv understand is

that even when variables such as access to health, income,



education, maternal age, and marital status ard kehstant, black
women still deliver babies who die before age owece as frequently as
white women (Williams, 2000; IOM, 2003, Harrell; @BMathews and
Mac Dorman, 2008; Goza, 2008, )n fact, as reported in a NPR
documentary on the black and white infant dispari2908) concluded that
a college educated Black-American women will havee@se pregnancy
outcome than her white counter-part without a hegihool education.
These facts required significant adjustment in g in relation to BIM
and helped to shape the purpose of this qualitasiwely. The research
question guiding this project jgiven the disparity in the infant mortality
rates among middle class black and white women, thiege factors
attached to the pregnancy experience of middle €lakack women, which
could help in understanding the adverse birth oubes for this target
group?

This qualitative study targets a specific saegpvhich, with all
things being equal, should not experience mortatdtes at more than
twice that of their white counterpart. It elimirest variables associated
with teen-age pregnancies and the poverty paradigmiewing the BIM
phenomena, and instead focused on black, middlassslprofessional,
educated, married women between the ages of 25, the intent of
explicating material to gain a better understandafghose factors

contributing to adverse birth outcomes for thisgatr group.



There is little qualitative research, whichctses on the black
woman’s entire pregnancy story, and no researcmflowhich targets
middle-class, married women who have lived throubbk experience of
infant loss. The woman'’s reflectiveregnancy storycaptured in her own
words, is missing from the research. This studytoa@s the women’s
pregnancy story from the beginning to the end, bgcpng her at the
center of the inquiry. The reviewed research prosdi areas of
exploration for this research, which included emergtheories, offering
newer explanations for the persistent disparitywedweer, little is known
as to why the high BIM rates exists for black middilass, educated,
married women, and therefore this research studgxigloratory in
nature.

This is the study of eight black women, whopexienced infant loss,
and shared their very personal pregnancy storiesrough the shared
lived experiences of infant loss, the study addealsthe following areas:
MEANING OF PREGNANCY: Recollection of the woman’'reasons
for wanting to become pregnant (her decision), was pregnancy
planned vs. unplanned (wanted vs. unwanted), wleat &vents occurred
during this time frame, what kind of support systdid she have, along
with an integration of the woman’s feelings aaditudes during these
important preplanning and discovery stages of peagy.

FACTORS ASSOCIATED WITH MEDICAL CARE IN THE

PREGNANCY EXPERIENCE: As health and medical issbesame the



center of concern in caring for self and the wed#Hig of her unborn
infant, what were the factors or issues imbeddedhi& black middle-
class female experience, related to health issuesmedical
interventions?

THE EXPERIENCES AND SOURCES OF STRESS DURING
PREGNANCY: The recollection of the existence of certain kinafs
stress, the sources of stress and the coping mesimanemployed.
Additionally, a racial/historical context reveal@ed discussed.
REFLECTIONS ON LOSSThe women’s account of the event (loss) and
her thoughts on why the loss occurred to explicang events, feelings,
thoughts that would help to understand the poottboutcomes for the

women studied in this project.

Outline of Chapters:

Chapter two begins with a historical framewpwkhich situates BIM
and efforts to address the problem in a larger podi/sociological
context, followed by a comprehensive literatureiev. Chapter three
provides an overview of the steps taken to carry thus research and
describes the methodology used. Chapters four,,faie and seven
present findings, which coincide with the above agaiscussed.
Chapter eight discusses and scrutinizes the finsiagd presents

implications for Social Work practice.



CHAPTER TWO

REVIEW OF RELATED LITERATURE AND RESEARCH

Introduction: Historical Perspective

Throughout history, the explanations for infanortality (IM) in
general have shifted from environmental to socialfpcal then to
medical theories. The corresponding theories preveaplanations about
the kind of interventions and the resulting outc@m€&or example, in the
early 1900s factors linked to unsanitary conditiqggrevided the
explanation for the high rate of infant deaths. Astimated 124 of 1,000
babies born alive in 1910 died before their firsttbday. The dire
poverty of almost nine million immigrants, who ared in the United
States between 1900 and 1910 played a role as mesd unskilled,
illiterate, and without money. They lived in cromdl@rban areas, run
down tenements, and in unclean conditions (Combst+€r1998).

The 1912 act creating the Children’s Bureathauized it to
investigate and report on all matters relating toldren and identified
infant mortality as its first priorityThe Bureau’s first major
investigations looked into the causesinfant and maternal moralityit
found that infant deaths were often caused by uacleonditions,
contaminated milk and water, and by the lack of qudzte health care. It

also pointed to low income, immigration status, pe@oowded housing,



maternal ignorance, language barriers, and mateengdloyment, as the
most important factors related to infant mortaliyt the Presidential
Address in 1913, before the American Association thoe Study and
Prevention of Infant Mortality, Emmett Holt, M.DProfessor of
Diseases of Children, cautioned against takingrntmher away from

her infant after the first month of life to workng hours for little pay in
unsanitary factories. He added that depriving thédd of maternal
nursing, and substituting a young, ignorant, inesipeced person, whose
own disabilities made them ineligible for employniewas the single
most harmful factor to infant life. Poor housingdalow income also
played a role. In homes without running water, imfaleaths were 40
percent higher than in homes with water. As thehéa's income fell by
half, infant mortality doubled. In 1918, the Chibdr's Bureau ranked the
USA seventeenth in maternal mortality and elevemthnfant mortality
compared to other industrial nations.

The first practical effort to reduce IM togkace when Julia
Lathrop, Bureau Chief, embarked on ambitious ediooed! programs for
mothers (Combs-Orme, 1988). The programs includellig education
with specific emphasis on the benefits of breastdimg, professional
awareness and the establishment of milk stationseiweral cities for the
distribution of milk (Combs-Orme, 1988). In 1921pK&gress passed the
Sheppard-Towner Maternity and Infancy Protectiont Altat provided

federal funding for the health and welfare of womamd children



administered by Children’s Bureau. The Sheppard-mewAct
authorized the federal government for the first ¢ito respond directly
to the needs of women and children. Feminist astiviand other
reformers worked to get the statute adopted, agas$ consistent with the
social goals of the women's movement of the nineteecentury. The
program of the short-lived Sheppard-Towner Act, redd3,252 “well
baby visits,” 3,131,966 home visits, and dissemeath22,020,489 pieces
of literature. In its last 4 years, it served 4 hah babies and 700,000
expectant mothers (Combs-Orme, 1988). Opponentgoafernment
supported health care including tAenerican Medical Association,
Catholic Church, and Public Heal8ervice labeled the program as
radical and worked to have it replaced. Funding tfloe Sheppard Act
ended in 1929. Efforts to achieve further federapgort of such
programs did not succeed until the New Deal. Howewhie to the
Sheppard- Towner programs Infant Mortality fell inol24 per 1000 live
births in 1910 to 64.6 per 1,000 live births in tlkede 1930s (Combs-
Orme ,1988).

Attitudes toward government programs chang#&edrathe 1929 Stock
Market Crash and the ensuing Great Depression. Betwl932 and
1939, some 40 million people from all classes aades fell into
poverty. The resulting New Deal programs includée 11935 Social

Security Act widely viewed as the birth of the maodevelfare state

because it established federal responsibility Social welfare. The



Social Security Act included Aid to Families withePendent Children
(AFDC) (Title 1V), that provided cash assistancedildren in single
parent households, mostly headed by women, andogram to improve
Maternal and Child Health. This follow-up to the &pard Towner Act,
set out to provide mothers and children, in partagcuhose with low
income or with limited availability to health seicds, access to maternal
and child health services. The next important léation for the health of
children was the Emergency Maternal and Infant C@&®lIC) enacted
by Congress in 1943 to address the needs of semenés wives and
children during and after War World Il. EMIC prowd free prenatal,
hospital delivery, postnatal, and pediatric caremiwes and infants of

noncommissioned service members (Combs-Orme, 1988).

Interestingly, Combs-Orme notes that in thé&Q@9, following the
significant reduction of IM rate, social work andher professional
groups lost interest in the problem, as measuredhe®ynumber of
professional presentations at National Conferendesspite the
persistence of the IM problem, Social Work’s interaearly disappeared
by the 1950s due in part to the nation’s preoccupatvith the WW Il
and Social Work’s increased interest in professiosyecialization and

psychotherapy (Julia, 1992).

It is important to note that during the 1929scial workers attending
a national conference expressed concern about exeedlack infant

mortality (BIM). This points to early recognitionf the disparity



between black and white infant mortality rates,haligh it did not

elevate to the level of a social problem (Combs-@rrh988).

Despite the lack of attention, white IM ratedl from 26.8 per 1,000
live births in 1950, to 23.6 in 1955, and 22.9 i86D. For the same years
non-white races stood higher at 44.5, 42.8 and 4321,000 live births.
The periods noted in Combs-Orme’s (1988) histori@acount also
coincides with some of America’s important histaaievents, which
adds contextual layering to the important changeshie response or lack
of response in relation to BIM. For example, frora32- 1939 America
engulfed by economic devastation for several yemsdhe Great
Depression overwhelmed some 40 million people. Thepact of this
grave deprivation on the health of children eventygielded various
laws for needy parents and their children. Fron82<4945 America
became preoccupied with fighting WWII. This periadincides with the
significant drop in interest in relation to IM cdeby Combs-Orme
(1988). By the 1940’s and 1950’s the social worlof@ssion had turned
its attention to the “psychological roots” refleng its growing
preoccupation with psychotherapy and specializatagna way to gain
more professional autonomy and status (Julia, 1992 resulting
focus, on the psychological state of the motherasrin the case of
unwed mothers “no personality structure” (Soling&893) shaped public
and professional views and attitudes and servepusoify punitive

policies in the 1950s and early 1960s. In thistbiscal context, the IM
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disparity was slow to emerge as a social problegurang redress.

In the 1960’s IM became firmly situated in the meali domain.
However, a new interest in providing eanpyenatal cae to preveniow-
birth weight focused on the prevention of birth defects; asau
championed by a popular president-John F .Kenne&Ziynfbes-Orne,
1988). Congress amended Title V of the Social SaguAct to provide
funds for prenatal care to reduce IM and mentahrdation, and to help
disabled children. Congress also expanded the ®adi(enacted in
1965) with theEarly and Periodic Screening, Diagnosis and Treatine

(EPSDT)program.

Between 1960 and 1980, little attention focdige IM except for a
program, which linked birth certificates with deatbkrtificate records
(Randall, 1990). The Centers for Disease Controd ather U.S. Public
Service Health agencies began to study infant deathrelation to birth
weight, type of delivery, and mother’s race (Rar@aB90). The

resulting National Infant Mortality Surveillancgtudy (Randall, 1990)

accumulated and analyzed data with a significaru®on birth weight,
from a medical standpoint. The study revealed a 58%line in IM rates
from 1960-1980 among single-delivery infants, amdiid that birth
weight was the strongest single variable in IM.

Important advances in neo-natal technologydmime, and treatment
for premature and LBW babies contributed to lowefaint mortality

rates (Shiono & Brahman., 1995). However, the ahdisparity in IM
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rates persisted. According to the Annual Vital $sats Report (2008),
for LBW black babies (less than 25009); the IM rdoe blacks was 13.9,
compared to 7.3 for whites of the same weight. sTeuggests that black
infants benefited far less than white infants didrh advances and
interventions in neonatal medicine. The questiomwtlsy; is this issue of
access to care, quality of care for specific groupssother factors?

In seeking answers researchers considereddheplayed by black-
white demographic and socioeconomic differencesnglwith other
factors such as access to prenatal care, insuraocerage, variation in
health-risk behaviors, beliefs, preferences, distraf physicians, etc.
(Laveist, 1993; Smedley, et al.,2003; Berg, 200@M report, 2003;

Goza, 2008).

Conclusion

The historical literature discussed in the ggding paragraphs
informs us that government played a significanteroh addressing IM
during key times through the funding and introdwetiof important
programs to assist vulnerable children and theitmeos, which included
valuable services to address IM. The decreaséenhtorrific numbers of
infant deaths, especially from 1910 (IM rate of 12dr 1,000 live births)
to 1930 (IM rate 64 per 1,000 live births) is dithcattributable to
government funded programs and services, and thikkwb the Social

Work profession. The persistence of the high deatte of infant deaths,
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and the various medical problems caused by preteimths, eventually
placed IMR in general, back on the public agendéhwiesearch focused
on medical and socioeconomic causes. However, sBaa of BIM was
slow to receive the status sbcial problemalthough “competent
observers” were aware of its existence (Fuller &My, 1942). The BIM
issue ignored and devalued for sometime, lackedatheulation and
pressure for redress by those affected from theitie” who did not
understand it to be a problem but rather a persdaregjedy.

The section below discusses the research fofindings and
assertions as the medical and social science commegnattempt to
understand the continued persistent disparity betwehite and black

infant mortality rates.

Literature Review

Literature was reviewed in the following areiaspreparation for this
research project on Black Infant Mortality (BIM),mch reflects past
theories and current leading concepts and theotegor Past Research
Trends and Problem Focud) Prevalence of premature and low birth
weight (LBW) and its link to Black Infant MortalityBIM); 2. Maternal
socioeconomic factors affecting LBW and BIM; 3) Mahal Behaviors
and BIM (risk factors): 4) The role of prenatal eaon LBW and BIM;

and 5) Patient/physician communication.
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Major Current Research Trends:

6) Institutional racism and health disparities;mgasuring stress and
maternal health consequences; 8) Race, gender apdss Implications
for BIM and subsequent pregnancies; and 9) Releeamfca

racial/history.

Premature births and low birth weight (LBW

Babies born too soon (less than 37 weeks deataand too small
(less than 2,500 grams) are the most importantatkdgs in infant
mortality (Behrman & Butler, 2007). The prevalenakpreterm birth in
the United States constitutes a public health peobl but unlike many
health problems, the rate of preterm birth has eased in the last
decade. Since 1981, the rate has risen more thape30ent (from 9.4%)
(Behrman & Butler, 2007). There are significantrpistent, racial,
ethnic, and socioeconomic disparities in the radé@reterm birth, which
are naturally consistent with the disparities iretbverall IM rates. The
highest rates are for preterm births for non-HisigaAfrican Americans,
and the lowest are for Asians or Pacific Islandéelree overall preterm
birth rate was to 12.8 in 2006. For the same petioe preterm birth rate
for blacks was 18.5 and for whites 11.7 (CD, 2009).

Great strides in treating infants born prenratand in improving
survival have occurred, but according to the Instet of Medicine Report

(2006), little is known about how preterm birth cha prevented. If any
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significant gains are going to occur in this aré@awill have to focus on
preventing its occurrence (Behrman & Butler, 2007).

According to the National Infant Mortality Swegillance Report
(2007), the strongest predictor of black infant nadity (BIM) is low
birth weight (LBW) (less than 2500 grams, less thHalbs, 8 0z.). LBW
infants are 5 to 10 times more likely to die withtime first year of life
(Behrman and Butler, 2007). Several studies havegbt to understand
the causes of LBW and the racial disparity betwedrnite and black
LBW rates by linking LBW to other variables. Forample in 1994 the
Center for Disease Control analyzed the link betwé8W and period of
gestation using data derived from birth certificatf®er live-born United
States infants during 1981-1991. Forty-nine stadad the District of
Columbia reported data from 1981 through 1984, aficstates from
1985-1991. The report found a higher incidence lobrs gestation
periods (babies born too soon) in LBW black babies.

Another strong predictor of LBW is the LBW afpreceding birth.
Racial disparities exist in this category as wélblack woman with a
previous LBW delivery is almost four times more ¢ily to give birth to
another LBW infant, than a woman who had no histofyLBW infant
births (DiNitto, 1991; Rowley, 1994). For White women, the
probability is much lower than for black women. (War & Wallace,

1998).

Litis interesting to note that the literature camsavery little information on preterm births aheerse
birth outcomes linked to fathers’ family histoyarner, 2005).
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Unintended (unplanned) Pregnancies and Low Birthiyte

When unintended pregnancies are linked to LBAMmary
determinant for black infant loss, the decreasedeas to abortion
services appears to be the single most importaatofa(Gold, 1990;
Randall, 1990). Almost half of the pregnancies lne tUnited States are
unintended (Finer & Henshaw, 2006). From 1972 t@Q9the national
abortion rate rose annually due in large part daehte legalization of
the procedure in 1973 by the Roe vs. Wade SupremeriCdecision
(Gold, 1990). The abortion rate stabilized from 19%® 1992 and then
began to fall, reaching its lowest rates in 199@& do part to successful
efforts to restrict access to abortions by increaggimidation tactics,
and attacks on doctors performing abortions, iniddd to an overall
change in the political climate. It reached itxsed lowest rate in 2005
demonstrating a continuous decline. In 2005, 1.2Mlian legal
abortions were performed, down from 1.3 million2000. As abortion
rates fell, the LBW rate for infants increased. Been 1980 and 2000,
the percentage of LBW infants increased by 11.8%g®msting a positive
link between access to abortion services for wometh unintended
pregnancies, and the higher rate of LBW infantsribshek, 2002). In
2005 and 2006, the LBW for all races was 8.6% an®PB (respectively).
For whites, 7.6% and 7.8%, and for blacks 14.1% adad7%

(respectively), for women over the age of 20 (CD10). This is an
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important trend to watch in line with abortion tex The rate of
unintended pregnancies affects the rate of LBW Hartwhich is the
strongest variable in adverse birth outcomes facllinfants (Behrman

& Butler, 2007).

Maternal Socio-Economic Factors Affecting LBW andI®

In 1994, when the New Jersey BIM rates was3lihe New Jersey
Department of Health and Senior Services and regmestives from the
Northern New Jersey Maternal/Child Health Consomtiareated a task
force to study maternal and child care issues. A&te extensive review
of the research, the panel concluded thHatprovements in
socioeconomic status do not protect black infangaiast mortality and
low birth weight as much as it does for white infanin the United
States even when variables such as income, educataternal age, and
marital status are similar, black women still de¢ivbabies who die at
twice the rate as white womgiNew Jersey Blue Ribbon Panel, 1997).
The finding of the consortium continues to recenamroboration from a
substantial amount of recent research (WilliamsQ@,0Sable,

2000;Schultz, 2001; Goza, 2005; Zaslavsky, 2005!li@s, 2008).

Education

The results of one study demonstrated suppaorthe Consortium’s

findings. It looked at the link between maternaluedtion and infant
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mortality rates among black and white women (Steodk, 1992). The
researcher found that babies with normal birth salt@d an equal chance
of surviving in each group, regardless of motheethucation. However,
among LBW babies, the white IM rate (4.3 per 1,dD@s births) was
more than 2 times lower than the BIM rate (11.3 4e000 births)
regardless of maternal education. Schoendorf’'s 2)%udy of maternal
education and IM rates found similar patterns. Bhedy looked at
national births rates of 865,128 college educatddtesfemales and
43,230 college educated blacks females from 198385land compared
their infant deaths rates. When the analysis ineldid BW (weighing
2500g. or less), the most significant factor in Bivas LBW, which was
more than twice the LBW rate of white infants. Whbirth weights
were not factored into the IM rates of white anéth babies born to

college-educated, mothers were the same.

Other studies linked mother’s level of eduoatiand the rate of
infant mortality, without factoring in the weightf éhe infant. For
example, the more recent data provided by the Neidvital Statistics
Report, 2006, reveal infant mortality rates gengralecrease with
increasing education of the mother, for black anldite infants, but with
little consequence on the size of the disparitywesdn the two groups.
The disparity in the rate of infant deaths betwednte and black
mothers with more than 16 years of education is 63Rb rate for whites

3.76 for blacks 10.21). The elimination of educattias a factor results in
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a disparity of 58% (IM rate white 5.72 compared1®.50 for blacks)
(National Vital Statistics Report, 2006). Clearithe level of education
is a mitigating factor, but the persistence of "dignificant disparity, in
light of what most researchers theorized to be &aigating variable is
puzzling. In other words, a college educated Blaakerican women,
will have a worse pregnancy outcome than her wltidenter-part

without a high school education (Collins & DavidQ@9).

Marital Status

A woman’smartial status is another important factor in LBW ia
may be an indicator of the presence or absencenudtenal, social, and
financial support during a pregnancy (Sharma, 1988/e 2008).
However, as with other demographic variables, mage may afford
some women more protection than others may. Althgugarriage
improved the rate of IM for whites and blacks bydand 14%
respectively, the disparity between the two groupsce more, remained
approximately the same (National Vital Statisticeg®rt, 2006).
Nevertheless, the degree to which a spouse is ptesed provides
emotional support is a protective factor in prevegtadverse pregnancy
outcomes (Gaudino, 1999; Milligan, 2002, PagniniR&ichman, 2000).

It is interesting that being unmarried doeg have the level of
influence on the overall BIM rate as one might egpéSharma, 1998).

Current statistics reveal that being unmarried aaged the BIM rates by
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4% for black women compared to 24% for their wheteunterparts

(National Vital Statistics Report, 2006).

Maternal Behaviors and BIM (risk factors)

According to a large body of research, certain rbhaviors are
contributing factors to poor pregnancy outcomesctsindividual risk
factors cannot fully explain population-level difeences in IM rates but
they are important to this review and discussiorider, et al., 2001;

Link & Phelan, 1995; Rowley,. 2001).

Cigarette Smoking/Consequences

There is a strong link between cigarette snmgkand LBW (Moner,
2000). According to the Child Trend Data Bank (20@74% black
women and 13.8% white women in 2004 reported smgkahile
pregnant. If these infants survive, they remainnariable to many
complications, including respiratory, gastrointesti, immune system,
central nervous system, hearing, and vision proldehonger-term
problems may include cerebral palsy, mental retéicdg visual and
hearing impairments, behavior and social-emotioo@hcerns, learning
difficulties, and poor health and growth. Interveats which include
counseling, multiple components, behavioral stra¢sgsupport,

multiple contacts, and self-help manuals are efilextn significantly
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decreasing tobacco smoking in pregnant women (Gi&gvindsor,

1997; Moner, 2000; Misra, 2008).

Alcohol Consumption/Consequences

According to the Center of Disease Control @8D, drinking alcohol
can harm a baby at any time during pregnancy. Pran@xposure to
alcohol can cause a range of disorders, known &al f@lcohol spectrum
disorders (FASD). One of the most severe effectslohking during
pregnancy is fetal alcohol syndrome (FAS). FAS i of the leading
known preventable causes of mental retardation laimth defects. If a
woman drinks alcohol during her pregnancy, her babhy be born with
FAS, a lifelong condition that causes physical andntal disabilities.
Abnormal facial features, growth deficiencies, asehtral nervous
system (CNS) problems characterize FAS. People WAl might have
problems with learning, memory, attention span, coumication, vision,
hearing, or a combination of these. FAS is a peremrcondition, and it
affects every aspect of an individual’s life andethves of his or her
family. Almost 1 in 12 pregnant women in the Unit&dates reports
alcohol use (14.5 % white and 15.7 % black). Abaun 30 pregnant
women in the United States reports binge drinkih@\ying five or more
drinks at one time). FASD is 100% preventable Mvaman does not

drink alcohol while she is pregnant.
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Drug Use/Consequences

According to the results from the Nationalr8ely on Drug Use:
Substance Abuse: Mental Health Administration (2p0&imost 4 percent
of pregnant women (3.6 white and 6.2 black) useil drugs such as
cocaine, Ecstasy and other amphetamines, with manig being the most
prevalent. These, and other illicit drugs, poseigas risks for pregnant
women and their babies, such as LBW, preterm biwhhdrawal

symptoms, or learning and behavioral problems, hirth defects.

Unsafe Sex/Consequences

Behaviors attached to pregnancy and unsafepsagtices are
associated with BIM. For example, there is a redatghip between
women'’s ability to negotiate safer sex, to prev8micterial Vaginosis
and other sexually transmitted diseases, foundntorease the rate of
pre-term labor (Hillier, et al., 1995). According Guttmacher Institute
(2008), 62 million U.S. women are in their childbheeg years (15-44),
43 million women of reproductive age women, or 7t ol 10, are
sexually active and do not desire to become pregndixty-four percent
of reproductive-age women who practice contraceptuse reversible
methods, such as oral contraceptives or condome. Génter of Disease
Control: Advance Data (2004) reports that condoth® only method
that protects women against Bacterial Vaginosisjy &TDs, are used by

11% of the 64% reproductive- age women (agesl1l5-44).
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Hygienic Practices/Consequences

A hygienic practice, specifically vaginal dduag, is implicated in
the higher prevalence of Bacterial Vaginosis infeas in African
American women. Although, douching temporarily affe the vaginal
ecology, the changes may last long enough to ingeethe risk of
infection. In a national cross-sectional study g6@5 women conducted
as part of the National Survey of Family Growth (30, vaginal
douching was associated with a 30% higher risk a¥ing a low birth
weight infant. Approximately two thirds of AfricaAmerican women,
and one third of white American women, douche reghf (at lease 1x
per month). However, also implicated in a highecidence of Bacterial

Vaginosis is stress (Giscombe, 2005).

Summary

Fewer black women than white women smoke wiptegnant (8.4%
and 13.8% respectively), and only 1% more black veondrink while
pregnant compared to white women. There is a 1%edé&nce between
pregnant black and white women using a form of canéption, which,
protects against Bacterial Vaginosis. In total, fivedings suggest that
factors other than risky behaviors contribute topdirth outcomes
among black women. This is particularly importantriote in a climate,

which blames women for an ever-wider range of sbpi@mblems. Gates-
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Williams, et al., (1992) warns of a danger in empizang the personal
responsibility of African-American pregnant womem & society where
"high risk" is synonymous with being African Amesdn, and where the
failure to meet the needs of women and childrendmees a metaphor for

poverty and despair.

Prenatal Care and BIM

There are two primary issues, addressed iraesh in relation to
prenatal care: 1) utilization and 2) effectivene#éssignificant amount of
research focused on understanding why more womennat taking
advantage of early prenatal services, while otherenrecent research is
guestioning the effectiveness of prenatal care educing LBW and

BIM.

Utilization

The Institute of Medicine (1988), examined tilization issue and
presented 11 items identified as barriers by pregnaomen to prenatal
care: 1)Financial, 2)Transportation, 3)Little valassigned to prenatal
care, and 4) Not aware of being pregnant. Othecduided: 5) Negative
institutional practices, 6) Ambivalence/ fearful) Zimited provider
availability, 8) Childcare, 9) Dissatisfaction witdaregiver, 10) Other
fears, and 11) Other reasons. It is interesting @lanost half the list

relates to the lack of alignment with the healthre@rovider. This may
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be attributable, in part, to issues, which this pawill address in the
patient/physician communication section.

In another study, researchers examined thentgnof prenatal care,
the psychosocial issues related to its use, andviddal characteristics
of the women (Pagnini & Reichman, 2000). They fouhdt between
1988 and 1996 only 37 % of the 90,000 women in avNersey Head
Start program took advantage of prenatal care mfihst trimester,
compared to 78% of all women in the state. The &tdtimated that
Head Start served almost 18% of all pregnant Medigacipients in
1988. Researchers also studied factors contrilgutinthe timing of
entry into prenatal care. They found that marriagel employment
during the first trimester had a positive influendhose women in
treatment for depression, and other mental heatdbjfems such as
violence or abuse initiated their prenatal careliearthan women not in
treatment did. Surprisingly, crisis such as ewcti homelessness,
involvement with the justice system, had no impaatthe timing of the
initiation of care. However, living in poor housimgduced the
likelihood of early care by 12%. The mother’s desfor the pregnancy
(wantedness) turned out to be the most significlactor in the timing of
entry into prenatal care. Women with an unwantedgmwancy were 63%
less likely to secure early prenatal care than thatio wanted their

infants (Pagnini & Reichman, 2000).
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These findings supported by another study oftmers in Texas,
which examined the rate of unintended childbearimgternal beliefs
and delay of prenatal care. The women who repotted they did not
want to get pregnant were 57% more likely to desaeking prenatal
care (Mayer, 1997). Women with unwanted pregnanaese also the
least likely to recognize that they were pregnamt the first six weeks
(Kost, et al., 1998). Additionally, researchers h@uthat women who
wanted their babies had coexisting behaviors anduates consistent
with promoting a positive birth outcome. For exampthe women who
intended to become pregnant were more likely tokseet early prenatal
care. However, these same women are no more likehen compared to
women with comparable social and demographic chtemastics, to
follow a recommended schedule for prenatal visdsto follow their
clinician’s advice on health related issues onceytlhegin care (Kost, et
al., 1998).

The utilization of prenatal care is linked tioe availably and
proximity of services to women in need. Distanceg¢@ss to
transportation, discontinuity of providers, poorncmunication, long
waits for service, inconvenient schedules, heahburance issues and
insufficient number of primary health care providdn deprived areas,
are all factors linked to late entry into prenatalre (Pagnini &

Reichman, 2000).
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However, other studies suggest that the weimfhdccess and provider
availability may not be a strong variable in womsrdecision to secure
prenatal care. Shi et al, (2004) tested the extenwhich primarycare
physician supply (office based primary care phyamnsper 10,000
populations) moderated the association betweenadomequalities,
infant mortality and low birth weight in the fiftgtates of the USA. The
researchers found that increased supply of primzarepractitioners,
especially in areas with high levels sécial disparities, did not impact
infantmortality and low birth weight. This finding suppieran emerging
understanding that utilization issues and supplyofmary care
providers does not explain the persistent signifittdisparity between
black and white infant mortality rates. Black -Amean women still
suffer from the death of their infant at a ratetth® 2X as high as white
women even when they have access to care. La (@3082) suggests
that the reason why large numbers of black womemdbavail
themselves to early and consistent pre-natal caag go beyond barriers
to access. Other factors may include fear, distrpsist negative
experiences with the health care system, motheedihgs about her
pregnancy, and a low value placed on prenatal caimajlar to the
findings of the IOM report (1988) discussed aboype26).

The Department of Health and Human ServicesaHlhy People
Initiative, called for an increase to at least 908& proportion for all

pregnant women receiving prenatal care in theistfimrimester of
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pregnancy by 2000. In 1997, 83% of pregnant wommemhie United
States received prenatal care in their first triteg€s 72%-74% for black
and Hispanic women (respectively) (Pagnini & Reicdm 2000). In
2003, with 84.1% of pregnant women receiving egvtgnatal care, the
standard was still unmet. One year later in 2083.,9% of pregnant
women (41 states reporting) entered prenatal careheir first semester,
76.4% blacks and 85.4% whites. (CDC, 2007). Theréasing trend in
the number of pregnant women in prenatal treatmegpyeared to have
stopped (83% in 1997, 84.1% in 2003and 83.92% 040 It is unclear
if the levels of prenatal care utilization are tiemlthe black and white

infant mortality disparity.

Prenatal Care: Effectiveness

For the past fifteen years, researchers qouestd the effectiveness of
prenatal care in addressing the black and white [MBparity. There is
significant research demonstrating the effectivenet prenatal care
(Mason, 1991; Sharma, 1998), while other reseatiodihgs demonstrate
the lack of its ability to effect any change in tBéM rates, supported by
the persistent disparity (Rowley, 1995; Goldenbet§98; Landis, 2006).
There is a trend toward looking at specific typdsmedical issues and
risk factors, with corresponding interventions imducing BIM. For
example, a high percentage of both symptomatic asgimptomatic

urinary tract infections are associated with poonth outcomes. Several
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randomized trails have provided confirmation thegdting the infections
with antibiotics reduces the risk of preterm birtftSoldenberg, 1998;
Misra, 2008). The same results were found in tregtBacterial
Vaginosis, especially among black women, who hangmdicantly higher
rates of Bacterial Vaginosis than other women (20gent blacks vs.10
percent whites) (Misra, 2008). Another example imadel used by the
Early Start (ES) program at Kaiser Permanente NemhCalifornia
(KPNC) Prenatal Services. The KPNC is the largem@®tbased prenatal
substance-abuse program in the United States, atlyrescreening more
than 39,000 women each year. KPNC implemented by funtegrated
service delivery model with one-on-one counselimgpich screens
pregnant women at risk for alcohol, tobacco, orgluse. Such screening
is part of the routine prenatal care package offete all patients.
Findings on women who were screened but did noteat@assessment or
treatment, compared to women who received earlytdt@atment
demonstrated: risk of stillbirth 16.2 higher, risk placental abruption
6.8 times higher, risk of pre-term delivery 2.1 g#mhigher, and risk for
low birth weight (under 5.5 pounds) 1.8 times highAdditionally, the
risk of neonatal ventilation was 2.2 times high&@hese results are
promising especially if validated by an outside easch source. On face

value, the approach also appears highly replicable.

Such findings underscores the need for morgdted approaches on

specific risk-factors, including women who are vins of domestic
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violence, considered to be a potentiathpdifiable risk factor for LBW
births (Neggers, et al., 2004; Talliac, 2007). Acding to the Family
Violence Prevention Fund report (2008), women ex@ecing abuse in
the year prior and during pregnancy were 40-60% enlokely than non-
abused pregnant woman to report a host of medicablgms including
vaginal bleeding, high blood pressure and urina@act infection, and
were 37 percent more likely to deliver underweigimntfants. The
findings calls attention to the importance of saresy pregnant women
for abuse by an intimate partner, and the needdfevreloping and
implementing interventions to address physical gsgchological abuse

integrated in prenatal care service delivery.

There is no clear linear model of cause anf@&fin addressing the
disparity in the black and white mortality ratesowever, prenatal
services, as carried out by the majority of provigleare not working to
reduce the significant IMR disparity. This is espaty disconcerting in
light of the growing number of preterm births (Betan & Butler, 2007).
Therefore, efforts directed toward increasing eaabcess to the current
prenatal care systems may continue to yield posuhes (Healy, et al.,

2006).

Prenatal Care and Patient/Physician Communication
Any discussion on prenatal care must include guality of the

patient/physician communication, the main determminin an effective
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patient/physician relationship. According to muchthe literature, the
patient/doctor relationship plays a major role hretperpetuation of
disparities in the delivery of healthcare serviaasindividual and
systemic levels (Johnson, 2004; Williams, 2000; least, et al., 2003;
IOM, 2003).The disparities are persistent and arespnt across medical
diagnosis.

It is difficult to address the issue of patigrhysician communication
without placing both parties in a healthcare franoeky that suffers the
ills of institutional racism, is extremely complited, and by most
accounts, in need of major reform. A problem frolnetoutset is that the
patient /physician communication exists within antext of competing
forces, vulnerable patients with immediate and urgmedical needs,
and physicians who must answer to outside authesiwith requirements
that often are in conflict with patients’ needse(iinsurance companies,
policies of the institution, etc.). Such forces,addition to a myriad of
other factors, challenge the quality of the comnuation from the
beginning. Additionally, patients and providers ciom together in a
dialogue around health issues bring with them thmgrsonality issues,
social and cultural perspectives, values, sexuamation, beliefs etc.
Within this layered complexity of issues, theremsich to get through,
including the medical issue(s) at hand. Howeverthe case of this
particular professional interaction, the physicianthe “expert” and

needs to possess the skills that will allow himhar to transcend many
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of these issues, and present a culturally sensitim@munication style.
Not only does such a style require a certain amafndedicated training
and commitment, but it also requires time. Nevelélss, the
patient/physician communication is of particularpartance as it relates
to minorities who, according to the Bureau of Cengd000), are
expected to comprise 40% of the United States papah by 2035, and
47% by 2050. This fact should create some urgemcthe medical
profession to transform its practices to meet tleeds of a more diverse

population. The Institute of Medicine report Uneddaeatment(2003),

recognizes that such changes must include a hidhevan
communication skills, interpersonal sensitivity aadltural competence.
Such changes also represent the single most impoffector in closing
the gap in healthcare disparities experienced bganities (Johnson,

2004).

Quality of Communication with MD/Benefits, Consegaoes and

Influences

The quality of the communication is extraordiidy important in the
delivery of proper medical care to patients. Resbademonstrates that
communication improves patient outcomes acrossradtlical practices.
One review of randomizedontrolled trials on patient-physician
communications reportetthat the quality of communication in the

history-taking and medicamanagement (discussing portions of the
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treatment with patients) positively influencedtient outcomes in 16 of
21 studies (Travaline, 2005). Positive outcomeduafced bysuch
communication include emotional health, symptomolesion, and pain
control. It also reduced anxiety patients whose physicians encouraged
guestionsand who encouraged their patients to share in theslon-
making process (Travaline, 2005). In individual dites outcomes linked
to effective communication skills, included adhecento therapy,
understandingf treatment risksand even contributetb reduced risk of
medical mishaps and malpractice claims were evigenClrravaline,

2005).

While the research is substantial about theseaand effect
relationship between communication and quality hleahre, it also
reveals a range of opportunities for missteps imownication to occur.
The literature refers to many reasons for poor camimation, which
include, but not limited to, insufficient time fqratient/physician
interaction, racial biases and cultural incompet®n@ooper & Roter,
2003; Chin, et al. 2001), physicians training, gratient health literacy
(Williams and Davis, et. al, 2002; Travaline, Runkkas, et al., 2005).
The time issue, although a hot button for both patiand doctor,
appears for the most part, to be outside the reafrmontrol of either
party. Outside forces heavily dictate the amountiafe a physician
spends with a patient. However, there are factoogsemattached to

personal ideas and feelings held by the physiceuth as negative
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attitudes or assumptions made about a patient’sgeality, motivation
or level of understanding that may influence thadéh of time of a
physician/patient visit. Numerous studies suggdstttpatient’s race and
ethnicity influences physicians’ beliefs about aexipectations of
patients (van Ryn & Burke, 2000). If time spent ia patient is short,
there is little opportunity to change or adjust bueelings and beliefs.
In understanding how race and ethnicity might atfgce length of time
spent with a patient, Cooper & Roter (2003), usprg-visit and post-
visit surveys, and audiotape analysis, in 16 urlpamary care practices
studied 252 adult patients (142 African-Americanipats and 110 white
patients) receiving care from 31 physicians (of wh@8 were African-
American and 13 were white). Audiotape measurepatient-
centeredness; patient ratings of physicians' pgtitory decision-
making styles, and overall satisfaction were obeainThe findings
revealed that the length of visits was shortest aghahite physicians
with African American patients (13.2 minutes) am@hfest among
African-American physicians seeing white patieni8.(4 minutes). The
average length of visit was generally longer ama@fgican-American
physicians and African American patients by 2.151ates. Visits to
African American patients were characterized byighter level of
physician’s verbal dominance generally, but washegt among white
physicians and African-American patients, and lowasiong white

patients and African-American doctors. Interestingpatients in race-
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concordant visits were more satisfied and ratedrtpéysicians as more
participatory (involving patients in communicati@amnd decisions).
Audiotape measures of patient-centered communicabehaviors did
not explain differences in participatory decisioreking or satisfaction
between race-concordant and race-discordant vi€itsoper & Roter,
2003). Therefore, researchers concluded that tls®@ation between
race concordance and higher patient ratings of ¢anedependent of
patient-centered communication, suggesting thaeoffiactors, such as
patient and physician attitudes, may mediate thatrenship. One could
conclude that patients’ perceptions of the quabfycommunication were
more influenced by race-concordance with doctothea than by the
actual degree of patient participation. Cooper &t&o0(2003) also found
generally, African American, and other ethnic mintgrpatients, report
less involvement in medical decisions, less parshegrs with physicians,
and lower level of satisfaction with care, whichnmsre reflective of the

majority of doctor/patient visits, which are racesdordant.

Marshall and Janz (1990) suggest that physicaneptness in
communication, especially in the area of preventioray explain why
more women do not avail themselves to early prehaéae. These
researchers examined the attitude toward prevenaimong 33
physicians and found that the overwhelming majomnfyphysicians did
not feel successful in helping their patients mgdbfehavior around

smoking, alcohol use, exercise, diet, drug usetoess. Therefore,
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researches concludedBlack women who are seen early for prenatal
care may face doctors who are ill prepared to heldbstantive
conversations around behavior or other health-reldtchanges to ensure
a positive birth outcomé(Marshall& Janz, 1990)This fact underscored
by the Family Violence PreventioRund (2008), which reported that few
doctors screen their patients for abuse even tholugh 12 pregnant
women are battered.

A study, conducted by Bennett and Switzer, et &iQ@) adds
strength to the Marshall & Janz findings. Resdens studied 202
African-American women involved in a prenatal carlestetric practice
at the University of Pennsylvania, and examined lilm& between low
literacy and poor medical adherence, in maternakaailization.
Although the individual items addressed a rangeudnatal topics,
including the assessment of well-being of the maothed baby, the
inconveniences of prenatal care (long wait), patiehnician
communication (questions), and medical testing, oaumication with
clinicians emerged as a central theme and orgagizhreme underlying
the discussion of all of the items relating to obdes to care. In
addition, the quality of this communication was daebed as a motivator
for, or an obstacle to prenatal care for women verg focus group.
Effective communication, embodied the view of “bkemag it down,”

keeping it simple and engaging in back and fortimoounication was
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described as encouraging, whereas ineffective comuoation
discouraged use of care (Bennett, Switzer, et a06).

There are many variables contained in effeetpatient/physician
communication, which when skillfully done seamlgsshcorporates all
of the elements so far mentioned in this discussidaowever, given the
changing demographics mentioned above, Dr. Bev&dyeman’s (2000)
claim that a significant gap in doctors’ responsethhe medical needs of
his/her patients is often caused by what she tetoustural disregard,”
may be especially useful. She describes “cultutiaregard” as “not
knowing what one does not know.” There is quitbitof literature that
speaks to the value of “cultural competence,” buitsiimportant to
define the concept before discussing its importanCampina-Bacote
(2003) defines cultural competence, at the patierdvider level as“a
process in which the healthcare provider continulyustrives to work
effectively within the cultural context of a cliewho may be an
individual, a family or community

There is no lack of interest and little debat®sout the importance of
cultural competence as a powerful, but often-migsfactor in
patient/physician communication. Poor integrationcaltural
competence in patient/physician communication caadl to serious
misinterpretations (Travaline & Ruchinskas, et 2005). For example,
the Surgeon General’'s Supplemental Report on MeH&dlth (1999)

raises the concern that diagnostic assessmentdeaspecially
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challenging when a clinician from one ethnic or tuural group uses the
DSM-IV Classification to evaluate an individual fmoa different ethnic
or cultural group. Misinterpretations may occur wha clinician who is
unfamiliar with the gradation of meanings in an inidlual’s cultural
frame of reference, may incorrectly judge as psyzdithology those
normal nuances in behavior, beliefs, or experiengdgached to the
individual’s culture For example Asian patients are more likely to
report their somatic symptoms, such as dizzinedsilavnot reporting
their emotional symptoms. However, when questiofiedher, they do
acknowledge having emotional symptoms. The samtgus in how
patients from different cultures deal with and debe pain (Chin, et al.,
2001). The aforementioned Surgeon General’s repdid¢cusses the
different meanings of an illnesses held by differgroups, which may
reflect firmly held attitudes and beliefs a cultueenbraces about whether
an illness is “real” or “imagined,” or whether i¢ iof the body or the
mind. There may be some question as to whetherilthess deserves
sympathy, how much stigma surrounds it, what migause it, and what
type of person might succumb to it. It is extraiovarily important for
the health provider to understand that cultural megs of illness have
real consequences. Such meanings can affect wheibeple are
motivated to seek treatment, how they cope withitlsgmptoms, how
supportive their families and communities are, wdehey seek help (i.e.

mental health specialist, primary care providerrgly, and/or traditional
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healer), the pathways they take to get serviceg, laow well they fare in
treatment. There were, and are, vivid and painfudraples of this as we
watched patients, families and communities dealhwhe HIV/AIDS
epidemic.

Additionally, the literature suggests that muhl competence extends
outside the interpersonal contact between patidntgpcian. It can be
enhanced by: 1) Providing services and resourcethéenlanguage of
patients, 2) Use staff who share cultural backgmbwh patients, include
family members, traditional healers, community healvorkers, etc., and
3) Situate services and programs in locations dra&t easily accessible to
intended patients (IOM, 2003).

The traditional training of physicians fostardevel of disconnect
from patients as it values distance for the sakeljfectivity and
accuracy in forming a diagnosis (Travaline, 200Ayditionally,
patient’s health literacy plays a role as a criti€actor affecting patient-
physician communication and health outcomes. Faanegle, not
understanding prescription instructions, possessisgfficient health
vocabulary to report symptoms accurately, and nodwing the meaning
of medical terms (i.e. polyp, tumor, lesion, anaddd in the stool), does
affect treatment outcomes and patient’s communimattomfort level
(Williams, 2002).

Efforts that are more recent objectively foous evaluating

patient/physician communication as a core compeyencvarious
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accreditation settings, includinge Comprehensive Osteopathic Medical
Licensing Examination, United States Medical Licargs Examination,
and the American Boardf Medical Specialties' certification (Traveline,
2005). Additionally, increasing diversity in the ypdician workforce will
help to push for redress of issues discussed inptteeceding paragraphs,
especially if they are consistent with reforms tethealthcare system.
The evidence of significant positive medical outomsmas a result of
more participatory, culturally sensitive patientjghician communication,
suggests that this is an area requiring heightearedl immediate
attention, is an important component in reducing general healthcare
disparities experienced by minorities across mebddiagnoses, which
includes BIM specifically(Johnson, R. 2004, Travedi 2005, IOM

2003).

Institutional Racism and Health Disparities

The most important adjustment in thinking lation to BIM is an
emerging understanding that improvement in a mothebcioeconomic
status does not protect black infants from mortahnd low birth
weights as much as it does white infants. Whatvsglent, over the
course of almost fifteen years, is emerging literat, which focuses on
the overarching role of race as a differentiatimgtior on individual and
institutional levels in understanding healthcarspmhrities. It is

important to understand and accept the notion thatitutional racism is



40

an unpleasant reality for all blacks across theiseconomic spectrum
with real health consequences attached (Gates-%fi§, et al., 1992;
Harrell, 2000; Williams & Rucker, 2002).

Link and Phelan’s (1995) theory that soswcial conditionsmay be
fundamental causesf disease provide another perspective in the
examination of health disparities in general, anldBpecifically. The
researchers defingocial conditionsas factors involved in a person’s
relationship to other people. This includes relagtips with
spouse/partner, positions occupied within one’siaband economic
structures, in addition to factors such as raceydgs, stressful life
events, as well as stress-process variables lileassupport.
Fundamental causeembody access to important resources, affect
multiple disease outcomes through multiple mecharsisand
consequently maintain an association with the dsgeaven when
intervening methods changBundamental causesequire broad- based
societal interventions that could result in subgtahhealth benefits to
diseased populations (Link & Phelan, 1995).

Racism, a social condition, tHendamental causéor the increase in
diseases for blacks and other minorities, alignshwhis theory.
According to the Institute of Medicine Report (200&lthough the
overall health in the United States population Isésadily improved, the
evidence of health disparities across all medicialgthoses is

significantly higher for racial and ethnic minors than for whites. Such
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disparities appear to reflect the presence of tmstonal racism, which
has an insidious and historical presence in housamgployment,
education, etc, and is well documented (Williams&dRer, 2000;
Smedley, et al., 2003; Zaslavsky & Ayanian, 2005).

Understanding racial disparities in healtheaequires recognition
and appreciation of the ways in which racism hagsmped and continues
to operate in society. It may be helpful to providaefinition of racism,
as it pertains to institutions for context:

A system of dominance power, and privilege basedamial group
designation; rooted in the historical oppressionafroup defined or
perceived by the dominate-group members as inferd@viant, or
undesirable; and occurring in circumstances wherembers of the
dominate group create or accept their societal pkege by maintaining
structures, ideologies, values, and behavior thavé the intent or effect
of leaving non-dominant-group members relativelglexiled from power,
esteem, status, and/or equal access to societadusses(Harrell, 2000).

It is interesting to note that only two yeaago Congress issued an
unprecedented apology to black Americans “for wrerc@mmitted
against them under slavery and Jim Crow segregaltaors” (Abramas,
2008). Such laws and wrong doings have influenced ander girded
attitudes and stereotypes that are difficult to m@p@, and are reflected

throughout our institutions. Congress’ action givesognition to the
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harm such laws have caused, a step forward in =dng this stubborn
and complicated problem in America.

It is also interesting how some institutionavie gone about
addressing this sensitive and complex issue. Fangde, the year is
2005, a facilitator, a Black male of some notorieg&gdressed a room
full of black students; high achievers enteringithferst year on the
Engineering track, at a University in the Northeasgion. The
University is one of the top 10 in the nation indineering, and this
group of black students represented 10% of the mmio@ freshman class
consisting of the 1,500 students from all over therld. Despite the fact
that these students, for the most part, came frgmew and middle class
educated two parent households, the university usibed that it needed
to give these students some extra arsenal in dgakinth a challenge that
could potentially affect their educational succeBsllowing an exercise,
which resulted in all of the participants makindiage assumption, the
facilitator made his point: “You will encounter s@nprofessors,
students, administrators that will take one lookyau and assume they
know who you are.” He continued, “You cannot belkethat because
you are here, assumptions will not be made by otheyout you. They
will first see the color of your skin before theypwd&w anything about
you, and they will think they know who you are.”

This attempt to inoculate these students fnehat the university

perceived as the inevitable racism they will encarnreveals the stark
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accepted reality by the University that race, ornskolor, cannot be
ignored. To do so would discount the reality of heagments of society
are perceived, welcomed, and allowed full partidipa in this country’s
political and economic structure (La Veist, 19930his approach seeks
to warn the victim, in an attempt to manage expé&otas and responses,
hoping to reduce the impact when racism is expesesh) which could
lead to poor academic outcomes. There is an exgient that racism
will occur as people bring their prejudices andrstypes into their

work places.

The persistence of such stereotypes also exadéd in a national
survey, which found that 56 percent of CaucasiaaBdved that blacks
prefer to live off welfare, 51 percent viewed blac&s unintelligent, and
44 percent viewed blacks as lazy. Comparativelyjtetpersons believed
that only 4 percent of whites prefer to live off Ma&re, 6 are
unintelligent and 5 percent are lazy (Davis and 8miL990). On the
other hand, one reason for the insidious natur¢hefproblem could be
that much of the behaviors are unconscious, andhtemtional (Allen,
1995). Biases based on racial stereotypes ofteuoaatomatically, and
without conscious awareness, even by a person wdiebes that they do
not endorse racist beliefs. This is one reasontha& inoculation
approach (attempts to prepare the victim) sincehhigvels of acceptance

of such negative stereotypes, as in the aforemamtiosurvey, are
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resistant to change, and have real consequencessaa@ll major

institutions (Williams & Rucker, 2000).

Biases based on racial stereotypes infiltnatitutions and the
consequences related to health-care disparitiesaak For example,
another study found that physicians’ abilities tetelct the severity of
pain did not differ for Hispanic versus non-Hispamwhite patients, yet
Hispanic patients were markedly less likely thamndispanic white

patients to receive adequate analgesia (Todd, ,e1394).

In relation to access to care, a significantoaint of research is
demonstrating that when equivalent level of caracsessed by blacks,
racial and ethnic minorities still experience a wquality in the health
care services, across all medical services and gdaces (Cromwell,
McCall, et al. 2005; IOM, 2003). For example, resders reviewed the
use of coronary procedures and subsequent mortadity over a span of
2.5 years for over 700,000 elderly patients hoslpzied in 1997 for
Ischemic Heart disease. Using the Medicare claiorspfatients making
up the major racial and ethnic groups (African-Antans, American
Indian, Hispanic and Asian patients), the findimgvealed that these
groups are much less likely to receive the beneditsevascularization
procedures. These patients had substantially loswervival rates on
average than white patients with the same Medidaseirance coverage
and comparable access to hospitals performing tlpgseedures

(Cromwell, McCall, et al. 2005).
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Another study, which supports the above figgnconducted by Van
Ryn & Burke (2000), to understand the role of pats race and
socioeconomic status on physician’s perceptions level of care.
Researchers surveyed 193 physicians to access peeaeptions of 842
patients (57% white and 43% African American) foMimg post
angiogram hospital visits. Physicians were askedatt® their patients on
a variety of personal characteristics includingfsedntrol, education
level, pleasantness, rationality, independence, @sponsibility. In
addition, physicians were asked to rate their fegs toward the patient
and their perceptions of their patients’ degreesotial support,
tendencies to exaggerate discomfort, likelihooddodig and alcoholic
abuse, and other characteristics. Researchers ssdgmtients’
fragility/sickness, depressive symptoms, socialeatseness, feelings of
self-efficacy and perceived social support. Theseiables along with
information on physicians’ age, sex, race and matlgpecialty were
entered into logistic regression analysis to cohfor the impact of
these variables on physicians’ assessment of ptdiebhe results
demonstrated that the patients’ race and socioeospnadackground do
influence physicians’ perception, even when conling for differences
in patients’ socioeconomic status, personality ibtites, degree of
illness. African American patients were rated asslentelligent, less
educated, more likely to abuse drugs and alcohalrenikely to fail to

comply with medical advice, more likely to lack satsupport and less
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likely to participate in cardiac rehabilitation. &se findings demonstrate
that physicians’ diagnostic decisions are influethdey patient’s race,
regardless of socioeconomic status.

Other research, which focused specificallyarstetrics, supports
these findings. Four New York hospitals during ay&ar period,
reviewed 65,000 deliveries. Researchers found fratate patients (22
percent of whom were black) were more likely thdmic patients (47
percent of whom were black) to have a cesareanigeceven though the
private patients were less likely to have medicedldems or to deliver
low-birth babies. The disparity between clinic apdvate patients
carried over into a sub-group of patients who weoasidered to be low
risk for a cesarean delivery suggesting that bkake less likely to

undergo a cesarean even when both groups aréceliy comparable.

The harm of providing inferior health care gieres to specific
groups has negative results across medical diagoasitegories. The
Department of Health and Human Services (2010) repthat compared
with the majority populations, United States mingrpopulations have
shorter overall life expectancies in a list of idleses that is both long
and alarming. The incomplete list includes cardisvalar disease,
cancer, birth defects, asthma, diabetes, strokeyical cancer,
HIV/AIDS, adverse consequences of substance abasd,sexually
transmitted diseases, and infant mortality. Themaping data from the

same (2010) report indicates that the overall mlotyarates were 25%
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higher for black Americans than white Americans2z@07. In 2006, the
age-adjusted death rates for the black populatioceeded those in the
white population by 21% for cancer, 48 % for strolBd% for heart

disease, 113 for diabetes, and 786% for HIV disease

In the framework of general health care, BIMoigse of a substantial
number of documented poor medical outcomes assediatith race and
ethnicity (Blanton, et al. 2000). Such disparitiemsthe health status of
minority populations have led to new research aotiqy initiatives. For
example, the Office of Minority and Health Dispaes report (2005)
places the reduction of the overall IM rate asntamber one priority of
six focus areas, reflecting the goals stated in ldaaPeople 2010, the
nation’s health objectives for the Z2Xentury. This goal appears to give
recognition of the broad-based societal intervensioequired to address

this population-based problem however, it is a gdedt will not be met.

Measuring Stress and Maternal Health Consequences

Cassel (1995) and other researchers suggaststhe exposure to a
hostile environment may result in psychologicalests, which in turn
causes poor birth outcomes. The effect of stresshenunborn fetus is
becoming an important part of the puzzle in theastigation of the
persistent high rate of BIM. How do we measure presence of stress,
how do we determine the kind of stress, and iteeffon the mother and

fetus, are questions much of the research is attergpo answer. The
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construct of stress described below provides a fawrk for the
discussion and review of literature in this secti®@tress is a complex
phenomenon that encompasses exposure to psychdseanironmental,
and physical changes and the body’s responses ¢tgdlexperiences
(Sapolsky, 1998).

Attempts to understand the complexities ofesg and to measure the
effects of stress are the focus of a significantoamt of more recent
research. For example, one study focused on thke bietween stress and
the elevated levels of the hypothalamic, pituitaapd placental
hormones, implicated in the initiation of pre-tetabor (McLean, et al,
1995)2 This research followed by a more extensive studlich
examined the cross-sectional association betweematal psychosocial
factors and stress related neuroendocrine parameatering human
pregnancy. It concluded that there is an assocmmbetween maternal
neuroendocrine level and certain types of strestictv can influence
poor birth outcomes (Wadhwa, 1996). The data foasdociations
between pregnancy related anxigpregnancy fears and anxiety
specifically related to the health of the baby ahe labor and delivery
process), anadhronic stressthe degree in which life situations were

experienced as stressful) and neuroendocrine levéldid not support an

2 The hypothalamus and pituitary glands secrete tmmones when they sense that the blood level of
another hormone that they control is too high orltw. Pituitary hormones then travel through the
blood stream to stimulate activity in their targinds. When the target hormone’s level in thetls
appropriate, the hypothalamus and pituitary glawbgnize that no further stimulation is needed and
they stop secreting hormones. (Berkow, R.1999).
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association betweehfe-event stresgmore episodic in nature, disruptive
changes in one’s life) and maternal neuroendoctewel over the first
two trimesters of gestation.

More recently, research from New York UnivdagsEchool of
Medicine (2008) demonstrated the link between emteestress,
experienced by the pregnant women, and a highex odtmental illness
among children born. The study focused on pregmaathers in
Jerusalem during the Six Day War, and the findisgpported the
researchers hypothesis that the second month @fl tedvelopment is the
one in which the fetus is most vulnerable to sciplzrenia-inducing
stress. Records of 88,829 Jerusalemites born incHpatal between 1964
and 1976, collected from the Jerusalem Perinatald$t linked to birth
records from the Israel’s Psychiatric Registry. eTéhildren of
Jerusalemite women in their second month of pregyaat the time
found to have a higher incidence of schizophrenlat@ 33 years
following the war. Girls born from that sample we4€e3 times more
likely to develop schizophrenia as young adultsntiithose born at other
times between 1964 and 1976. Boys, however, welg @r2 times more
likely to do so (Malaspina, et al., 2008).

Both of the aforementioned studies make therelation between
stress of the mother and the effects of such stoasshe unborn fetus in
ways not studied before. The research is attemptingnderstand what

types of stress is harmful to the mother and helbarn fetus. If we
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understand what triggers a stress reaction, theat$f of the stress on the
physiological state, and how this affects pregnarncyay provide a

feasible explanation on how to prevent infant mabtta

Mustillo, (2004) sought to validate the assatcon between racism
and adverse birth outcomes by interviewing womed agxamining 352
self-reported experienced racial discrimination on Black—White,
differences impreterm less than (37 weeks gestation) and LBVgqle
than 2500 g) deliveries, and using logistic regieasmodels, analyzed
the birth data among women studied. Among black wam50% of those
with preterm deliverieand 61% of those with low-birth weight infants
reported havingxperienced racial discrimination in at least three
situations. Among white women, the correspondingceatages were 5%
and0%. Researchers concluded that self-reported exmergs of racial
discriminationwere associated with preterm and low-birth weight
deliveries,and such experiences may contribute to Black—White
disparitiesin IM outcomes (Mustillo, 2004).

Other studies sought to better understand deskribe other social
stressors, which may contribute to disparities iomnen’s health
specifically. For example Shultz, et al (2004) sl women living in an
economically disenfranchised urban community, irdkihg 48 community
residents and 676 women raising children, who wieterviewed.
Regression models controlling for age, educatiomg ancome examined

the relationships of each stressor. The stronga®tssors, which
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emerged from the in-depth interviews, were finadciaork, family,
safety, physical environment, police, disrespectuafair treatment.
Researchers then tested their hypotheses that eftlhese stressors
individually and cumulatively related to symptoméaepression and
general health status, beyond the effects of agk ssotioeconomic
status. Correlations ranged from .099 to .461. Bhr@ngest correlations
(above .400) were between financial stress andtyas&ress, physical
environment and family stress, and physical envmemt and safety and
police stress. Each of these stressors was sigatily associated with
increased depressive symptoms and a poorer gemeath status.
Women also reported unfair treatment and disrespredheir day-to day
experiences and encounters with health and sod@atise providers. We
can conclude from this study that African-Americaomen residing in
urban communities disproportionately suffer the dem of disease
because of stressors associated with economic thverst, which can
result in adverse births (Schulz, 2001).

UCLA obstetrician and gynecologist Dr. Michalel (2008), having
worked on the front lines for decades stat&élor many women of color,
racism over a life time, not just during the nin@mths of pregnancy,
increases the risk of preterm deliveryT'o improve birth outcomes, Lu
argues, we must address the cumulative wear anddeahe body’s

capacity to handle such stress loads, that affeminen’'s health not just
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when she becomes pregnant but from childhood, asttdece and into

adulthood.

After Loss: Stress and Implications for SubsequRrggnancies

The research which focused on women and thelpslogical aspects
of IM following the loss of their infant, sought t@ain a deeper
understanding of how women and their spouses coiik their loss, with
implications for care and subsequent pregnancies.dxample, Price
(2008) research focused on “reproductive loss” anbsequent
parenting, and then recommended four worker-ingdhtlialogues for
integration into social work practice. Van (200hterviewed 10
African-American women to explore their pregnan®fated experiences
after pregnancy loss, to describe the perceivedtsgies these women
used for emotionally healing after pregnancy loasd the implications
for professional interventions. Morton, (1996) alsderviewed 20
women (two African-American) to examine the psycbgical effects of
1) on perinatal loss, 2) loss on subsequent pregresn 3) the experience
of loss on subsequent parenthood, and 4) the loskfe beyond the
subsequent child. It is interesting that the litem® demonstrates a link
between prior pregnancy loss and an increased o&i# in a subsequent
pregnancy, an area of Morton’s research (the exgere of loss on
subsequent pregnancies). Her focus examined thelpdgpgical effects

of the loss on the decision making process in rnelato subsequent
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pregnancy, an area of examination which points tr&ss reaction;
chronic anxiety related a prior loss (Wadhwa, et 4996). Black women
with a prior pregnancy loss are almost four timeasrelikely to give

birth to another LBW infant (DiNitto, 1991; Rowley,994).

Race, Gender and Stress

We know that all blacks, across socio-econohmes live with a
certain amount of stress as the result of instdotl racism: residential
segregation, political disempowerment, employmeisicdmination, etc.
For black women there are other exasperating factocluding gender,
which makes her especially vulnerable to elevatewels of stress and
health risks. According to Root (1992)Many women of color are
leading middle-class lives, thus apparent econoimacriers are not as
formidable, the others remain; social and institorti barriers remain
astonishingly similar, founded again in the intecsi®n of subordination
of the female gender by race.”

Stress and its link to preterm births and éailBlack infant births,
may be the most significant differentiating factorthe disparity
between black and white infant mortality rates. Tlesearch
demonstrating a link between stress and adverstfmutcomes is
significant (Hoffman, 1996; Lederman, 1995; Lob20Q08; Lu, 2008;
Wadhwa, 2001). It is important to value the womemdgeriences with

stress, the sources of stress and the coping mesimsnemployed, to
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understand the apparent results of stress for thmen. It might be
helpful to refer to concepts, which place stresdath an individual,
social and historical context.

Allostatic load is one such concept and delsesicomprehensive and
cumulative risks across multiple physiological régwwry systems
resulting from chronic exposure to life challengesstressors that
influence health outcomes across the life span (Mek & Stellar, 1993;
Seeman et al., 2002). Allostasis is the body’s @pito maintain
homeostasis and adapt to acutely stressful eveartd,when challenged
in situations of chronic or frequent stress, or whaere is an excessive
demand on the body’s regulatory systems (McEwer8 9 u, 2003). In
other words, one concept relates to the physiolagmapacity to handle
stress, while the other refers to the equilibriureahanism. Another
perspective on cumulative health risk is the cortcefp“weathering.”
This too provides an explanation for potentiallyegter susceptibility to
stress among Black American women compared to WAiteerican
women. The “weathering” construct suggests thatcRlawomen
experience deterioration in health because of thewlative impact of
repeated experience with social, economic, or podit exclusion. This
increases her vulnerability to adverse birth outesn{Geronimus, 2001).
Such concepts provide a plausible perspective ideastanding the BIM

phenomenon.
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An increasing number of studies are supportihg notion that there
is a surprising price for being a black woman in &ncta (Drexler,
2007). For example, one study examined the assouidietween a
composite index of stress that included measurekfefevents, ongoing
stress, discrimination, and economic hardship aabtid disease (a
precursor to heart disease) among 109 African Aremiand 225
Caucasian pre-menopausal women. The African- Amarimomen
reported more stress that was chronic and develaperk plaque in their
carotid arteries as compared to Caucasians. Amdfigcan-Americans
only, the composite stress index and unfair treattngere associated
with higher carotid arteries. These effects weegtmlly mediated by
biological risk factors; however, those who repartexperiencing racial
discrimination had slightly more carotid plaque thdid those who did
not report experiencing racial discrimination. Adan- American women
who identified racism as a source of stress in thevies developed more
plague in their carotid arteries (an early signh@&fart disease) than black
women who did not. The results suggest that Blagkterican women
may be particularly vulnerable to the burden of @hic stress (Troxel,

Matthews, et al., 2003).

In the documentary Racism Harms Your Healtb(q®2), the theory
that racism as a chronic stressor with deleteribaalth consequences is
gaining significant attention in understanding thessible reasons for

the disparity in black and white IM rates. Resdwas are convinced
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that everyday exposure to racism puts one’s bodyakert, similar to a
stress response, but in this case, the stress nsgpis turned on for a
lifetime, which takes a toll on the body. This thgaaddresses the
guestion of why Black- American women may be mouseeptible to
maternal stress with higher rates of poor birthaomes and is aligned
with the Allostatic load and “weathering” concedilscEwen, 1993;

Geronimus, 2001).

Other research support findings on the perediexperiences of
racism across socioeconomic groups of Black Amergcand has
implications for maternal health. Thompson’s (19%8)dy consisted of
196 participants (114 females and 82 males), eightgears and older,
residing in the St. Louis Metropolitan Area. Thesdian age 33.5 for
males and 34.0 years for females with a median immef $23,000. More
than 37.2% had some college, 14.3 were college gadsels, 17.7 had
some graduate education, 20.4 completed high schaodl10 % failed to
complete high school. The Impact of Events scalen@asure of
subjective distress in response to a specific f®nt) and the Racial
Identification scale were tools used along withubscale to examine the
individual’s sense of concern and commitment to theial group. The
participants completed a questionnaire, which reqqad information on
experience with racism within six months of theantiew. The results
indicated that almost 34 % of the participants regpd perceived

experience of racism within the six months of timerrview (one-third),
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with no significant differences in reporting by sexducation or income.
Mean scores of avoidance and intrusion symptomsgssted that
individuals’ experienced subjective distress. Emies of intrusive
thinking and periods of avoidance were noted. Thi&usion symptoms
were higher as the seriousness of the event ine@akindings revealed
that even recalling perceived experience of racjpmduced significant

stress, across socioeconomic levels.

It is important to highlight the fact that dog the course of a
lifetime one may be fortunate enough not to be ¥hatim of racism at
some given time. However, the fact that there is thstinct possibility
that because of one’s race it could occur at amyetican create stress

above the “generic stress” of life (Harrell, 2000gckson, 2007).

Historical Framework in Examining Stress

An important question that emerges from a dssion on stress as it
relates to black women and her maternal healthhoswhat degree has
America’s history and the Black-American woman’'pexence therein,

shaped her perception of self; and with what conssatces?

There are beliefs, behaviors, and attitudéeskdd to the black
woman’s history in America (Root, 1996; SolingeQa3, Degruy, 2005,
Hendl, 1995). Such a history has gradually becpomevarying degrees,
the custody of her sense of self, and her responsdbe “outside” world

with complicated results. Research demonstratescdresequences of
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racism, which traumatizes, hurts, humiliates, ereggconfuses and does
measurable physical and psychological harm (Harr20l00; Troxel, et
al., 2003; Bromberger, et.al. 2003) are layeredhwdbping mechanisms,
which may have origins in a racial history. For exae, the ability to
“stand up to the rigors of work,” regardless of phgal frailties is a
common theme of black professional women, tracedhisiorical
negative attitudes about black women especiallydlation to
motherhood (Herndl, 1995; Solinger 1992). Exceqt fthe initial
ceremonies bestowed upon a black mother duringath®ouncement
phase of her pregnancy, what normally followsbissiness asisual, and
needing to be viewed as able to carry bussiness as usual.
Characterizations such as the strong, maternal Worge “Mammy,”
which dominates even contemporary representatidnislack women,
have affected the black women’s perception of seltomplicated ways
(Herndl, 1995). Add to these historical beliefswhat childbearing for
black women represented -economic gain- an undagwiew still
evident in many of today’s stereotypes (Solinge®92).

Terri Williams (2008) writes £l have come to believe that as Black
women our threshold for pain is too high. We hawebeaced very
destructive beliefs about our ability to ‘handleatl,” our power to
overcome in the face of trauma, our ability to putrselves aside as we
tend to the needs of our employers, partners, afeihd family — everyone

but ourselves.”
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The responses of black women to historicarst¢ypes and racist
views have not been easy to decipher. Black woneerg their mates,
seem to have accepted the notion of the black wolmaing an
indestructible “workhorse” needing to prove a standl of worth in an
attempt to shed haunting past held views (Hern®93). However, such
acceptance adds to the consequences of stressexamnple, in studying
the effects of sexism and racism, Krieger (19909caivered that African-
American respondents were 5.9 times more likelynthhite respondents
to keep quiet and accept unfair treatment in tharse of daily activities
(at school, work, getting a job, getting medicakern Additionally
African-American women who said they accepted untaeatment
without complaining were 4.4 times more likely teport having high
blood pressure than those who talked to othersesponded to being
treated unfairly. Other authors would suggest tthet absence of
complaints (silence) about unfair treatment does$ swoggest acceptance.
It might be a means of resistance against feeliofgeppression

(Roberts, 2000). In either case, the stress is gmes

Treating the consequences of stress is anotbeallenge. The
Department of Human Services: Mental Health Suppatn(2001) report
indicates that only 16 percent of African Americansth diagnosis of
mood and anxiety disorders saw a mental health ispies¢, and less than
one-third consulted a health care provider of anydk Disparities

between African Americans and whites also exiseafinitial accesses to
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care barriers were removed. Additionally, after emhg care, African
Americans were more likely than whites to terminateeatment

prematurely.

Conclusion:

The literature presented in this chapter ids the socioeconomic
variables (poverty paradigm) typically attachedumderstanding the
disparity between black and white infant mortalrigtes. The review also
includes research reflecting an emerging perspectm the role of
racism linked to stress, revealing how social fastinterrelate with
biologic and psychological factors may explain ttheparity rates in
LBW, preterm delivery and infant loss among Blackn@Arican women.

The areas covered in this literature reviewluded, the prevalence
of premature and low birth weight (LBW) and its kino Black Infant
Mortality (BIM), the strength and weakness of theceoeconomic
variables linked to LBW and BIM. Additionally, a veew of individual
risk factors and efforts implemented to manage sisthe debatable role
of prenatal care in reducing LBW and BIM, and bebtefand weaknesses
comprising the patient/physician relationship.

The major current research trends in the exetion of BIM include,
institutional racism and its affect on health disipies, understanding

and measuring the effects of stress in relatiomtaternal health, race
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and stress and implications for BIM. In additiometreview includes an
examination of the role of a racial history and redevancy to BIM.

What is missing from the literature is the thkawoman’s voice. The
pregnancy stories of the women who have lived thpegience are
missing from the research. Especially those, wilihtlaings being equal,
should not be at higher risk for adverse pregnaaajcomes. Much of
the research focused on black women of lower socoo®mic status,
and/or women who have not had direct experiencenwnfant loss.
African American women provide a unique perspectofeself, society,
history and culture. To include their self-definegperiences will add an
important layer to the discussion of BIM phenomenminh implications
toward better solutions in reducing the racial gagnfant mortality.

The next chapter (ll1l) presents the researekign and the procedures
used in conducting this qualitative research stodyBlack Infant

Mortality.
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CHAPTER THREE

METHODOLOGY

Introduction

Research Question:

Given the disparity in the infant mortality ratesnang middle class
black and white women, are there factors attachedhe pregnancy
experience of middle class black women, which cdwutp in
understanding the adverse birth outcomes for tlaiget group?

This multicase study, with a sample of eigha&k-American women,
is guided by this research question. The researtbledieves that the
findings of this study identifies areas for furthexsearch to gain a deeper
understanding on those factors contributing to tpersistent high rate of
black infant deaths.

This chapter describes the research methodoland includes
information and discussion in the following areaationale for research
approach, research sample, overview of design (steped in carrying
out research), methods for data analysis, protectibsubjects, issues of

trustworthiness of data, limitations of study, aac¢oncluding summary.



63

Rationale for Study Methodology

The inability of quantitative research effserto isolate a single
cause for the persistence of the black-white gapinfant mortality
suggests that the problem has many causes, somehodh cannot be
determined by population based studies. Few stutliiase explored BIM
with the women who suffered this kind of loss, witthe aim of hearing a
robust account of their entire pregnancy, and tha&liemt factors
surrounding and affecting their pregnancy experencSimilar studies
have focused on the bereavement process followimg lfoss (Morton;
1996; Van, 2000), and on perspectives of black wome BIM (Barnes,
2008) but not on the “pregnancy story” from womehaovhave lived the
experience. This study has an phenomenological geasve, which is
attempting to understand the essence of the expeeidrom the people
who have lived it (Patton, 1990).

This study uses qualitative methodology, whishwell suited for the
more subtle dimensions involved in this topic, amadked women to
reflect on their pregnancy experiences. This studyexploratory in
nature and inductively and holistically aimed to demstand the
experience of a specific group rather than testotlkeeéically derived
hypothesis. This study’'s goals were to explore agdnerate new
concepts and constructs that will add a deeper uwstaeding of the

problem (BIM) through personal in-depth interviewsThe emphasis is
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on the lived experiences of the women in relatientheir pregnancies,
and in understanding the meaning of pregnancy fribmir perspective,
the context surrounding their pregnancy, their mgrtcons, and feelings,
and how all of these factors connect to their odésworld. Qualitative
data are “fundamentally well suited” for this typé emphasis (Miles &
Huberman, 1994).

This research targets self-identified black men born in America,
ages 25-40, middle-class and married, thus elimimatsocio-economic
and access to medical care issues, which will heédp surface new
information specific to this group.

This study identifies areas for qualitativesearch, with the same or
similar target groups, to deepen the understandafgcauses of the
disparities in order to contribute to education,bpa awareness and to
health and mental health intervention approachescdpcally for black
expectant mothers, and those planning to have ayb@his studyoffers
a qualitative grounded perspective on an issue,veatnionally examined
through quantitative methods. It does not seek emeayalize beyond the
target group (i.e. blacks from other countries higiin America).

An important goal of this research is to reduthe “disjunction of
grand theories with local contexts.” (Guba & Linagl1994). In other
words, what meaning do the current theories or aesk findings and
assertions hold for the individual woman who hadfered the loss of

her infant, and in preventing a future loss? As Mimerg, (1983) points
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out in his discussion around the need for “rich cstion,” that so many
relationships are uncovered in the “hard” data, hbwutis only through
using “soft” data are explanations provided. The'seh descriptions”
also contain accounts given in the words of thetiggpants, which add a
dimension of power to the data, which is difficukd discount (Patton,
1990). Personal statements have face validity a&medibility, which
may add to the findings of quantitative studiesuimpredictable ways.
The important point here is th#tis research intends to add and offer
a grounded perspective to an issue conventionalkanmegned using
guantitative methods, through the lens of a “poyértparadigm,
conventionally used to study BIM. This qualitativapproach is
particularly appropriate since the information gadn through
guantitative studies reviewed have answered the sgjoa what is
occurring, but notwhy it is occurring, and has failed in positively
affecting the rate of the disparity between whitedablack infant deaths.
Additionally, the compatibility of the qualitativdesign with the goal of
this research seems appropriate since the inductiiaracter of the
qualitative method values open-ended inquiries necrage the sharing,
in this case, of the individual’'s pregnancy storl. is through the
interviewing process that a personal perspectivegmned and new
information may be uncovered (Patton, 1990). Qule research,
through personal contact, will allow closendgssthe women and the use

of researcher’s personal experience with the phesroom, (empathetic
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neutrality). (Patton, 1990) adds strength to thdermiew in seeking
information, and to the interpretations of the maaé The material
gained in personal contact, with the flexibility tdelve into areas
surfaced by responses, allowed those elements tnecmto play which
are not measurable (i.e. intuition), and which wwbubnly probably
surface because olbeing therewith the individual (Mintzberg, 1983).
Qualitative method is useful in this research puoijeas it is an
appropriate method in examining relatively new ®&mr from a
subjective, exploratory stance (Epstein, I).

Additionally, the timeliness of this projecs of particular
importance, as health care reform is a high priprtem on our nation’s
agenda for change. The Office of Minority and HdaDisparities
(2005) placed the reduction of the overall IM rate its number one
priority of six focus areas, reflecting the goaltated in Healthy People
2010, the nation’s health objectives for the*2dentury. By this year
2010, the goal is to eliminate disparities amongiah and ethnic groups
with infant mortality rates above the national aage, a goal so far
unmet. The Institute of Medicine (2006) reportstiima test can
accurately predict preterm births, and little isokwn about how preterm
births can be prevented. The same report, alondp wither researchers,
highlights the need for research by a range of ipsoes to explore the
reasons for disparities between black and whiterb¥es (Jackson, 2007,

Rowley, 2001; Barnes, 2008).
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Sampling Procedures

The study used purposeful sampling to select pgvtints. To yield
the most information about the problem wunder studyurposeful
sampling is a method typically used (Patton, 1980lverman, 2000) in
order to select information rich cases for in- detudy. The unit of
analysis was selected based on its connection wiitd main research
question:
Given the disparity in the infant mortality ratesnang middle class
black and white women, are there factors attachedhe pregnancy
experience of middle class black women, which cdwutp in
understanding the adverse birth outcomes for tlaiget group?

Members of the sample have lived through tletgular event (the
death of an infant) (Patton, 1990), and the spectérget population has
suffered disproportionately. Eight self-identifi&lack-American women
participated in this study. The sample size proddesufficient
opportunities for comparing a range of responses iasportant
information surfaced (Stake, R.1994), but the datallected from a
limited number of individuals was not representa&tiof all black women
who experienced infant loss and therefore are nenegalize- able(
Patton, 1990, Miles & Huberman, 1994). Researcha&mowed the unit of
analysis to middle-class self-identified Black-Am@n women, a sub-

group not sufficiently studied, with twice the BlMlisparity rate as their
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white counterparts, and whose experiences do nbttHe explanations
offered by viewing the issue through the conventbn“poverty
paradigm”.
The criteria for selection in this study are lidtbelow:

= Self-identified black-American born women

= Between the ages of 25 and 40

= Experienced the death of an infant

= Married

= College graduate

= Employed/ middle-class status

The study initially had a time limit betweehet event (loss of an
infant) and the interview. However, a few of the wen expressed an
interest in participating in the study that experced their loss outside
of the stated period. The criteria was reviewed &liminated, as the
importance of including women who had direct exgerge with the event
was deemed more important than the time issue. Mdoee, the
modification did not change the aim of the study mod it appear to
weaken the findings. The average time between tme tof the interview
and infant loss is five years.

An array of sources and various approachesewesed to recruit
subjects, including social networking, snowball gdmg and
advertising, to secure the desirable sample. Agesictcontacted were

those in direct contact with women who had expeciesh the loss of their
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infant (i.e. Northern Manhattan Perinatal PartnepshNorthern NJ
Maternal/Child Health Consortium, Cathedral Interiomal, one of the
largest congregations, consisting of African-Amems, etc.). Personal
contacts initiated with professionals who sent esatruitment letters to
their listserv groups, representing several thowsaaontacts. In addition
to emails, flyers were posted at numerous faciltiencluding OB/GYN
offices throughout NJ., and on the recommendatidnPaiblic Health
Solutions (NYC),a web-site to support recruitment ffoets

www.blackinfantmortality.comwas created. Researcher attended several

conferences and meetings to disseminate informationprofessionals
serving the study’s population.

The recruitment results revealed that the mef$éctive approach was
very personal. Two of the respondents were generabecause of
researcher’s attendance at a professional meethgirom emails to
professionals, who in turn made referrals based p@rsonal contacts
with women fitting criteria. Two other subjects ga&d through
snowballing, and 1 was originally part of an unpishled pilot study
conducted by this author (same topic), who was meeilviewed for
inclusion at her request. In all, about 12-15 wonoamtacted researcher
who wanted to participate, but misunderstood théuna of the study
(most had high-risk-pregnancies). There were ab®&utwomen who
indicated an interest in participating, who did d&éy but researcher

could not reach. Part of the recruitment challemges needing to rely on
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others to convey the initial “message” making itathmuch easier for
women not to follow-through. Numerous professionals the field

confirmed that they too find it very difficult toed women to come in for
services, outside regular prenatal care visits, okhis an interesting
factor when figuring out effective education effsrin dealing with BIM.

It must also be noted that the particular populatitargeted for this
study (educated, middle-class, married) are notlgasccessible, as they
are usually seen for prenatal care privately, and @aot the most prone

to talk about this very personal and emotionallyacded event.

Sample Characteristics

All of the subjects were self-identified blaclwomen born in
America. The respondents were all in their earlyntaddle thirties at the
time of their loss. All of the respondents were legle graduates, two
possessing Master degrees, and one Post-MasteredgdD). They were
all working full-time at the time of loss, with thexception of 1 who
stopped working during her second trimester. All dfe participants
were married, with gainfully employed spouses (Apdix C).

None of the women suffered prior infant loss&®one of the women
reported any pre-existing medical conditions foretthselves or their
spouses, with the exception of one spouse who wasnedication for
high blood pressure. One woman was in a marriagéhwan abusive

spouse.
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There were one prior pre-mature births (thmeeeks early), and two
terminations. Six of the respondents had childremop to their loss;
three had 1 child, two had 2 children, and one Bachildren. Four of the
women also had children after their loss. Four loé twvomen experienced
their loss at the end of their second trimesterd &our experienced their

loss in the third trimester (Appendix C).

Five of the interviews were held in the resdent’s home, 2 were
arranged at their work places (no interruptions weced), and 1
respondent lived in Atlanta, Ga., therefore theeinview was conducted

via telephone, and was audio taped.

Overview of Research Design
The following list summarizes the steps involveddarrying out this
research followed by a more in-depth discussion:
= Review of the literature preceding the actual cotlen of data,
which included the contributions of other reseantchand research
trends.
= |RB application followed the proposal defense. IRBanted for
research on human subjects.
= Potential research subjects were contacted viapted@ee to explain
purpose of the study, and to qualify subjects fardy. Time for

interview established during this call.
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= Eight interviews conducted with women who had diregperience
with the BIM guided by a semi-structured intervigwide.
» Researcher transcribed all audiotaped interviewsitisesized and

analyzed material.

Literature Review

A review of literature relevant to this profeavas conducted in
preparation for this study. The review included isthrical framework,
theories related to social and socioeconomic vdealtypically attached
to this topic. Additionally, the research reviewcionded an emerging
body of research, which offers a newer perspectimethe role of racism
linked to stress, suggesting the interrelationshigéween social factors
with biologic and psychological factors, in examgi LBW, preterm
delivery, and infant loss among Black American wameDf note, the
overwhelming majority of the research was conducwath poor African-
American women. Other qualitative research, whichcluded black
middle-class women as part of the research sampkted to the topic
but focused on maternal issues after infant losser¢lavement,
subsequent pregnancy)(Van, 2001;Price, 2008), othenblack women'’s
perspectives about BIM from women whom did not litkee experience
(Barnes, 2008). Very little information exists wlicplaces the black

female who lived the experience at the center of tkesearch. As well,
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very little material exists pertaining to the fatke(Quinn, 2008; Frey,

2008).

It is important to note that that the emergitigeories around stress,
and deleterious physiological responses, which @&ebirth outcomes,
although feasible and measurable, fail to explaimywnost black women
with the same or similar experiences have succdspfegnancies and

deliveries.

IRB Approval

Institutional Review Board (IRB)(full reviewjeceived application
submitted to Hunter College Committee for the Poiten of Human
Subjects. Application approval occurred on 11/2880 and renewal on
11/19/2009.The researcher successfully defendedr@pgsal for this
study that included: the historical background/caxtt problem
statement, the literature review (included in chaptll), and the

methodological approaches contained in this chapter

Contacted Participants

Researcher contacted participants via teleghafter they indicated
an interest in participating in the study, usuallyia an email
correspondence. The telephone contact was an imporopportunity to

begin to establish a rapport with the women and ®et stage for the
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one-on-one interview. The Recruitment script guidbed communication,
intended to make sure that the respondent met ssudgriteria,
understood the purpose of the study, and the apéitad time
commitment for the interview. There was a check séfction, which was
at the end of the Recruitment Script containing sfu@ns related to
demographic data, financial status, and the nundigkdren.

In the case of the subject, whose interviewsweaonducted via
telephone due to distance, this contact with papaat was expanded.
Researcher determined the necessity of coveringideatification of a
“private” place during the interview time, and makji sure, that the time
allotted was sufficient for the interview. The exyked conversation also
substituted, to the extent possible, for the rapgmuilding phase that

usually occurs during face-to face contact.

Data Collection

Data were collected for this study spantiexn late December,
2008 through late August, 2009. The primary souotelata was
generated through an in-depth audiotaped interviesting from 2.5 to
3 hours using a semi-structured interview guide gapdix B), with
numerous subsequent phone contacts. The guide statsibf eighteen
open-ended questions broadly covering internal arternal factors
including: meaning of pregnancy, health and medicale issues,

experience with stress, sources of stress, andnmgppehaviors, support
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system (context), personal behaviors practiceshévand feelings, and
the respondent’s reflection and thoughts on why llosis occurred.

All of the questions contained in the semiusttured interview guide
(also known as an open-ended format) related speally to the
phenomenon, and reflected areas studied and dieduss the literature
review (chapter IlI). A statement concerning resdarcs wish to learn
more about the issue from the women who lived thepezience
introduced the questions. The guide allowed for igdr nuances of
expression and meaning, as the questions aimedudiasing feelings,
thoughts, recalling actions and behaviors, and @ping to describe the
pregnancy experience in-depth. The interview guicd@ensisted of a
number of questions worded precisely. However, é€heremained
opportunity for the researcher to probe, and makeisions about what
topics to explore at greater length, as responsgsshbjects often
contained natural associations in the ebb and flowhe conversation.
This allowed for exploration on matters not contadnin the guide. The
interview guide also made data collection much Iessnplicated as the
format made data location quicker and the organoratof answers and
themes easier.

The interview guide used an informal conversaal approach, and
probes were interjected when needed. The flow odaa of inquiry

generally coincided with the natural sequence oére¢ of a pregnancy
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(i.e. preplanning, discovery, prenatal care, etwowever, the flow of the
inquiries were also determined by the responsethefsubjects.

Miles & Huberman (1994) state that triangubtati“is not so much a
tactic as a way of life.” This researcher doubleecked findings using
multiple sources and modes of evidence as the stydggressed.
Therefore, the verification process was largelylbumto data collection.
Sources of data, which supplemented the interviems|uded “slices of
data” (Strauss, 1987) from an unpublished study tibhys researcher
(2001), and a documentary featuring one of the iggvants(subject
living in Ga.). Researcher attended conferencesveoed by medical
experts in the field, and held discussions on fimgh with professionals
in the field and black mothers, along with the ciomtous review of

pertinent qualitative and quantitative research.

Analysis and Synthesis of Data

Qualitative analysis is usually in the form ofords rather than
numbers. Therefore, it is in the asking about thherg- pregnancy story
that data was uncovered and collected. This stuslyexploratory in
nature and the research goal was to better undedstdnose factors
present in the lives of the black, middle-class wemin this study,
which contributed to their adverse birth outcomdsis is of particular
interest, since the logical assumption would bettifaall things were

equal; this group should not be at a higher risk fimfant loss, but they
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are. This part of the BIM phenomenon is not welldenstood and helped
to guide choices in relation to areas of exploratiMiles & Huberman,
1994).

The guide, primary data collection tool, refted salient issues
coming out of the literature review. Changes to theide were made
because of recommendations made by the InstituliorReview
Committee. The Committee recommended fewer questidesigned to
elicit spontaneous responses. The concern was $sele the degree of
personal intrusiveness by the researcher, whichldde psychologically
harmful to subjects given the sensitivity of the bgact matter.
Nonetheless, the open-ended exploratory questionacoeraged
participants to speak quite candidly and openly @bevents surrounding
their pregnancy.

Researcher decided not to use researchwsoé, as the sample
size was viewed as manageable. Researcher trarestrithe taped
interviews and listened to the responses often,obeag immersed in the
material, and gaining an understanding of the ueigess of the
individual cases before combining and comparingdfimgs with the
larger sample (Patton, 1990). Researcher first eend responses in
relation to the questions asked, to make sure thia¢ questions
accurately obtained the information it was afteheTinitial line-by-line
coding gave way to the identification of bigger ¢lks of data containing

themes and patterns. The conceptual framework o gtudy (meaning
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of pregnancy (preplanning and discovery stages)altihe and medical

factors, experiences and sources of stress, thau@tetflections) on why
the loss occurred) provided the core categoriesthe repository for the
data relating to these categories. Initial desdkiptcodes were assigned
to relevant quotes. Simultaneously, data summarytrioas were

constructed. Refining of coding and the filling otite data summary
tables (matrices) were done in tandem. It was imbi@or to allow the

material from the interviews to guide the searcld alecisions regarding
themes and patterns, categories were expanded lbapsed as connected
threads surfaced from the data (Miles & Huberma®94). Questions
were constantly asked by researcher in exploringralative conclusions
and for deeper meanings in the material. Researcteorded such
guestions and thoughts about the material in a nalir Such questions
often lead to the identification of new categoriasd/or the refining

and/or the elimination of others. Attention was @iv to words,

significant phrases, and feelings attached to wordse tone and intent,
however usually heard in the accounts, as the tldekcriptions in the

women’s own words allowed entrance into their world

A user-friendly Contact Summary form used t@lp researcher
identify those areas of particular interest/concdm the interviewee,
areas stubborn to penetration, areas needing furdloration, new
discoveries, and/or researcher’'s strength/weaknef®re example,

following the first interview it was noted that aelghtened degree of
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self-monitoring around providing input on certaiesues regarding the
phenomenon would be required to maintain a stande neutrality

(Patton, 1990). Researcher was in the role of helpather than
researcher. The completion of this single sheetmfotook place

immediately following the interviews.

In working alone, it was important to recordteérnal conversations
with regard to the research (Strauss,1999) whicpteeed researcher’s
thoughts, hunches, questions, ideas etc. Reseaffolued it most useful
to make such notes on the margins of the transwri® next to those
events, statements, etc. which trigged the researsh response.
The descriptions of findings are reported under #reas of exploration
(conceptual framework), and provided answers to ftio@ir research
guestions, discussed on page 86. The final phaselwed the synthesis
and interpretation of the data, in ways that théadeould be understood,
in a speculative manner, as this issue is complexd a&annot be

understood in a linear cause and affect manner.

Protection of the Respondents

Ethical issues, especially for research involy human subjects are
of vital concern (Berg, 2004; Marshall & RossmanQ08). It was the
researcher’s responsibility for both informing amdotecting subjects.

The researcher successfully enlisted those respotsderho voluntarily
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agreed to participate in this study and informedlreaespondent about
the study’s purpose and the central issues surrountheir protection.

This research was conducted in accordance wittull review made
by Hunter College/Institutional Review Board, thiesearch approved on
11/24/2008 and the IRB renewal granted on 11/19/09.

Each participant prior to all interviews sigheand reviewed the
Informed Consent and audiotapes permission letteasd copies the
signed documents are in their possession. All lod participants were
assured that their information would be kept comential, and their
identity would remain anonymous. Personal idemtisi were replaced
with numbers and fictitious names. No personal idiears are linked to
the data.

Researcher initially introduced herself to cka participant via
telephone utilizing the Telephone Recruitment Striwhich described
the nature of the study, the time commitment, amncl¢fied the subjects
for the study. Both during the initial phone contand the face-to-face
interview the researcher highlighted the voluntamature of the subject’s
involvement, and the steps to ensure confidentyalitThe respondents
were informed that they could stop the interview athytime, as
researcher was sensitive to the emotionally chargeture of the
material.

The researcher audiotaped interviews with sgbp signed

permission. Researcher transcribed all audiotapesd adestroyed
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audiotapes following transcription of the interview All records
pertaining to this research will be securely keptriesearcher’'s home
office in New Jersey in a locked file cabinet, armdmputer files
safeguarded by password protection. The informatganed from this
study is for the production of a doctoral disserdat and may be
included in publication for articles in professidn@murnals. Omitted or
disguised identifying information on the subjectsida others, who
participated in the study, provides safeguards iewge protection. Upon
completion of this study, the paperwork will be s#¢d in a locked file
cabinet for up to three years, after which time aliginal completed
notes on questionnaires will be destroyed. As lasgthe data exists, it
will be kept secured.

The researcher reviewed with each respondevtt l2ft behind a list
of resources and services prior to ending the iwew. A debriefing
script used at the end interview, was designed ncoe@rage questions,
address any concerns, and to express appreciation dubject’'s
participation. It was important for the participantto view the interviews
as conversations to be continued, as the contentadh interview or
conversation gives form and substance to the nex¢ ¢Schatzman, &
Strauss, 1973). Respondents were therefore, askedmigsion for
researcher to make subsequent contacts via telepHon clarification
and/or additional information. All respondents agde and such follow-

ups occurred.
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Issues of Trustworthiness

Trustworthiness features in qualitative raseh consists of efforts
made by the researcher to address the degree tochwisiomething
measures what it claims to measure, and the coascst with it measures
it over time. These features of research, tradidlby found in
guantitative research, are used to measure validitg reliability of the
data. Guba & Lincoln (1998) argue that qualitativesearch should be
assessed differently from quantitative research asd different terms in
addressing the issue of trustworthiness: credipjlitdependability,
confirmability and transferability. Regardless ofhet labels or
terminology, the idea is to control, to the extepotssible, potential
biases that might be present throughout the stutlpm design to

analysis.

Credibility
The criterion of credibility suggests thatetlindings are accurate
and credible from the standpoint of the researchpgarticipants and
reader. From the beginning of this study, the reskhar explored
answers to four related research questions:
= Are there variables attached to early pregnancy gpenning and
discovery stages, which helped to shape the enpregnancy

experience, contributing to poor birth outcomes?
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= Are there factors or issues imbedded in the blagldie-class
female experience, related to health issues andioadd
interventions, which could help in understanding thdverse birth

outcomes for this target group?

= Are there unique experiences with stress, whichhhiagffer some

understanding of the poor birth outcomes for thasget group?

= Are there unique experiences, feelings, or thougktglicated by

the participants’ reflections on the occurrenceiafant loss,
which might add to understanding the adverse bistitcomes for
the women in this study?

This approach tested the logic of the methodelation to the kinds
of material that the research questions surfaced] the intent of the
study. The point here is that the methodology wasasistent with the
intent of the study, and findings satisfactorilydadssed each research
question. This was an initial step in the addregsithe issue of
credibility (Mason, 1996), and researcher, througte design of the
study, enhanced the credibility of the results.

The women in this study were asked to revesgpace and a time
where a loss was experienced, and to recall theeednin which that loss
took place. Although, there was initial concern tthlae women might
experience memory lapses, avoidance or discomfionteicalling such a
painful event, what seemed to be clear during dlthe interviews was a

sense of wanting to tell their story (Morton, 1996It was also clear that
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they had not told their stories, in its entiretyjqr to this interview.
Some of the questions and probes were successfuliggering memories
of details previously forgotten. The richness ahdckness of the
descriptions have face validity and credibility (Ren, 1990), were
convincing, and enables a “vicarious presence”’feaders (Miles &
Huberman, 1994). It was in these thick descripsanith many details,
that meanings surfaced linked to themes identifiedhe research, and in
discussions with black women outside of this regdawhich added to

the internal validity of this study (Paton, 1990).

It is true that the researcher has some peabkdamiliarity with the
area of study, and therefore, she sought to exerctaution in
maintaining a stance of “empathetic neutrality.” dtonally, the
researcher’s professional training as a clinicatiab worker, assisted in
facilitating the process for participants to shaltaghly sensitive
material. Patton (1990) points out that the need & researcher to
maintain a neutral stance does not mean detachnldm.researcher was
aware that her experience with the issue, whichisaed her in being an
active empathetic listener and helped in posingbew that, facilitated
important and relevant responses. Researcher was alert to biases

because of her identification with sample.

The recall in relation to the details of the pregow for all of the

participants was impressive, although there wereme8 when
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remembering specific dates were challenged. Howgeveis likely that
the significance of this event for each woman endeththe overall level
of recall (Hogman, 1985), and the entire pregnamstyry was captured
with solid accuracy as suggested by their detaidedtounts. All of the
women were forthcoming with information, although tames, recalling
the event seemed especially emotional for two. Heere at no time did
the researcher have to stop an interview, althopgluses were made
throughout to check on how the subjects were hamglliheir emotions.
There was clearly a cathartic nature to these mtaws for the women

adding to the plausibility of their accounts.

Dependability

The traditional quantitative view of reliability kad on the
assumption of replicability or repeatability. It kss would another
researcher obtain the same results if repeated with same set of
respondents? In quantitative research, reliabiasgumes that replication
of the testing procedure is possible and therensohservable regularity
about human experiences that is a function of thesperiences, and not
of the testing procedure (Sandelowski, 1986). Aated by Lincoln and
Guba (1985) the most important issues is whethenatr the findings are
consistent and dependable with the data collecfElde data collection
tool used in this study contained the same openeenduestions (Miles
& Huberman, 1994) which assisted with reliabilitgs it assured that all

subjects were responding to the same questions.
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This researcher made a concerted effort tacbesistent in the coding
of the data, and to keep a check on the internaislens about themes
and other data. Researcher made a conscious eféokie aware of her
identification with subjects and to bring professa& discipline and self-

monitoring to bear on the process, so to obtainatgke results.

Confirmability

Confirmability equals objectivity in quantiiae research. The
implication is that the findings should reflect thmesearch not the
subjectivity or biases of the researcher. To ackiegkis it is important
for the researcher to be transparent with regardedoisions and ongoing
reflections are noted through journaling in relatito interpretations of
data.

Paton (1990) explains that over time the exptory process gives
way to the need to confirm the importance and magnof emerging
data, which involves testing ideas and confirminigetmeaning and
importance of patterns with new cases. The broaidsue is to ensure
that the findings are coming out of research, awd out of researcher’s
biases, often evidenced in making inferences (YliA84). It is true that
the researcher’'s experience with the topic resotateth the accounts
shared by the women. There was constant questiomwmdy regard to
inferences based on identification with the targesample. This tension
was recognized throughout the project; howeveregegsher was aware of

the need to self-monitor and constantly questione@hclusions and
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interpretations. However, the detailed and powerfiglscriptions spoke
volumes, which helped to maintain a level of objgdt. The clarity of

the women’s words could not be discounted, whiclowded the basis
for making connections and in the identificationtblemes. Nonetheless,
the researcher was cautious about making inferenmesmposing her
framework and sought patterns in the data among gample and from

other sources to confirm findings.

Transferability

External validity or transferability refers to theéegree to which
the results of qualitative research are generalbteaor transferrable to
other contexts or settings (Guba & Lincoln, 198%eneralizeabity was
not the intended goal of this study. With regardttansferability, it is
likely that the findings in this study are applidakio other black women
who experienced an infant loss. The characteristésthe sample are
fully described to provide comparisons with otherogps. The “thick
descriptions” provided in this study allows readets “assess the
potential transferability, appropriateness for thewn settings” (Miles
& Huberman, 1994), and to assess if the respon®s®mates with the
reader’s own experiences. This study provides dethiinformation,
through the respondent’s own words, about a smal apecific sample
to increase understanding that may be used to féabteuproblem-solving

approaches following more corroborating studies. iWhcommonalities
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of the respondents’ experiences need to be undedstd is not useful to
generalize experiences that are not generalize@bield, 1994).

This is an exploratory study; it aims to exggdte important constructs
for further research of black women of the same emmilar
socioeconomic status, with the same lived expereenno relation to

infant loss, prior to generalizing results.

Limitations of study

This was not an agency-based study, therefdre recruitment of
subjects was challenging given the sensitive natafré¢he study, and the
inability to have direct access to members of tlesidable sample. The
sample size is relatively small, and may limit thereath of the
responses. However, to counter this limitation, e@sxher sought in-
depth interviews reflected in the thick descriptsgnwhich provided
sufficient material for comparisons between the jeabs, and explicated
themes and possibly new findings for corroboration.

As mentioned, the reflective nature of thisudy would suggest
opportunities for inaccurate information, and thestdnce in time from
the event, subsequent pregnancies, or no subsequegnancy could all
have an affect on the responses and on memory. efherno ideal
situation for the collection of data with regard this topic, as each
approach has limitations. For example, if the invieww had occurred

soon after the loss, feelings of grief and/or blaooald have skewed or
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overshadowed the responses. The limitations witpare to accuracy in
recall was addressed to the extent possible, byckimg for incorrect
information, in returning to areas where any lewdlconfusion existed,
and in some instances by asking the same questiom different ways to
check the accuracy of the memory.

One of the key limitations of this study (imea&t in qualitative
research) is the issue of subjectivity and researchias. As discussed,
the researcher was acutely aware of her own biesses identification
with the women in this study. On the other hande tfuestion on who the
researcheris, and how this may have affected the responsesp als
deserves consideration. Although some of the reslgons asked about
the reason for researcher’s interest in the stuty,every case the
gquestion did not come until the end of the intewieTherefore, this
piece of information did not affect responses; hoee race and
probable assumptions about status may have affethedresponses in

ways that were not readily detected by this resbarc

Conclusion

The disparity between black and white IM ratesntinues to baffle
researchers and professionals on the front linEgploration of why this
problem is occurring amongst a sub-group of blacknven, who are
educated, married, have access to medical careede#fihat researchers

thought they knew about this phenomenon. This stadys to go deeper
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into the pregnancy experiences of black middle-slasomen, who have
lived through the loss of their infant. The womem this sample should
not be at high risk for adverse pregnancy outcom€&Beir pregnancy
stories explicate material for increased understagd and identifies
areas for additional research.

The next chapter, IV starts the presentatidnthee findings with the

meaning of pregnancy.
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CHAPTER FOUR

FINDINGS
THE MEANING OF PREGNANCY

This research enters each pregnancy experiandcbe beginning,
through the recollections of eight black Americammen who candidly
shared their personal pregnancy stories startimgnfthe pre-conception
to the discovery stages of their pregnancies. Thel@ ation starts with
the question - i@ there variables attached to early pregnancy
preplanning and discovery stages, which helpedhape the entire
pregnancy experience, contributing to poor birthtoomes?

The pregnancy story begins by identifying etesurrounding the
early stages of the woman’s pregnancy that inedjahaped the entire
pregnancy. The themes relate to the woman’s reador wanting to
become pregnant (her decision), was the pregnanagned vs. unplanned
(wanted vs. unwanted), what key events occurredrduthis time frame,
what kind of support systemiid she have, along with an integration of
the woman’s feelings and attitudes during them@artant periods. These
pre-pregnancy periods become an important parthefgregnancy story,
especially for women who suffered the loss of thehild.

Five major findings emerged associated withami@g of pregnancy.
The first finding revealed that the majority of tineomen (6 out of 8)

made a personal decision about childbirth priojdmt planning with
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their spouse. This personal decision made by thenao could lead to
possible consequences if the decision does not Im#te practical
realities of her family’s circumstances. In one edbe decision was not
to have more children (Alana). However, the majprof the women (5
out of 8) then proceeded to the next step, planrtimgr pregnancies
with their spouse. Some of the women (3 out of & hunplanned

pregnancies, two of which were unwanted.

An unexpected finding was that the majoritytbe women (5 out
of 8) identified and experienced what they consitketo bekey events
during pre-conception and discovery stages of peagty. Such events
loomed large for most of the women during theselyatages of

pregnancy.

Findings related to emotional support revealkdt the majority of
women (7 out of 8) experienced support from famiigmbers
(parents, siblings, and children). Some of the wanf& out of 8) did
not feel supported by their spouse during the disry stage of their
pregnancy. Four out of the eight women explicitliyed the work-

place as a source of support.

In the presentation and discussion of findingee women speak for
themselves, revealing those experiences they deepoitant in relation
to the stages mentioned above. In this first chgptlee researcher

introduces the reader to each woman at the begigoiintheir pregnancy
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story, by providing some identifying details prito the women’s first
quotes.

The women did not appear to have trouble itureing to and
recalling this beginning period of their pregnandiyhey conveyed this
part of their pregnancy story with clearness andudgphtfulness, often
revealing a range of emotions as they recalleddhents. The following
is a discussion of the findings with explanationsdaexpanded details

that support each finding:

The Decision

An unexpected finding, which surfaced duritigs study, was a step
prior to the joint pregnancy planning between thenman and her spouse,
which included a personal decision by the womarhéwve, or not to have
a baby, and the presence of factors, which infliehthis decision.
There is little research on this subject, exceptemation to adoption.

For example Curtis (2004) foundthatsocial workers providing counseling

around adoption believed that the decision to keepelinquish a baby is
largely dependent on the birth mother’'s emotionapacity to tolerate the loss
of the child. Curtis (2004) hypothesized that sucdecision may be more
related to social workers’ influence. In this stydhe decision was in relation
to child- birth, not adoption, but Curtis’ suspiciaf other influencing factors
at work in relation to the decision is evidencedtiis study.

The majority of the women (6 out of 8) mad@ersonal decision

about childbirth prior to joint pregnancy plannimgth their spouse.
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Such decisions occurred, in some instances, lorfgreethe woman and
her spouse jointly discussed the timing and plagnaf the pregnancy.
However, the personal decision to have a child Wod always match the
realities on the ground. That is, powerful influescseemed to have been
at work that overruled more rationale or practicahsons for not having
a baby. Conversely, a woman may decide for a lodsteasons not to
have a baby. In either case, the mother’s decisairthis point, may set
the stage for problematic issues and tension tlatid affect the entire
pregnancy, as necessary emotional and practicalsadjents are made to
have the decision fit into her family’s reality.

The researcher first became aware of this stethe planning process
when Yvonne, mother of 2, described her “unexpldiled, and apparent
unstoppable desire to have another child, whichnmsee discordant with
the description of factors, which comprised thegl@ar context of her life
during this period. It became apparent that theexavother pressures,
which influenced her decision about having anothaby prior to joint
pregnancy planning with her husband despite thestexice of opposing

factors.

The following accounts of the pre-pregnancyideon process reveal
an important distinction between a woman’s persosetision to have,
or not to have a baby, and what the literature ref® as glanned

pregnancy which in this study assumes involvement of spause
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It should also be noted that of the 6 womemownade a personal
decision about child-birth, one made a decision tiohave a baby. None
of the 6 had experienced a prior unexpected lossl, 4 out of the 6 had

prior successful birth outcomes.

The findings reveal a range of reasons for wmanen’s personal
decision around childbirth and begin with Yvonn&scount:
Reasons for Decision Recalled:

Self-Imposed Pressure

Yvonne is a thirty-three year old early chibdd specialist, and
mother of two boys (ages 2 and 4). She was intamead in her new
single-family home, in a suburb of NJ, while bothildren were outside
the home with childcare professionals. Her husbafevin, an engineer,
was at work. Yvonne was home recovering from antbgament in her
foot which, as she pointed out, was the same time would have been
on maternity leave with her new infant.

Yvonne shared feeling worried about raising#rer child on her
work and finances but especially on her energy leWevertheless, she

talked about her “unexplainable” desire to haveeichildren:

Umm | felt like, my body needs a rest but, | goga
get the kids, | gotta go pick them up, or | gotta g
cook dinner, or | gotta go to work, or yeah... So you
take a little breather and then you get up and gou
what you need to.
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Despite this daily fatigue, Yvonne found herselfllsyearning for a
third child. She explained that she lost her twinother at birth:
We were supposed to be a family of five, but were
only a family of four. | often wonder what that
would have been like to have another sibling; to

grow up with two other siblings. | just always
wanted three children. | can’t explain it.

Husband’s First Biological Child

April age thirty, mother of three (ages 2,ahd 8), and a counselor for
high-risk teenagers spoke about her career as aeataat length prior to
working as a counselor. She married Charles aelithore than 2 years
prior to this pregnancy. Charles owns a couriesibess, and this birth
would have been his first biological child. Apml’prior pregnancies were

all full-term without complications.

April was interviewed in the privacy of herfade in Manhattan, NY.
When sharing thoughts around her personal decisoohave a baby April
focused on Charles’s family history. Her decisianhave a baby seemed
tightly linked to wanting to give her husband hisst biological child; a
pressure she apparently placed on herself. Shertest the special
significance having a baby would have for her husdbabut never

included any statements by him on the subject:

Yes, | wanted, we wanted to have baby. Charles
(spouse) had no children and he was adopted, and
his parents were old and they had been deceased
now, so this was really exciting for him. He had a
previous marriage and she had children but they
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knew the dad, so having a baby now was really his
first biological child. So it was a big deal forri

Family Pressure

Dorothy a thirty-two year old OB/GYN physicidamad no prior births,
and one subsequent birth. Her husband, Derricko alphysician, was
out of the country due to immigration laws, durihgr entire pregnancy,
and during the time of their loss. Dorothy wasentiewed in her home,

located in a suburb of New Jersey.

Dorothy expressed ambivalence about her deaiso have a child,
but yielded to family pressure, “I knew they weraiwng.” Both her
parents and her husband’s West African family waintlee couple to
have a family despite the demands of their respecjobs, and his

immigration status. She explained the pressurefghtefrom her family:

Cause you know part of their culture is you know,
be fruitful, multiply you know. | mean his mom was
like finally what took you guys so long, because we
had been married for like three years so you knbw.
knew they were waiting. And my parents are both
older, so I don’t think my mother had retired yet,
but you know shortly thereafter, and she was
looking for something to do (taking care of grand-
children).

Biological Clock

Linda, age 34, an administrator in the areao€ial service, and her

husband, Jim, is a manager in the airline indusfrlyey are the parents
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of a three-year-old boy, who was a full-term balwdaorn without
complications. Linda was interviewed in her homeaisuburb of New

Jersey.

Linda had decided to have a second child, bhseashe feared at that

at the age of 34 her biological clock was running of time:

Jim, (husband) often says that | made the decigon
have two children long before he knew anything
about it. He was right. My clock was ticking. |
wanted to have a baby, and did not want the gap
between my two children to be a big one. For my
husband, it really didn’t matter, but | wanted to
have another child.

Fertility Worries

Freddie, a thirty one year old, had no pridiildren. She worked as a
manager in the transportation industry. Her hushdsidc, works as a
manager in the same field. They recently purchasedngle family home

where the interview took place, in NJ.

Freddie secretly worried about her abilitydonceive. Her decision
to have a baby was not occurring on her time sclhedder constant use
of first person, suggests that she made this deaigirior to joint

planning with her spouse.

| knew | wanted a baby and became worried that it
was taking so long.

| was relieved. | thought there might be some
fertility issues. | was feeling guilty. | wonderefll
was having problems because | had an abortion
several years ago.
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Alana, age thirty, had just completed her MastDegree prior to this

pregnancy, and worked as a counselor. She had twldren (ages 3 and

4), both born without complications. Phil, her hasld was physically
and mentally abusive to Alana “on and off” througitdhe 10 years of

their marriage. Alana is now living in Atlanta, Grgpa, therefore this

interview, and subsequent contacts took place eiaghone.

Alana was the only woman who made a decisiohto have any more

children, due to an abusive relationship. When Hearned that she was

pregnant, she also made a personal decision toitexte the pregnancy

prior to sharing her pregnancy with her spouse;ageeed with her plan

to terminate.

We were supposed to be trying (working on the
relationship), but | did not want to get pregnant
again. It was like your typical abusive relatiomsh
umm breaking up, getting back together, breaking
up, getting back together. And | did not understand
myself then...just being stuck in that place.

She continues to explain and she and her hudlrauld not carry out

the decision to terminate when they discovered whs carrying twins:

| went to have an abortion. | didn’t want to be
pregnant..... Umm, two (twins) was too much, one
was bad enough by itself, but two...I, | couldn’t
(terminate).
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Planned Pregnancies

A planned pregnancy, as mentioned, assumeglvement with
spouse. Research informs us of the importance pfamned pregnancy as
it fosters co-existing behaviors attached to promgta healthy
pregnancy (Kost, et.,al. 1998). Most of the womaenthis study (5 out of
8) had conversations around pregnancy planning whignr spouse. What
was revealed in this study was that once a motheridled to have a
baby, the joint planning followed. That is, the wammoved from a
personal decision about having a baby to an operculsion with her
spouse.

An unexpected finding is that 3 out of the dmen (Yvonne,

Dorothy and Freddie) who had planned pregnanciesenshared feelings
of ambivalence, fears and the pressures, with tepouse or others,
during the joint pregnancy planning phase, nor tatédhe existence of
secrets and how they play out in the pregnancy eepmee, is an area for

further exploration.

Joint PregnancyPlanning Remembered:

Yvonne’'s ‘unexplained” desire to have a thokild overruled the
“struggle” and concerns shared during the plannir@he did not express
her motivation to have a third child as an “unexpkeble desire” to her

husband, but rather placed it in the context ofnpliang for another baby.
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We struggled with the decision to have the third, a
| said before, umm trying to figure out whether it
was the best for us, for our two kids that we have
now...umm and this little baby that would be here,
and we decided yes with all the deficits like the
finances... time, was less than the joy of having the
joy of having that third.

So when | found out, as soon as |, we plannedot, s
| knew when | was ovulating umm, we, | knew how
many days it took to figure out whether | was
pregnant, | got several tests took three of them.

Dorothy frequently used the word “wiseness”har responses around
the planning to have a baby. Although she was dieambivalent about

her decision to have a baby, the planning proceeded

It was a plan, and I'm not sure the “wiseness” bét
planning at that point.

Dorothy continued to explain that after thrneears of post-training
she was employed in a hospital-based practice. iHesband, Derrick,
also a doctor from Africa, was in the US on an excbe visa. Due to the
exchange visa he had to return to Africa for tweays upon the
completion of his training. Dorothy never discussear feelings about
the “wiseness” of planning a pregnancy during switertain times with
her husband. She offered the following as her reasfmr questioning

her own ambivalence:

Derrick did not “have much luck finding a position
that would quality him to stay here. And umm...so
anyways like | said the “wiseness” of that in terms
of getting pregnant you know I really didn’t, |
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didn’'t have any pregnancies before. | didn’t’
perceive that | would have any problems, so |
thought it’s not really a big deal, even though
knowing that he’s not in the country at that tine.
mean | was fine with it. | didn’t have any reasan t
be pessimistic at that point; | mean it’s something
we both wanted. You know the fact that he wasn’t
there at that time, in my mind wasn’t an issue.

Freddie’s response changed from speaking enfthst person
(i.e.” 1” to “we”) suggesting a shift from a persahdecision to the joint
planning. She never shared her feelings of quild &@ar about a prior
pregnancy termination interfering with conceptioafbre this research:

We were both ready. Yes it was planned.

Linda and her spouse actively planned the pregnancy

It did not come as a big surprise like the firsteon
Yes, | would have to say it was planned. We
discussed the timing, and things were in place to
more easily accommodate another child.

Unplanned Pregnancie(wanted vs. unwanted):

3 Definitions of pregnancy intention vary. Often therms "unplanned pregnancy"”
and "unintended pregnancy" are used interchangeaWgile the two concepts are
highly related, in the demographic literature onsthopic the term "unintended"
refers to a very specific subset of pregnanciesiseththat were either mistimed
(wanted at some point in the future but not at thee of conception) or unwanted
(no pregnancy was desired at any time). Unplannesigpancies tend generally to
be unintended, but a small fraction are not. In gooases, those experiencing a
pregnancy may not have thought much about its tignor occurrence, or they may
hold ambivalent feelings about it that precludeegdrizing the pregnancy either
as unwanted or mistimed(Johnson, 2005). In thidgtthe unplanned pregnancies
were unwanted, except for one exception where theearcher identifies the
pregnancy as unplanned but probably wanted.
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Three of the 8 women had unplanned pregnanaes, 2 of the 3
unplanned pregnancies were unwanted. Unwantednaegies are
associated with less prenatal care and poor biutcomes (Pagnini,
2000). Women with unwanted pregnancies are attleéas times less
likely to secure early prenatal care within first8éweeks, than those
who wanted their infants (Mayer, 1997; Berger, 208 omen with
unwanted pregnancies are also less likely to recogmhat they were
pregnant for the first six weeks, and are more lykeo have a poor birth
outcome. (Kost, et al.,1998).

Tina, whose pregnancy was unplanned and unadndid not
recognize she was pregnant for the first six weakd was seen for
prenatal care late in her first trimester; consmteith the research.
Alana, whose pregnancy was also unplanned and ubedgras
mentioned, made her first visit to the doctor witle intentions of
terminating her pregnancy, prior to discovering siha@s having twins.
Wileta, whose pregnancy was unplanned but probabdynted, sought

prenatal care within 6-8 weeks.

Unplanned and Unwanted/Feelings Revealed

Feeling Trapped

Tina, thirty-three year old mother of one, €ag) worked as a

professional for a mental health clinic, while heusband, Frank, worked
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as an IT specialist. Tina’s prior birth was fullrte without

complications. Tina was interviewed in her apartmanNew Jersey.

Tina described herself feeling “trapped “wheme realized that she
was pregnant. Although this study did not measuwredepression, Tina
shared her feelings of sadness, anger, loss ofreste hopelessness,
apathy and constant fatigue prior to her pregnanidpa did not use the
word “depression” (DSM-1V-TR2000),* to describe her state of mind

and may not have realized that she was depressaligwis, 2008).

Tina:
| was not planning on having a baby... .
Actually, I think it was Frank (husband) Who asked
me ‘when was the last time | had my period?’ He
thought | was (pregnant) before | even thought abou
it. You know we had a three year old and things
were not that great with us. | was happy in one
sense. | wanted my daughter to have a sister or
brother, but | was feeling angry and trapped. | was
considering having an abortion... | did not tell
anyone. By the time | was seen by the doctor | was
about 2 months pregnant.

| was so tired and sick most of the time, | really
stopped socializing before | got pregnant, jut not
interested umm | was in a real funk...and then
pregnant.

4 Depression appears to be a risk factor in givimthiggrematurely, and higher pre-pregnancy depressiv
mood among black women compared to white womenindisectly contribute to the greater odds of
preterm birth found among black women (Thoma<Q09).
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Feeling Devastated

As previously mentioned, due to an abusivat@nship with her
spouse, Alana made a decision to terminate herpaagy. However,
once she discovered that she was having twins shwdcnot carry out
the plan. She was initially quite upset but eveaitu decided to make

adjustments:

When | knew | was pregnant, | was devastated. | had
a sonogram, and my doctor said “do you know you
are having twins?’ | said ‘twins’ and she said “yea
are you sure you want to do this?’ She (doctor)
showed me the screen, which she wasn’t supposed to
do. This took a whole lot of adjusting, physically

and mentally.

This kind of adjustment did not bode well fdre outcome of the
pregnancy. According to the Family Violence PrevientFund report
(2008), women experiencing abuse in the year pawnd during pregnancy
were 40-60% more likely than non-abused pregnanman to report a
host of medical problems including vaginal bleed,imggh blood pressure
and urinary tract infection, and were 37 percentrentikely to deliver

underweight infants who may not survive.
Unplanned but Wanted:
Feelings Recalled:

Wileta, a thirty-four year Executive Assistamith a Marketing Firm,

and a mother of a teen-age boy, married to Claljusical Director for a
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large church, one year prior to her pregnancy. atdlhad no prior poor
birth outcomes, but a pregnancy termination seveedrs before to this

birth. Wileta was interviewed in her apartment imihattan, NY.

It was not planned... But not umm, | wasn’t
necessarily surprised because we were talking about
having a baby. We weren’t necessarily trying, but
we weren’t necessarily preventing. | was happy....

Key Events

The majority of the women (5 out of 8) iden&fl and experienced
what they considerelley eventgduring this stage of their pregnancy. The
key events identified by the majority of women imi¢ chapter, although
attached to stress, coincides with the pre-conaapt&nd discovery
periods being discussed here, with probable linggrimplications
throughout the pregnancy, and on the pregnancy amut (Sable, 2000).
Extensive research demonstrates the link betweeasstand poor birth
outcomes, and the findings here set the stage Hereixamination of

sources and effects of stress, which will be disadsin chapter VI.

The women were asked to identify events thatrevof special
significance during the pre-pregnancy and discovetgges, with no
definition offered. In each instance, the responsestained difficult
issues the women faced. For example, an absentandsbor the prospect
of a big job promotion during the discovery stagepoegnancy, was

presented as significant challenges. Both of thesamples create
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conditions that could negatively impact the entpregnancy (Sable,
2000). Alana was the only women who referred toozipive key event, in
addition to other negative events she describedfillAmaker, doing a
documentary on dealing with illness and faith befrded Alana, as he
documented her mother’s serious illness. This nekthip was viewed as
a bright spot during her entire pregnancy, andeitlkect on how Alana
copes with the loss of her twins will be exploremidafurther discussed in

a later chapter.

The women’s intensity and feeling tone as thegalled these events

suggests that they loomed large in the background.

Key Events Recalled:

Serious lllness

Alana who was already dealing with an abusiwesband when she

learned she was pregnant also faced the serionssH of her mother:

It was horrible. | was dealing with an abusive
spouse, my mom was severely ill (brain aneurisms)
and scheduled for an operation, and | was
responsible for my brother, sister, and my son and
my daughter while my mom was sick, and | was
carrying twins.

In the midst of the difficult issues and eversthe faced, Alana
embarked on a “special” friendship with an indepentfilmmaker who
was working on a documentary in relationgostaining faith during

crises Alana was first introduced to him during her metts illness, and
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he later included her loss as part of his documpgntahe relationship
served as a bright spot during a very difficult @nfor Alana. She stated:

Actually yeah, | just met not to long ago, maybe a
year prior at the most. And | met him when my
mother got sick, my mother had two brain
aneurisms; and she met him in seminary school after
her first surgery she went to seminary school, and
she met him. And he has been around and a support
to us, ever since. Yeah, he was terrific; he's a
documentary filmmaker. And he actually did, he did
a documentary on faith, and the ending stories
where my mother’s story was featured when she got
sick.

He would pick me up and take me out to eat and
shopping and things like that, and just talk.

Husband’s Absence

As mentioned earlier, Dorothy had to deallwiter husband’s
immigration and work status, which required himttavel back and forth
to his home country, West Africa. He was away priorlearning about
his wife’s pregnancy. Dorothy explains the sequenéevents:

This was very uncertain times. There was no exact
date at that point for when Derrick [huband] would
return (husband). And in fact umm, April was my
scheduled due date. And he had... because we were
married actually he had to file paperwork. But
because of his exchange Visa he still had to gokbac
to West Africa first, and so it took like a periad
about eighteen months, for this whole immigration
thing to take place. So he had an interview date in
November, so we figured okay by the time he goes
for the interview, he had gotten a job in Nigertall
the people there he’s gonna leave blah, blah, blah.
He’ll be back by January, February and I'm not due
to give birth till April, so that will be fine....Bubf
course that all came undone, and he was gone before
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| learned | was pregnant up until after the logs o
our baby.

Relocation of ParentsRecalling the Loss

One important event recalled by both Yvonne annda was the
move of their parents out of state. They both tallebout this with

sadness and disappointment.

Yvonne described herself as still “reelingbfn the relocation of her
parents to Georgia, as they had served as her pyirthalpers for her 2

and 4 year old boys. She added:

| was still reeling from my parents move to Georgia
They were always there to support us with the kids.
| began to really feel their absence when | leahed
was pregnant. | started missing them a lot.

Linda knew her mother was about to move and wWesappointed:

You know my mother was also retiring and moving
to another state. That really affected me. | knehe s
was not going to be around for the delivery. |
always pictured my mother being right there when |
had my children.

Important Job Promotion
Linda also wondered how her pregnancy woultkef her application
or her desire for what she viewed as a great jodnprtion:
| had also learned around the same time that |
learned that | was pregnant that | was up for an

important position. | really was not sure how my
pregnancy was going to fit into this plan. | wastno
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sure if once folks knew | would still be considerad
serious candidate. Here was a great opportunity but
| was not sure | wanted it, but I did not want te b
discounted because | was an expectant mother. | was
not sure how | was going to handle the whole
situation.

Death of a Loved One

Wileta suffered the death of her pastor who was l&kfamily member:
My pastor died. | was very close to my pastor ared h
was sick when | learned | was pregnant, and he died

right after the loss my baby. | remember attending
the service the next day.

Emotional Support

Family support is a well-known protective factin relation to infant
mortality (Jackson, 2005). In this study 7 out 8tbé women
experienced emotional support from family membegvarents, siblings,
children), and despite distance had close famigstiFive out of the 8
experienced support from their spouse. The womel€scription of how
their family members responded to the announcenodrihe pregnancy

sighals the presence or lack of emotional suppantirg this early stage.

Family Responses Recalled:
The parents and in-laws of Yvonne and Doroéxpressed real

excitement about the pregnancy.



Yvonne:

Dorothy:

She (Mom) was very excited. She said | knew it, |
knew you were. His family was also happy. I still
wanted to wait a little while longer before telling
folks at the job. Everyone was really happy.

Mm hmm. | mean | think part of the cultural, you
know he was happy his family was happy. My
parents were also very happy.

April focused on the responses of her three chihdre

The children were excited. | come from...umm my
mom has six children. And | grew up personally
neighbors to a woman who had thirteen children, so
we’re use to large families and a lot of black
children around. Umm for them | mean they were
young still but I think the thought of them having
someone else that they could oversee | think added
to the excitement. Everyone was excited for us.

Freddie included her boss in her account:

Tina was

Eric (husband) kept asking me, “Are you sure?”
Everyone was happy for us. They knew that we
wanted to have children. My mother and my boss
were very supportive.

unsure if her husband’s response was genui

Frank (spouse) was happy; at least that is what he
said. | told my bother and my mother. They were
also happy. | told my father after | went to see th
doctor. My folks are not together.

Everyone thought that we were the perfect couple.
They expected us to have kids and live happily ever
after.

111
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Alana’s parents and her in-laws were not happyiailly but soon

supported her and her husband:

| called my mother and Phil called his mother.
(Pause) And umm, they weren’t happy at first,
(Pause) but as the pregnancy progressed they were
okay.

| remember being surrounded with family more than
problems. And I think that’s how | got through at |
of things because we’ve always, we are just always
there for each other and it tends to make you forge
the problems.

Lack of Spousal Emotional Support

Paternal involvement is also identified asratective factor against
low birth weight and infant mortality in much of ehliterature (Gaudino,
1999, Milligan, et al., 2002). However, the litevaé also reports that
Black men feel uncertain about the role they shoplay in the
pregnancy process, and few are aware of the proldé&m®lack Infant

Mortality in their communities (Quinn, 2008).

In this study 3 out of the 8 women did not feepported by their
spouse during the discovery stage of their pregyadaditionally, 2 of
the 3 women who did not feel supported by their sp®, had unplanned

pregnancies.
Lack of Spousal Emotional Support:

Feelings Remembered:
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Alana recalled that although her husband adrget they should not
go through with the abortion he soon started to vehneglect and
emotional abuse:

With the twins during the pregnancy it was more
mental abuse. Just not knowing what to expect.

Financially, you know, it was hard. | could not
depend on him, it just became very hard...

Linda was confused by her husband’s behavior,
| also remember not feeling very supported by my
husband. He seemed preoccupied a lot. He was
really not behaving the same and | thought he was
sick or something, or just scared about the added
responsibilities.

Wileta’'s seemed baffled by her husband’s respomsker pregnancy:
| can’t say | felt supported by my husband. He tead
strange reaction to the news. He wasn’t excited

nor...was he like...he wasn’t excited, he wasn’t
upset, he was like okay good. And that was it.

Emotional Support at the Workplace

Although there is much literature around pragay and the
workplace which focuses on flex schedules, risk mggment issues and
child-care services, there is little that reveaig tworkplace as a source
of emotional support for the expectant mother. hnststudy the work
place emerged as a place where important relatigrsstvere formed and
news of the pregnancy was shared and celebratexur Bf the 8 women
explicitly shared accounts of the emotional suppttrgy received from

their jobs:
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Emotional Support at the Workplace Recalled
Wileta’s recollection of her co-workers resg@nto her pregnancy
was very different to the response given (above)hley husband:

| also told the folks on my job, we are pretty cégs
and they were happy and very supportive.

Yvonne shared the news of her pregnancy widoavorker who was

a confidant at work:

| actually told one person at work, so that | could

have someone if something went wrong, or | needed
to just vent. Umm, I'd have someone to talk to. And
you know, she helped me emotionally, she was very
happy and thrilled cause she knew | wanted to have

another child.

Freddie recalled the much needed support lossiprovided during

her difficult pregnancy:

My boss tried to relieve my concern with being
extremely understanding. He told me not to worry
about the job during this period, and to do my best
and keep him posted. | probably would have lost my
job if I worked under someone else.

Linda shared her pregnancy with her closerfdg at work as she
struggled a in making a decision about a job proimot
| had close friends on the job that | was able to

confide in during this rough period. They were my
trusted sounding boards and advisors.
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Conclusion:

This chapter entered each woman’s pregnanoyystrom the pre-
conception to the discovery periods. The researchglored themeaning
of pregnancyfor each woman and areas that made up the largetext in
which the pregnancy was planned and conceived.

The themes relate to the woman’s reasons fanting to become
pregnant, (her personal decision), planned vs. anpéd (wanted vs.
unwanted), key events, and her emotional suppostesy, along with the
integration of the woman’s feelings and attitudesidg these important
beginning periods.

The findings begin to uncover possible souroéstress, which could
affect the physical and emotional adaptation togmwancy. One such
source of stress emerged from the first findingahsing the woman’s
personal decision to have a baby, prior to plannjmigitly with her
husband. This could be a source of tension andsstbetween the woman
and her spouse, with negative consequences throutgthe entire
pregnancy, if the decision does not fit into theptical realities of her

family’s circumstances.

Another important finding involved key eventBhe majority of the
women identified and experienced what they consedeto bekey
eventsduring pre-conception and discovery stages of peagry. Such

events included death, serious illness of a loved,oan absence
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spouse, and the relocation of parents out-of-stkta.the women,

such events loomed large during this critical timfepregnancy.

Several of the women experienced the lackpdwsal emotional
support. Some of the research demonstrates thatsg support is a
protective factor against adverse birth outcomderefore this finding

could be implicated in the poor birth outcomes bése women.

The next chapter moves with the woman as hregpancy progresses
and health and medical issues for her unborn fét@eisome the center of

her concern.
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CHAPTER FIVE

FACTORS ASSOCIATED WITH MEDICAL CARE IN THE
PREGNANCY EXPERIENCE

In this chapter, we continue to follow the nedl progression of the
pregnancy as the women move to now adjusting tipeeégnancy. In the
last chapter, the findings and discussion focusedlmughts, feelings,
events, and circumstances revealing the larger extnitn which the infant
was conceived; a backdrop to the entire pregnampeeence. Findings in
this chapter are crucial to telling and understargdthe pregnancy
experience of each woman, as health and medicaleisdecome the center
of concern in caring for self the well-being of theinborn infant.

The related research question, which guideal éRploration for this
chapter- ae there factors or issues imbedded in the blackiahe-class
female experience, related to health issues andiosdnterventions, which
could help in understanding the adverse birth oubtes for this target

group?

Several themes surfaced as the women toldrtétiries in relation to
their feelings toward their doctors; their interiagts with their doctors;
their health concerns; unexpected health issuemjlfahistory, and, for
some, the role of race in the delivery of services.

There is a significant amount of research amalgty issues in the

provision of medical care, and on the doctor /patieelationship, as such
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factors implicated in the consistent health dispi@e between blacks and
whites across the medical spectrum. Therefore, faicfaexploration
included focus on the role of race and the quatifydoctor/patient
relationship.

Eight major findings emerged in relation hdadind medical issues.
One finding demonstrated that the majority of themen (6 out of 8) in
this study selected their doctors based on racgeorder.

Another finding revealed that the overwhelmimajority (7out of 8)
of the participants in this study expressed havangositive relationship
with their OB/GYN doctor. However, some of the womg3 out of 8) had
negative experiences with physicians during emecyemedical
interventions, which they attributed to race.

An important finding was the persistent anchdar medical symptoms
that the most of the women experienced during tlpgggnancies, which
began to reveal cracks in the quality of care issared also provided clues
to pending problems. The overwhelming majority (7t f 8) of the
women reported experiencing similar medical sympsoat various times
throughout their pregnancy, which were probablyquesors to poor

pregnancy outcomeswarning signs.

Five of the women reported doctor’s responsesmedical complaints
to be minimal, but reassuring. Responses includ@desnents such as,
“each pregnancy is different,” “everything is OKg't “all is fine,” after

checking for the heartbeat of the fetus. In onlyearase was a test
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(amniocentesis) ordered in response to the womantaplaint. These
findings are included in the women’s descriptiorfsnoedical responses to

warning signs.

An unexpected finding was the prominence odq@pitating events.
The majority of the women (6 out of 8) experiencedingle event, which
they felt was directly linked to the loss of thenfant; in some cases
occurring immediately prior to the losprecipitating causesThis finding
proved to have significant consequences on thehbotitcome, and the
women paid an emotional toll as they speculatedhow their loss could

have been avoided.

The issues of blame also emerged as a findiige majority of women
(5 out of 8), attached blame to themselves, thewwwse, or their doctor in

relation to infant loss.

Researcher was surprised to learn the extemthich the father’s
family history revealed a history of preterm birtaed infant deaths, as
the majority of biological fathers (6 out of 8) this study had a family

history of infant loss.

The following is a discussion of the 8 jmafindings. The intent of
the researcher is to document a wide range of peakaccounts vividly
told by the women, providing detailed and thick daeptions (Denzin,
200). The accounts are very personal, and sometiex@ansive, so not to
compromise the authenticity of the experiences. Woegnen shared their

stories with transparency, desiring to give accarahd revealing
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accounts. The fullness of the experiences docunenaéong with other
critical data, provides a sense of the women’s ogpstyle, their
personalities, and their thoughts as they deal vaittange of health and
medical concerns. This gives the reader a betteteustanding of what the
women were experiencing as their pregnancy stouief®ld, and an
opportunity for the reader to enter into this pafttheir pregnancy

stories.

Doctor Selection Primarily Based on Race and Gender

All of the women had the flexibility and freeth of selecting from
numerous doctors. There was no mention of restvecinsurance plans, or
other limitations in relation to securing prenatalre and/or specialized
care. The majority of the women (6 out of 8) indhdtudy selected their

doctors based on race or gender.

The thoughts behind the selection of a dogoovide some insight
into participants’ preference and possible expeotat in relation to the
quality of the communication; the foundation of thelationship. Cooper
and Roter (2003), found that among black patienh®, level of
satisfaction with doctors was more often linkedbt®ing seen by a doctor
of the same race. Such findings are reflected is gtudy, as half of the
women seemed to view race as an important factanareasing their
chances of being satisfied as they entered int@ataemt/doctor

relationship with selected doctors. This may alsoadifferentiating
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factor in this target group, compared to poor blackmen with limited
choices in relation to doctor selection, which heetgroup most studied in
relation to BIM. The statements of the women instistudy, “I went to her
because she is black, but since she’s the top perswas very hard to get
an appointment with her.” “I went to her because s& black.” “My new
doctor was a black female, and she headed the m®t“l preferred a
black doctor,” clearly demonstrates the importaalterrace played in
doctor selection, but also reveals, in some insesn@ sense of pride and
comfort in knowing that a black female physiciansmde head the
OB/GYN practice at a major hospital.

In some instances, where selection was basedaoe, due to the
nature of the medical practice, the black physicdad not always assume
the exclusive medical care for the woman. In theassgances, there were
no complaints expressed and the favorable feelitoggard the selected
doctor were transferred to the assigned physicidihis was probably a
result of the black doctor being the leader of gractice, a fact that
continued to foster an increase level of trust,rgavith by then having
experiences with other doctors in the practice twate positive. The

findings below begin with such instances:

Reasons for Doctor Selection Recalled

Yvonne and Freddie had similar experienceghb@ceiving care at

an OB/GYN practice attached to a teaching hospifdthough they
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both selected their doctors on the basis of raceé g@ender, Yvonne

was never seen by her (selected doctor). Becauseni® had positive

experience with other doctors in the practice, beiginal reason for

doctor selection (race) was now less importanthes tesult of the

trust she had formed with a white male doctor wlaal ldelivered her

last son.

In Freddie’'s case, her doctor did nag kher until the third

appointment:

Yvonne

Freddie:

Well I'd heard about her, Dr. Moon, through a

friend, who had problems, with you know, growths,
fibroids and other problems. And she just said,’she
very good and she’s a woman, and she’s a black
woman and she really took care of, the mental needs
and the medical needs. So | went to her because she
is black, but since she’s the top person it wasyver
hard to get an appointment with her. So when | got
pregnant, | had to see all of them (doctors). ihkh

my first visit was with umm, not the doctor who
delivered my baby but one of the doctors whom |

had seen on a regular basis; they were all good
doctors. | ended up with the doctor who delivered
my last son.

The doctor | had been seeing ...we didn’t have a
relationship. My new doctor was a black female and
headed the practice attached to the hospital. |
wanted to be seen by a black female doctor.

Dorothy expressed not having to spend timéhi@ “getting to know

you phase.”
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Yes. | went to a woman who was a colleague of
mine, who was also like a mentor of mine. | felt
comfortable with her. | did not have to spend tinme
the getting to know you phase, she is a woman, and
she is black. That would be important to me even if
| did not know her.

Wileta was clear about her preference:

He was my doctor long before this pregnancy. He
has a good reputation and | preferred a black dacto

April and Linda (respectively) were more conced with gender than
race. In Linda’s case her doctor was an Indian womApril’s insurance
coverage allowed her to be seen by midwives, wland Hispanic
women. She preferred what she perceived to be tteduralness” of the

approach.

April:

| choose two midwives who were part of...the
insurance that | had at that time with Oxford, and
had this... I've always been called a ‘nature person,
I've always been health conscious. | was nineteen,
twenty when | had my first two so | didn’t know
anything about midwives except through family. So
now I'm older and I'm acknowledging midwives and
| can understand the naturalness of their appro&ch.
decided on those doctors, under my plan, who
happened to be midwives.

Linda had no prior history with her doctor:
She was recommended to me by my cousin. | was

looking for a female doctor. | went to her because
she was a woman. | was new to the area and was
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hoping that she would continue to be my GYN
doctor after the baby was born.

Some of the women (2 out of 8) had other pities. Tina valued the
history of the relationship she had with her docttie had been my GYN
doctor for years”.

Alana cited familiarity and proximity as reasong feelecting her doctor:
Umm, there was actually a hospital right across the
street from where | lived. And my oldest was born

there so | thought they were pretty good with the
first pregnancy so | returned.

Positive Relationship with their OB/GYN Doctors

The majority of the women (7 out of 8) in thssudy reported having
a positive relationship with their doctors, and wasased with the care
that their doctors provided. The researcher hgxhdicular interest in
the quality of the patient/doctor relationship, msich of the literature
suggests that such a relationship, or lack of,his most important factor
in the perpetuation of disparities in the deliveafyhealthcare services
on individual and systemic levels (Johnson, 2004|IMms, 2000).
Additionally, much of the research findings demaomasé the existence of
differences in interventions based on race (Todde LHoffman, 1994),
while other research demonstrates that access adttheare for blacks
may be infused with institutional and interpersomatism (Harrell,
2000; Williams and Rucker, 2002). The questionndfether such

findings would hold true in this study was of panlar interest to this
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researcher. The key question here was - would raceain a factor in
the patient/doctor relationship, thereby affectitingg quality of care, for

this target group?

In this study, race did not emerge as an esassociated with poor
medical care provided by the participants’ OB/GYd\, as a factor
impeding the patient/doctor communication, as astahtial amount of
the recent research demonstrates. Race as a facthe selection
process for the women (4 out of 8 selected docttased on race),
appeared to mediate such research finding, whicimtptm disparities in
medical care based on race. In other words, the¢ fiagt the women in
this study had the power, flexibility, and freeddmselect their doctor
based on what was important to them, appeared toedese the strength
of race as a perceived negative factor in the psoon of medical
services, and the quality of communication.

Of the 2 women who selected their OB/GYN dastgolely on the
basis of gender, one woman, Linda, did not haveosifpve relationship
with her doctor. Out of the 8 women, Linda was Wy participant to
express negative feelings toward her doctor.

The following are quotes that capture the fegé the women had

toward their doctors

Positive Relationship with Doctors Recalled
Yvonne, who had the “unexplainable” desirehtmve a third child,

secured her care from an OB/GYN practice associatgth a major
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Teaching Hospital. She explains why she gravitat@dard one

particular doctor:

I, umm, |... gravitated to this particular guy in the
practice, who had delivered my last son. | feltyads
so glad | got the appointment with him, | asked for
him, and they did give the appointment to me with
him. Jon was a breech baby, at 37 weeks and him
instead, of letting him remain breech and have 6o d
a C section, and he turned him around in my belly.
So | really, really felt an attachment to this man,
cause he really consoled me, he guided me, he said
it’'s up to you; these are the pros the cons. Ummd an
he said I'm probably the best in this practice gver
in this particular procedure. So he was very honest
And | felt confident with him, so | was very happy
him as my OB.

Dorothy had a “good” relationship with her doc, but was not
sure if it served her well when it came to sharsmgme of her medical
symptoms; she did not want to be viewed as a “caimdr:”

| had a relationship with her, and | had high lewél
confidence in her as a doctor, but I am not sure if
the fact that | knew her affected my decisions in
what | shared. Umm, because I'm thinking that
basically you don’t want to be a complainer.

Alana was impressed with what she viewed as thohocagre:

| was assigned an Indian female doctor. She was
very nice, | was comfortable with her. | mean they
(the practice) were so thorough. | had HIV tests
done, blood test for STDs they were very thorough.
| was pleased with my care.

April’s account revealed special feelings toward liectors:
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Oh I loved them; | loved them immensely. Even
after that | was still trying to figure out how tasit
them. You know periodically over the years | get a
card from them that says don’t forget your pap test
and | would cry, like oh my god | love them so
much, and | really did we had a wonderful
relationship. | saw them exclusively. We had an
excellent relationship.

Freddie did not seem to mind that her initvadits were not with her

doctor:

| did not see the doctor that was going to delivey
baby during the first visit, although | felt reassd

by the doctor who did see me.

It was in my second or third visit that | met hér.

liked her.

Wileta’'s doctor had delivered her teen-age son.

My doctor delivered my son, and | had a good
relationship with him. He was a white middle-aged
male; | trusted his competence.

Linda was one of the 2 women who selected dwector on the basis
of gender. She was the only participant who expeéssery different
feelings toward her doctor:

She was recommended to me by my cousin...l don’t
believe that she ever used her. She was Indian
woman who never looked at me when she asked me
questions. | don’t think she ever addressed me by
my name. | didn’t know if this was a cultural thing
or something else. | felt she had made assumptions
about who | was, and therefore did not need to get
to know me.
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Negative Experiences with Physicians during EmerggnMedical

Interventions Attributed to Race

The issue of race did emerge during the prmnsof medical services
for some of the women in this study later in thpriegnancy. Three of
the women pointed to race as playing a role in gnality and sensitivity
of care they received during specialized and/or egeacy medical
interventions. For two of the women there was noopinteraction or

relationship with the physician providing the medidnterventions.

In the framework of general health care, BI&adne of a substantial
number of documented poor medical outcomes assediatith race and
ethnicity (Blanton, et al. 2000). Therefore, thessearcher suspected that
the issue of race would have emerged earlier mmwomen’s experience
with the health care system since, as mentioneldrge body of research
has established that the patient’s race and ethyiaifluences
physicians’ beliefs about and expectations of patse(van Ryn, and
Burke, 2000). However, for the women in this studhe issue of race
around the quality of care surfaced later on. &tk instance the
experience was somewhat overshadowed by an agogiemmotional and
physical state, as the women were faced with thdization that it was

likely that their babies were not going to survive.
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Negative Experience with Physicians Attributed tacR

Dorothy, a doctor, was hospitalized as steggavtaken to stop the
premature birth of her baby. She describes her exepee in detail as
she tries to deal with feelings of not being resteelcas a physician, and
feeling ignored as a patient, which she, in pattributes to race:

| was now at St. Ann’s, a high-risk patient. After
moved into this new room | started feeling like
leaking...and | thought it was a little bit odd, S‘onl
thinking | broke my water. So | called the nurse |
told her, you know | think I might have broken my
water. So she...what happened? So | showed her,
there’s like a little puddle of water on the flod®he
calls the resident, the resident comes in and dares
ultrasound so he’s like no you didn’t break your
water, your fluid is fine. So I'm like hmm...but...
right. So you know, my father comes and you know
he’s talking, and | can’t really concentrate becaus
every time | laugh and every time | cough | feel
leaking coming out. And so I'm like you know this
doesn’t make any sense to me... but what can | do?
Because nobody is...I'm telling them that something
is going on but they’re on...but they don’t think tha
anything’s going on. And it’s a very surreal feegin
because I'm the type of person...I'm very in-tune
with my body so | know, | know when something is
different.

So eventually, the nurses change shifts and a new
nurse comes in, and my dad leaves. And she’s like
what’s the matter you don’t look happy, and | said
I'm not! Every time | cough, every time | laugh, é&n
now for some reason I'm having the hiccups...|
never have hiccups but this particular day I'm
having hiccups, hiccups, hiccups and every time |
hiccup | feel this leaking. Every time | laugh, eye
time | cough I'm feeling this leaking. And | saidy
know the resident came...and he said my fluid is
fine. So she looked at the pad and saw that it was
soaking wet...and she said not to be gross, but I'm
gonna smell it...and it smells like amniotic fluid. |
said | know...you know, | know my body and I'm
not urinating on myself. So she was like okay led m
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call, let me call the doctor. So the same resident
comes back, does another scan...now | don’t have
any fluid...so he’s like oh well | guess you did
rupture. So now he calls my doctor, and then he
comes and he’s like you know well you
know...you're twenty-four weeks and three days so
we gotta take out the stitch blah, blah, blah.
People don’t think that it makes a difference
...especially...people will pre-judge you. Yes, my
doctor knew that | was a doctor but he didn’t gadan
so okay announce to everybody this girl that is in
room so-and-so and so-and-so is a physician, is
actually an OBGYN, which is fine with me, because
I’'m not the type of person...I'm not looking for the
red carpet to be rolled out. But there’s also ataer
expectation on my part, on how | expect to be
treated and how I'm gonna be treated. So you know,
when he comes in the room and he’s like oh you
know I'm gonna do an ultrasound and I'm like
okay...but | don’t know who you are, | know he’s a
resident cause | don’t... he’s not my doctor, butldo
know his name, do | know what year resident he is,
did he say hello | heard you have a problem you
know | came...so | wasn’t trying to let him, | wasn’t
trying to tell him okay you need to check me ane se
what’s going on, | wasn’t really trying to deal wait
him. He was Asian. | am sure race played a role in
how he was dealing with me.

Freddie’s medical ordeal was exasperated lefihg that she was
poorly treated because of her race:

We were sitting in the ER for 2 hours. | had been
given instructions to have ER call my MD’s offices
and we did that and assumed that they were taking
care of that. By this time my husband was pacing,
then yelling, then screaming for me to be seen. It
was hell, the worst day of my life! Finally a docto
came in and asked some questions, and coldly told
me that the baby had to be delivered. | was very
upset and did not want this doctor to examine me.
How could he say this without even examining me?
By this time my mother had arrived and | felt bette
having her around.
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We wrote to the hospital about our ordeal. | just
don’t feel that | would have been treated by that
doctor, resident, whatever her was, that way if we
were white.

Unlike the other women in the study, Linda didt have positive
feelings toward her primary physician from the oattsShe shared
feeling detached from her doctor during her firppaintment, and such
feelings were validated by the manner in which $bk treated by her
physician during her emergency delivery, and durthg aftermath.

Linda:

Either she didn’t assess the urgency of the problem
when | called her to tell her that | was experiengi
cramps, or she gave me her routine response. The
way | was treated confirmed what | sensed from the
beginning. | think it would have been differentowy
know.. if I were not black. | always felt that shad
drawn conclusions about who | was.

She instructed me to take milk of magnesia and to
lay on my right side, which | found out later, was
the worst thing | could have done. | did and woke
up about 2.5 hours later to cramps that were more
intense. | called her again. This time she told toe
go to the ER. It only took a few minutes to get the
and we were placed in a room and waited for about
30 minutes before being seen by a doctor.

Warning Signs:Probable Precursors to Poor Pregnancy Outcomes

As the women’s pregnancy progressed, and foiihg the initial

prenatal care visit, the next communication withctir was often in
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relation to troublesome symptoms. The overwhelmimgjority of the
women (7 out of 8) reported having one or two syams, throughout
their pregnancy and, for most, were severe enowgbonsistently
interfere with their daily activities. The majoritgf the women used
words such as “severe,” or “much different from ethpregnancies,” to
emphasis the fact that what they were experienavag in their view
serious. In this discussion such medical symptomesraferred to as
warning signs which were probably precursors to infant loss.

The intensity and similarity of the warninggsis are striking, which
include spotting, lasting intermittently, extremausea and fatigue that,
in some cases, lasted throughout the pregnancyth®f7 women who
reported warning signs, several reported (3) havaneeling” during the
entire pregnancy that “something was wrong.” Th8swomen all had
prior successful pregnancies. Additionally, sometloé women (3) stated
that they had weight issues at conception and tghowt their
pregnancies, but were not given any special indions by their doctors.
Alana and Dorothy reported that they were at lea3tlbs overweight,
while Freddie reported being 15-20 Ibs underweighthe time of
conception. The doctors’ lack of intervention maflect findings
revealed by Marshall & Janz (1990) research on dogLtattitude toward
prevention among 33 physicians. They concluded:a®& women who are

seen early for prenatal care may face doctors wieoilh prepared to hold
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substantive conversations around behavior or otte:lth-related changes
to ensure a positive birth outcome.”

The women’s accounts include medical responsetheir symptoms to
provide a fuller description of the incidents. Thatial medical responses
for 5 of the women included checking the fetus’ hbaat and offering
reassurance that all was “fine” or “OK”. Only onest was ordered, an
amniocentesis, for Welita, and Alana was the onlgnvan whose doctor
introduced significant changes to her daily routihering her 2¢
trimester. Other more aggressive interventions wieteoduced only

weeks prior to infant loss.

Warning Signs Remembered
Alana, who was carrying twins, described heegnancy as “harder”

and experienced severe morning sickness throughlmaitday. Alana was
also 20 Ibs overweight at the time of conceptioheSvas placed on
modified activity due to “carrying low,” during he"® trimester. It is also
interesting to note that Alana did not reveal heusive relationship with
her husband to her doctor, “Because they never dske

| had morning sickness in the morning, the

afternoon and at night. Physically it was hardeopy

can’'t walk as far and you can’t stand as long, and

the morning sickness was doubled. It was not like

my other pregnancies. My sickness was severs and

lasted much longer. | didn’t eat as | should have
because | had no appetite during this period.
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Medical Response

| went to the doctor two months after the
appointment when | learned | was having twins and |
was told to stop working because | had a low ...umm
| was carrying low. | was at this point | think gug

in my second trimester. | was placed on restricsion
Umm, no lifting, not a lot of walking, not too mugch
umm, just limited activity because it was still &ar
but you know just told not to overdue what | was
doing.

Yvonne not only experienced “bad nausea,” but adbared that she
had a feeling from early into the pregnancy thadrfething was wrong:”

It was very bad. Now |l.everybody says each
pregnancy is different. Umm, | only have one
pregnancy to compare, well two pregnancies, prior
to this one to compare. And both of my pregnancies
were bad nausea. This one felt, seemed differemt, s
| just said okay this one’s different, but the naas
was severe never vomiting, but just sever nausea.

| can’t, | can’t put a word on it...You know, | said

to my mom, you know | don’t feel right. Umm she
said well you know each pregnancy is different, and
just keep an eye on it. And you know it would be
hard to talk to your doctor about something thatuyo
just have a feeling about.

Oh but when I had my second visit, they did the
ultrasound, that baby’s heartbeat was so strong...
And he also said ‘the baby looks smaller, so yostju
calculated wrong in terms of your cycle.” So it’s
already not growing as much as it should have been,
but he said you know with that strong heartbeat you
know everything is fine.

| don’t remember which week it was. It was
sometime after that visit. | started spotting, | ame
so small, probably didn’t want to phone call, but
because | just wanted to make sure that they
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knew(doctor), and that | wasn’t in any danger, |
called and | spoke to the nurse.

Medical Response:

She said (nurse) ‘you know it’s normal for some
women ... as long as it doesn’t persist,’

Yvonne’'s symptoms persist:

Several days lapse and I'm still spotting. Thursday
evening, | was a little “crampy”, and...had a little,
yes, still very minimal spotting, little crampingf
course...l believe I, no | didn’t call, | didn’t call
because umm | did what they recommended that | do
before...rest, elevate the legs, rest, drink plenty o
water, and that's what | did. And the cramping
stopped. So at my next visit | am not experiencing
the symptoms and everything checks out OK. | feel
relieved.

Several weeks pass and the cramping starts again,

umm | continued to cramp it got worse and worse. |

was spotting more but nothing really heavy and this

was like early maybe nine o’clock in the morning.
Medical response:

So then | called the doctor and he said well |

don’t like, the spotting is okay, but | don’t like

the combination of the spotting and the cramping

together... you should go to the emergency room.

Dorothy, a physician, attributed her symptotoshaving to stand for

long periods. It is interesting that she did noasd the “feeling of
pressure” she was experiencing with her physicahp was only made

aware of the situation when she observed Dorothiding her stomach

up during a chance encounter:
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Because we had to do a lot of surgeries | started t
notice that when | would stand up for a long time |
would feel...l would get a lot of discomfort. | just
attributed it to standing up for a long period aoe.

| started to compensate by sitting down during
surgeries, so | would have the stool there, so |
would stand up, sit down, stand up, sit down, and
stand up sit down. Just like a pressure type of
feeling, particularly when | stood for a long time.
But it happened more so in the O.R. not so, because
working on labor and delivery it’s not like you're
constantly standing; you’'re sitting and you get up,
then you’'re sitting and you get up. So | didn’t leav
that kind of problem, but when you’'re standing in
the O.R. for a long time, that’s when | start tefe
like you know pressure. So that’s how |
compensated; | compensated by sitting down from
time to time. And...Umm, this was probably about
four and a half months, so | was around seventeen o
eighteen weeks when this started. | did not teyl m
doctor because | did not think it was anything athe
than tiredness from standing.

Dorothy’s statement, “people put a lot of ceaade into the doctor,”

provides some insight into why she did not share $nfemptoms with her

doctor:

Umm, because I'm thinking that basically you don’t
want to be a complainer, you've seen a hundred
thousand women who come in and they’re all it’s
this pain, it’s that pain, it’s whatever. And quite
honestly | didn’t perceive it, as a problem becalise
figured this is just how it is; | had never been
pregnant before. And so | noticed that | was having
this intermittent kind of problem...

| think that to a certain degree for various reason
people put a lot of credence into the doctor. Well
the doctor said everything’s fine so it must beefin
well the doctor said so, so it’s...and in that
happening that also gives them the ego to feel,like
said there’s nothing wrong with you, so there’s
nothing wrong with you.
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Medical Response

It was about seventeen, eighteen weeks, she (dpctor
happened to be in the hospital and | had just come
out of the operating room and | was holding up my
stomach, because it just feels better when | hqid u
my stomach. And she’s like what are you doing?
And | said well I don’t know it just feels better
when | do that. And she’s like well why? What do
you mean it feels better, are you having a problem,
are you having pain? | said no, every now and then
just feel a lot of pressure when | stand up foroad
time. And she’s like well do you have this, do you
have that? And I'm like no; no | don’t have any
bleeding, no spotting, nothing. So she’s like well
I’'m want you to go home and stay off your feet, I'm
gonna get you an ultrasound. And I'm like | don’t
need to stay off my feet, I'm fine, I've been doing
this it’s not a big deal, so she insisted on thalit..
want to play it on the safe’.

The medical response to Dorothy’s warning sigeventually
culminated in her being transferred to a high-rpgkysician and two
different hospitals in an attempt to stop the infanpremature birth after

being placed on bed rest for one week.

Dorothy’s hospitalization:

So | went back a week later (after bed rest). Rjght
I'm like between nineteen and twenty weeks. So
they put me on my head, | stayed in the hospital,
they put me on all these medicines to relax the
uterus and you know okay fine. I’'m in the hospital.
My cervix is getting shorter, and so the (high-k?3
doctor comes back again and says here are your
options, take it out whatever happens, happens, we
could try and put in another stitch, you could bkea
you're water this and that could happen, blah, blah
blah. So now he... at that time | was admitted into a
hospital that only had a certain level of nursehat
would not be able to take care of...if | had a
premature baby. So he transferred me to another
hospital No this is in Hoboken.
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Wileta, whose pregnancy was unplanned but pbdp wanted, knew

“something was wrong” in her first trimester:

Wielta:

Not long after | confirmed that | was pregnant taer
were issues because | was spotting. | knew
something was wrong. It was not anything like my
first pregnancy.

Medical Response:

He (doctor) didn’t sound concerned...but |
remember that he wanted me to have an
amniocentesis. The next visit, it was closer to my
fifth month | was supposed to take this exam,
because my spotting never stopped. He said

well you need to go take this test.

As Wileta continues to explain why she did nake the medical

exam, researcher speculates that her delay mawlkeece of her

anxiety and/or ambivalence, in relation to her pragcy, which is

consistent with her expressed feelings at the toheiscovery, “We

weren’t necessarily trying, but we weren’t neceslsapreventing.”

Wileta

Umm no, | did not, because there was a
miscommunication. | thought he was telling me
when to go, and | was waiting for an appointment,
but in actuality | was supposed to call myself and
make the appointment, and | didn’t; somehow we
miscommunicated.

Freddie started spotting one month into heeggtancy and felt “very,

very sick” throughout. She was also approximatebyllhs underweight:
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| was very, very sick. I. could not hold anything
down. Everyday | was sick. | would try remedies-
including the Sea Bands; nothing worked. It seemed
that | started getting sick shortly after | was
pregnant, and it did not stop until a few days befo
the baby came. | started spotting one month int® th
pregnancy. | thought “Oh my God, what’s wrong.”

Medical Response

| went to the doctor immediately, and doctor said
everything was OK and this sometimes happens
[spotting]. | should not be concern as long assit i
not heavy bleeding. He did all kinds of blood test,
including HIV but everything came back negative.
We heard the heartbeat of the baby and | felt bette
The doctor advised me to take it easy, but
everything was OK.

Tina also stated that “this pregnancy was hbke¢ the first,” and was
worried about her ability to function:

| wasn’t even sure if | could continue to work. Bhi
pregnancy was not like the first. | was sick all thie
time. Nausea, headaches, dizziness. This was not a
all like my first pregnancy, | could only eat those
things that didn’t turn my stomach and it was
beginning to feel like everything was making me ill

| started spotting around the fifth month and
immediately went in to see my doctor.

Medical Response

Yes. He took tests and examined me. | have a good
doctor and whenever | called or needed to see him
he was always there. He reassured me that this
pregnancy was “different”. All the tests were
negative

He asked me if | was under stress. At that point |
was actually feeling less stress than | felt when |
first knew | was pregnant. He told me to take it
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easy; this was not uncommon (spotting). He
prescribed vitamins.

Linda had a “nagging feeling” that somethingsvwrong. She was
also being followed by a hematologist:
| did not have any concerns for the first three
months, but later | felt very tired all of the timend
just different. | had a nagging feeling that | tdi¢o
explain away as anxiety. It is hard to put into
words, but | just felt that something was wrong.rFo
one thing, after my third month | had to inform the
job because | had expanded so quickly. | really
could not understand how | was going to make it to
nine months, | was getting so big.
Medical Response
Everything was always “fine” even when she
referred me to the hematologist to “keep an eye on
my clotting factor.” He (the specialist) assured me
that everything was all right. | was scheduled &®s
him monthly for monitoring. That scared me, but he
kept saying that everything looked fine.
Precipitating CausesAssociated with Infant Loss
Six out of the 8 women reported what this researdhas labeled
precipitating causesssociated with infant loss. The strength of this
finding was unexpected. Thgrecipitating causesvere specific events
linked to pregnancy loss by the women. Unlike wamisigns,
precipitating cause®ccurred once, and close to the time of infantsloar

sometimes immediately prior to infant loss, and @ccompanied by

severe pain, and extreme fatigue, which in someesaubsided. The
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women did not always report these events, to tlueictors but they
recalled the events as pivotal to pregnancy loss.

There is little research that links a singleipitating event to
preterm birth, except in cases of sudden injuryntother and unborn
fetus. An exception is Misra’s, et al., (1998) raseh, which examined
the effects of physical activity on preterm birthindings demonstrate a
positive link between excessive exercise and poothboutcomes. For the
6 out of the 8 women in this study reporting preataping causes, a
majority (5) involved excessive physical activitgnd several (3) also
involved significant exposure to large public placand some (2)

involved air travel.

Precipitating Causes Recalled

Dorothy’s precipitating event occurred abaue week prior to being
placed on bed rest for two weeks, which was followey hospitalization
as a high-risk patient. She did not share her edgraxe (the horrible pain)
with her doctor at the time of the event, as in kerw it was a one-time

occurrence, and the pain associated with the edehtnot return:

Umm prior to that, | would say maybe around my
fifteenth week | had gone to New Orleans with my
sister. She was going to a conference and | just
wanted to take a few days off, so | just went with
her. We have been to New Orleans several times. So
while she was at the conference, | said well let me
walk and do some stuff, and there was one particula
day that | decided to walk from one particular end

of, you know not Canal Street, one of those streets
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way, doing this, doing that, and coming back |
almost couldn’t walk. | started getting this reall
severe pain. So | thought you know, you don’t walk
like this on a regular basis, so why did you jutdrs$
doing that now, the pain was just like...like
something | had never experienced in my life, itswa
so excruciating literally I couldn’t walk. | litefby

had to walk a little bit and stop, and basicallyde
myself to get back to the hotel. And | basicallysju
thought | overdid it, because | didn’t walk likeah
on a normal regular basis, so | took some Tylenol |
laid down; the next day, completely gone,
completely gone. So again I'm just thinking this is
not a big deal. | did not tell my doctor about this
episode.

Dorothy continues to reflect on the incident:

Tina’'s emergency hospitalization occurred appmately 24 hours

| mean | think that in the immediate aftermath you
know you go through this phase thinking what |
could have done differently, you know maybe if |
had told her (doctor) about the pain incident lot
earlier things would have changed. When | look
back I think this was really the turning point.
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after her return from St. Louis. Her husband calted ambulance after

Tina’s collapsed.

She expressed concern about the airplaneatnig the possible

negative effects on her pregnancy.

Tina:

| had just returned from St. Louis the night before
The flight was bumpy, and | really was not feeling
that great after landing in St. Lou. | remember
telling my sister that | was not feeling well and |
wondered if | should have taken a plane. | heard so
much stuff about airplane travel during certain ¢éisn
in your pregnancy. Anyway, | didn’'t feel well for
the entire three days. | went through the motions.
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was extremely tired and had no appetite. | remember
that morning, after coming back | started feeling
slight cramps and called my doctor. By the time he
called me back I felt fine. | took it easy for the
entire day and | did not have any cramps. | was
getting ready for bed around 9:00 pm and it was
12:25 when | came to. There was a clock right in
front of me on the wall in the hospital. | know tha
it took sometime for the ambulance to arrive and |
think we were waiting on my doctor, | am not really
sure. | don’t know if this is a memory or what they
told me.

Freddie was told by her doctor to go to the &k to cramps
experienced 12 hours after an exhausting day whilslo included the

night shift at work:

The day the baby came, | went to a baseball game,
because | had out of town guests and we were all
hanging out. | did a lot of walking. | believe |
overdid it. During the game | was fine, but my back
was hurting a lot. After the game | went to work
(work nights) my back was still hurting much more
severe now and | was extremely tired. When | got
home | was cramping and | took extra strength
Tylenol. It felt like severe menstrual cramps. |
called my doctor’s office and was told to get teeth
ER immediately. | started to cry, | felt this wast
right. The contractions would hit me- boom! Then
stop. | was at this point six months pregnant.

In Alana’s case, her precipitating event réedlin immediate
hospitalization. She describes the event and thesequent medical

interventions:

| was taking my vitamins and I'm doing good, | can
get around I’'m not doing to much but | can go teth
store, and up the block and | was feeling fine unti
one day the elevator in my building broke and |
lived on the eighth floor. | was twenty weeks
pregnant at this point. | walked, with me feeling
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fine; carrying twins | thought | was fine. Well If
take it slow I'll be okay, and | did the eight flhgs.
So maybe later that night | started contracting and
one of my family members took me to the hospital,
and | was told that | was dilated half a centimeser
| would have to be hospitalized.

Alana shares her thoughts on what she feels hapgpene

Umm | think that walk up the stairs did it, becauls
was fine before that.

April begins sharing the event stating, “I’'m tasey embarrassed

slightly by it.”

So we were involved, engaging (in sex), and my son
busted in the door and was like, “Mommy!” So |
jumped up and gasped, and when | laid back down |
felt a sharp cramp like a piercing in my side, and
was like wow that’s kinda strange and it didn’t pto
So he got up and addressed the children, and |
thought maybe when | jumped up | sprained a
muscle. It kept getting a little more intense. | wia

so much pain | could barely breathe.

Once | get the doctor, she tells me to come to her
office immediately to be examined. Following the
examinations she tells me to go straight to the
hospital where the other midwife will meet me. She
calls down to the doorman to be sure he secures a
taxi for me. | remember entering the ER and being
met by the other midwife. | remember her saying
that an emergency procedure might be necessary and
being placed on a gurney and pushed into what |
thought was an examination room. | know that much
more transpired, but it is fuzzy.

After the emergency procedure | learned that the
baby was in severe distress and had shifted in such
way to cause immediate danger to me. She had to be
delivered.
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In seeking answers Yvonne reflected on a quasshe posed to her
doctor, after the loss of her infant, about her ¢imoal state, and linking

an argument with her husband to her infant loss:

Yvonne:

And | asked him (doctor) if an argument, or me
being extremely on edged could have caused this to
happen. | asked him that because, you know when
you're pregnant and you’re hormonal and you're
emotional and you may say things that cause
arguments with your husband. | remember having
this very, very heated argument with my husband.
That was shortly before things happened (the loss).
And | was saying to him you know why are you
arguing with me? You know, you’re not pregnant;
you could cause me a lot of stress and cause me to
have the baby now!

Umm, and to this day | don’t remember what we
were arguing about. But because | was so just
emotional, maybe overwhelmed that day, | don’t
remember. Umm.. Yes. And it was so severe to me,

because | remember feeling very, very umm stressed
out.

The Issue of Blame

Blame as a theme surfaced as the majority ofmen (5) reflected on
the events that unexpectedly seemed to change tidh outcome. They
each posed questions as to whether their pregnantgomes would have
turned out differently if they had taken differeattions. For some there
was anger attached to a genuine need to place thes# in a framework

that provided some explanation; even at the rislbl@ming themselves.



146

It is interesting that most of the women nedescussed their
reflections in relation to blame prior to this im#ew, except for Linda
who blamed her doctor for bad medical advice. Hoere\winda later
revealed, “feeling guilty” about her lack of wellg® during her
pregnancy, casting a degree of blame onto hersalfl, exposing a secret.
Other secrets surfaced as some of the women (hefs) discussed the
issue of blame. Therefore, the finding here notyordlate to blame, but
also reveals secrets, which held by women in relatio their pregnancy

loss.
Issue of Blame

For Yvonne the issue of blame was clearlyaabhed to her husband.

It first started with a tentative question to heycdlor about a heated
argument she had with her spouse. She blamed hgbdnd for the
argument, as revealed in her account ungeacipitating causeswhere
she states, “You could cause me a lot of stress@auke me to have the
baby now!” Yvonne later reveals some of her othlesughts in relation to
her husband’s medication for high blood pressure:

Umm, well one thought that | have had, | know they

says there’s nothing that you can do, or have done.

But I just wonder if there are things that you coul

do you know health wise. Naturally if you're a

person that has high blood pressure as many of us

do, and are take high blood pressure pills on a
regular basis.

Yvonne continues, as she explains why it igaornant to understand

what happened:
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It just seems like there has to be a reason that it
happens, it just doesn’t happen out of a vacuum.
Why this infant didn’t survive. (Pause) So I'm
wondering if maybe there is something we can do,
maybe to prevent this from happening again.

Dorothy’s blame is more self-directed as shelled over what could
have happened if she had made a different deciaslwout sharing the

precipitating event with her doctor:

| thought about whether, you know maybe | should
have talked to her (doctor) earlier in telling her
about the pain, because | still don’t know, you lno
| don’t know if that had anything to do with it or
not, in retrospect | wonder if that was the staft o
the problem, but | don’t know, | mean there’s no
way to look back and know.

So, I don’t know if you mentioned that some women
know about having a relationship, [she is talking
about the relationship with her doctor] | don't
know if they think that maybe it’s a problem, but |
don’t know if that worked in my favor or not.

| felt like a pressure type of feeling, particularl
when | stood for a long time. But it happened more
so in the O.R. not so, because working on labor and
delivery it’s not like you’re constantly standing;
you’'re sitting and you get up, then you’'re sitting
and you get up. So | didn’t have that kind of
problem, but when you’re standing in the O.R. for a
long time, that’s when | start to feel like you kwo

a lot of pressure, so like | said | compensated by
sitting down from time to time. And...: Umm,
probably about four and a half months, so | around
seventeen or eighteen weeks.

Right, and because people say... and this is why
really people in the field of medicine people don’t
recommend that you take care of a family member,
cause you can overcompensate or you could under
compensate. You can think ahh well you know, Aunt
Susie she’s always a complainer so you could
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minimize the complaint or I'm gonna do every test
on Aunt Susie, even though she doesn’t have any
complaints. | mean | don’t think that anything was
held back or done extra for me in particular, umm
and | didn’t complain because honestly | didn’t leav
any complaints, other than the time that...and |
didn’t come back running to her saying oh you can’t
you know.... And it’s funny because | think about
patients that have come to me saying you know two
weeks ago | had this severe excruciating pain, what
was that? And I'm like well number one it was two
weeks ago so like how can | tell you what it wasotw
weeks ago? | mean | could’ve called her, as soon as
| came back | could’ve called her office and said
you know | was walking a lot, and | had this
excruciating pain. But, often as we are, which is
creatures of human nature as we address it when it’
a problem. So | didn’t

Alana, Dorothy and Freddie used similar langean talking about
what happened, “l overdid it,” again suggestingtthaeir actions

resulted in the poor birth outcomes.
Additionally, Tina wondered:

If | should have taken a plane. | heard so mucHfstu
about airplane travel during certain times in your
pregnancy.

Linda blamed her doctor for giving her bad ab; but she also

shared feelings of guilt about not taking betterecaf herself:

She instructed me to take milk of magnesia and to
lay on my right side, which | found out later, was
the worst thing | could have done

| stopped drinking socially. I don’t think | made
other changes. | forced myself to exercise a litlle
did not pay close attention tme as | did during my
first pregnancy. Throughout....l was feeling guilty
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that | was not in the kind of shape | was in for my
first pregnancy, so | was trying eat healthy. My
husband and | use to work out together. After the
birth of our son, | never seemed to have the energy
or the time. Now | was feeling that this was pgrtl
the cause [of the loss].

Family History: Biological Fathers Linked to InfantLoss

Six of the eight biological fathers in thisusity had a family history of
infant loss. This was a surprise finding, as much of the reskarc
demonstrates a link between maternal family histang infant loss.
There is limited epidemiology research which lintke father’'s age (older
age) to increased preterm births (Astlofi, et aD0B), but there is little

research which implicates paternal family histdaoyinfant mortality.

The women recalled their own family histori@asd were aware of their
husband’s family histories in relation to pre-magurirths and infant
deaths. Some (3 of the 6) were somewhat surprisel@arn about their
husband’s history after suffering their loss. Thevas an implication of
guarded material with regard to the male’s roleréhation to infant loss.
Yvonne described her husband’s family as “secretivand Dorothy
states, “because of the way you know the culturé’snot something
people necessarily talk about.” What these acceunay be reflecting is
the scarcity of information and research, and aessary broader
perspective in examining the biological father'deon BIM. Quinn,

(2008) examined men’s perceptions of Black Infadfdrtality and found a
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huge gap in what black men know on the subject]juding how the father

may impact the increase or reduction of the BIMerat

Most of the women (6 out of 8) also sharedistdry of infant loss,

which is consistent with much of the research (Mar@ Esplin, 2005).

The below is a detailed account, provided by mather on the birth

of her brother, spontaneously shared by Dorothy:

Now so the other interesting thing is that, my
mother actually had several pre-term births

that | knew about but, | hadn’t really...my mother
had three kids me being the oldest, and then my
immediate brother is about a year younger than me,
and we knew he was premature. My mother being a
lay person and not a medical person she would say
she was about seven months at the time, at tha¢ tim
it was 1971 and they basically just told her go leom
forget about he’s gonna die. And then at that time
you know things were completely different, she
wasn’t allowed to go in and see him, you know she
could see him from a window, but that was basically
as close as they could get. And then three months
later they gave her, her baby and said okay, you
know, go home.

Two of the women could either not confirm théiusband’s history,

as in April’s case (husband was adopted), or hadeported spousal

family history of pre-term births or infant deathas in Wileta’'s case.

Family History Recalled

Yvonne learned of a family secret from her fathartaw:

Yes. My husband’s sister miscarried. She had three
boys and | believe, at least what my husband has
told me, she’s miscarried two children.
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After our loss, my husband’s father who’s very
secretive, shared with us that he and his wife
miscarried two children. My mom carried twins with
me; she lost the other twin, and held me.

Dorothy did not learn about her husband’s femhistory with infant

mortality until his mother shared information whiteying to console

her.

Dorothy:

But you know again, because of the way you know
the culture is it’s not something people necessaril
talk about. And so it wasn’t until | had a problem,
that Derek’s mother, in trying to console me, was
like well, so-and-so and so-and-so had you
know...had this problem (speaking about her family
members) and so that doesn’t mean it’s the end of
the road for you, and this, that, the other.

Several of the women shared similar accouatspeing aware of

their family histories and that of their husbandamily history in

relation to birth outcomes at the time of reporting

Alana:

Freddie:

My father’s mother, when she was my age then, she
had twins that didn’t survive; and my last daughter
came two weeks early and she was considered
premature...she came out a month early actually she
was supposed to come in April and she came in
March. My husband’s mother and sister had
premature births, both resulting in deaths.

| know that my mother lost her first child. My
mother-in law also lost a baby, | am not sure if it
was her first, or second.
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Linda:
My mother lost an infant, and my husband’s mother
was a preemie, and her mother loss an infant. |
didn’t know anything about my husband’s history
until he brought it up one day, questioning it as a
possible cause.

Although research demonstrates that a blacknao with a previous
Low-Birth delivery (LBW) is almost four times morékely to give birth
to another LBW infant (the strongest variable limke infant death) than
a woman who had no history of LBW infant births (Rey,1994; Varner
& Esplin, 2009, such findings did not bear out in this study.orn¢ of the

women reported having prior infant loss. Two of thight women had

terminations several years prior to their loss.

Conclusion:

This chapter presented findings, which emergedhe researcher
explored those factors and issues imbedded in tlegmancy experience
of the women in this study related to patient/dactommunication,
health issues, and medical interventions, which milgelp to increase
understanding and surface new material in relationhe adverse birth

outcomes for this target population.

The primary finding is related to patient/phgisin relationship, which,
according to the research literature, is a crudaadtor in the delivery of

medical care. In these instances race is recognaethe strongest
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variable influencing the patient/doctor relationghand in the
perpetuation of disparities in healthcare servi¢Bknton, et al. 2000).
In this study, 4 out of the 8 women selected thaorctors on the basis of
race, indicating that race played a role as the womttempted to create
the conditions for the best possible doctor/patiegiationship. The
women used phrases such as, “I went to her becahsds black,” “I did
not have to spend time in the getting to know ydiage,” “She is a
woman, and she is black,” and “I preferred a blaldctor,” indicating the
significant role race played in their expectatiohapositive relationship
with their doctor. In the end, not all the women avbkelected a black
physician was seen by a black physician, yet thgomey of the women (7
out of 8) had a positive relationship with theirysician, suggesting that
race was less important than the women expecte@rdimay have been
other factors at play, which allowed for an easyge@gtance of their
doctors, (i.e. power to choose their doctor basadyoeference, positive
feelings toward doctor of choice, which transfertedother physicians in

the same practice).

However, the issue of the doctor’'s race dideege during the delivery
of emergency medical services. Three of the womé wid not think
they were treated well during their emergency hoalpzation and
attributed their poor treatment to their being lHa®orothy, a physician,
felt that the doctor did not respect her as a cadlee, and did not really

listen to her complaints. “He was Asian, | am suhat race played a role
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in how he was dealing with me”, Freddie was kemiting in the ER for
an inordinately long period of time before any docexamined her
thoroughly or showed any visible concern about wivas happening. “We
wrote to the hospital about our ordeal. | just dioféel that | would have
been treated that way by that doctor resident, whedr he was, if we
were white;” In another case the doctor gave Lirda advice, “I think it
would have been different ...you know, if | were natck. | always felt

that she [the doctor] had drawn conclusions abobhbw was.”

Warning signplayed a perplexing role in the pregnancy expecien
for the overwhelming majority of the women (7out ®f. The language the
women used to describe these early signs of tromsee strikingly
similar: “Not like other pregnancies,” “Severe mamg sickness and
nausea,” and “A feeling that something was wronglle women were
actively concerned about these warning signs buénvthe routine tests
suggested that everything was ok, the women exmeed some temporary
emotional relief. However, the women knew more attheir bodies than
the tests revealed. The tests turned out to be gronthat they failed to
pick up the existing problems. Is it possible thlé birth outcome would
have been different, if the doctors had listenedhe women, or if the

tests had produced positive results?

All of the women (6 out of 8) who reported prpitating causes linked
them to their infant loss and in several cases lHdnhemselves and

others. Dorothy who experienced her precipitatengnt in New Orleans,
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but did not tell her doctor, wondered if her biatcome would have
been different if she had shared with her doctorawWwas happening at the
time of the event. Tina blamed herself for taking arplane trip to St
Louis so late in her pregnancy, and Freddie feHttBhe “overdid it” by
attending a baseball game and then going to workmwbihe was six
months pregnant. Yvonne wondered if a very emoticargument with her
husband could have cause the premature birth ... “gould cause me a

lot of stress and cause me to have the baby now!”

Another interesting and important finding wdsat the majority of the
fathers (6 out of 7) had a family history of premed infant births and/or
infant loss. Moreover, many of the women first lead of this family
history only after their own loss. This informatiavas secretive, as
suggested by the manner in which the informationfaced. Dorothy
attributed the somewhat guarded material to herblamsl’s culture, “you
know the culture it’s not something people necedygamalk about.”
Yvonne used the word “secretive” to describe how thformation was

treated by Kevin’s (spouse) family.

As the women shared the vivid accounts of thagnancies it is
clear that stress, stemming from managing the press of daily life,
events surrounding their pregnancies, combined witiiicult pregnancy
experiences, is emerging as a major theme. It $® @lear that medical
intervention seemed lacking in effectiveness. Thajon themes from

chapters IV and V provide the beginning trajectafystress that began
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from the time of conception and may well have bemplicated in
subsequent medical symptoms. Although the womehmdit initially
explicitly identify such stress as a factor in tloss of their child, it is
emerging as a major issue in relation to infantslosombined with

ineffective medical interventions.

In the next chapter, stress will be examinedrenspecifically to gain
an understanding on the women’s perspective onsstrehe sources of

stress, and the coping mechanisms they employedealing with stress.
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CHAPTER SIX

THE EXPEREINCES AND SOURCES OF STRESS DURING

PREGNANCY

In this chapter, the focus turned to factomspinging on the woman
as she carried out her daily life activities andteiractions while
continuing to adjust to being pregnant. In chapkér the larger context
of the pregnancy experience was presented from bginning stages
with potential sources of stress emerging (i.e. keyents and lack of
spousal support). In chapter V we followed the pmgsion of the
pregnancy, as the expectant mother turned her atierto health issues
for herself and for the well-being of her baby. timis context findings
related to medical and health issues were presentetth the first
probable outcomes of stress (warning signs) beingidenced.
Additionally, race as a factor, in relation to doctselection and in the
provision of health care, also emerged.

The purpose of this chapter is gain a deepeteustanding of the
women’s experience with stress, the sources ofsstréder perspective on
stress, and her coping behaviors related to stréhss broader
perspective on stress is appropriate at this junetas the findings in
preceding chapters provided the beginning pathwagtoess from the

time of preplanning and discovery stages, and mayehwell been
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implicated in subsequent medical symptoms. In tthapter, the
findings are linked to the recognition, coping asaurces of stress.
The research question, which guided the explorabbmreas in this
chapter -are there unique experiences with stress, whiclemn$ome
understanding for the poor birth outcomes for thasget group?

It is important to offer a working definitioaf stress to provide a
framework for the findings and discussions presdnite this chapter:
Stress is a complex phenomenon that encompassesexp to
psychosocial, environmental, and physical changed the body’s
responses to those experiend&apolsky, 1998).

It should be noted that the body’s responsettess, although
measurable, may go unnoticed, or the sufferer matyattribute symptoms
to stress (Cohen, 1983).

A number of themes emerged as the researsbeght to understand
the women’s perspective on the issue of stresstaedrole it played in
their lives. The concept of self- expectation weaee of the first themes
to surface, and the descriptions provided by thenea made references
to a racial history and cultural framework in whitlis concept seemed
rooted. In the examination of specific sourcesstfess, several themes
surfaced which included: medical symptoms (warngigns), work/job
issues, financial options, and problematic relatbip issues with spouse

and secrets.
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Seven findings emerged as the researcher egdlothe women’s
perspective on stress and its source:

The majority of the women (5) expressed the inflaerof history,
culture, and family on the development of their egpation of self,
while connecting self-expectation to carrying dutsiness as usuathile
pregnant. This is an important conceggif-expectationand seemed to
help shape the women’s perspective on how she shbahave while
pregnant, and the way in which she perceived angedowith stress. The
majority of the women (7) in this study recognizseidess in their lives,
but did not give it much value, or associate it vtheir adverse
pregnancy outcomes. In relation to how the womepexd with stress, 5
of the women shared ineffective coping behaviordeaaling with
perceived stress. It is interesting that the coplbednaviors seemed to
either project superhuman abilities, and/or reveadecautious approach
to coping with stress (Herndl, 1995).

As the researcher explored specific sourcestodss in the daily
lives of the women, the first finding related toeih medical symptoms,
which played a significant role in their pregnanstpries. In chapter V
stress was implicated in causing medical symptomar(Qing signs), and
here it is a source of stress.

A surprising finding was in relation to the men’s job. Five women
out of 7 (Alana was instructed to stop working afteer third trimester)

did not view their jobs as a source of stress. Hoare the majority of
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women (6) expressed feelings of frustration, disappment and
vulnerability attached to the lack financial optgynprohibiting time off
during pregnancy, but especially after pregnancy.

Five of the women cited relationship problemidh their spouse
during their pregnancy, and for some, throughowithmarriage.

Keeping secrets was another interesting findamgl a source of stress
(Pennebaker, 2003). Five of the women in this stuelyorted having
personal and important secrets associated withrthegnancy.

It is important to note that the findings odah chapter in relation to
stress have a cumulative affect, as there are ctofa, which dissipate
as the pregnancy progresses. For example, the pcesef a key event
(i.e. mother’s serious illness, absent spouse, lWeadr father’s family
history linked to poor birth outcomes, have a deledus effect on the
entire pregnancy. We should therefore assume thatfindings on stress
presented in this chapter have added consequentéseowomen’s
health and on the well-being of her fetus.

Below the discussion and findings on the broaeaaof stress in
relation to the pregnancy experience, begins wité influence of

history, culture and self-expectation.

The Influence of History, Culture, Family on Self-Epectation
Life stressors include situations that occarass all socio-

demographic groups. However, for people of colorddor the women in
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this study, there must be consideration given te vlast amount of
research, which links stress to the “unique pergowironment
transactions involving race,” which is a differeamtperience from their
white counterparts (Thompson, 1996; Harrell, 208Medley, et.al.
2003, Institute of Medicine, 2006). Additionallfrican American
women are confronted with the particular stressttvat emerge from the
simultaneous experiences of race and gender. Thegrition of such
factors provides a foundation on which all otherestsors rest. In other
words, black women start with a “stress glass” hfailff.

It is therefore, not surprising that the majgrof the women (5) in
this study cited the influence of a racial histogulture, and family on
their expectation of self. In many ways the wordstloe women in this
section helps in understanding how they coped veibld perceived the
stress in their lives. It provides a context foetiscussion of stress,
which, shaped by history, culture, family, and raeeidenced in their
own words.

The description below shared by Carla, a memdf a focus group (a
source of data from an unpublished research studyh@ same topic by
this author, 2001) is used here to enter the presteéon of findings for
this chapter. Carla’s description encapsulatesdkpeeriences of the
women in this study as they struggled to deal wsthessors linked to
history, family, daily responsibilities while maiaining their status.

Carla’s description also reveals themes linked e¢tf-expectation and
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self-worth as she struggles to perform ib@asiness as usuahanner,
while pregnant. The experience of racism, whichrl@alludes to in her
account, is not presented as an experience invghardirect affront,
which is consistent with how some of the women hmnststudy also raised

the issue.

Self —Expectation: One Woman’'s Experience
Carla

Carla, a thirty-three year old Black-Americéamale journalist,
mother of 2, and at the time, her family’s primaryeadwinner. She
spontaneously responded to the researcher’s detsonipf the study
(same topic), sharing part of her pregnancy stosyshe attempted to
negotiate her work and family responsibilities wahibeing pregnant.

Carla worked daily on the afternoon and lave®ing News, and then
rushed to catch the last train home, almost tworsoaway by car,
always with little time to spare. She imparted wishe described as an
“awakening” on carrying oubusiness as usuato the group, while being
almost eight months pregnant. On this particulaidky evening, her
boss insisted that she work on a “special” assignineWwhat was always
present in her thoughts was the reality that if she& not make it on time
for her train it would mean having to spend a nighta hotel, alone.
Carla:

Ok, so it was Friday and | couldn’t miss my train.
That happened several times before, and | was



163

determined not to miss my train. If | missed my
train 1 would have to get up early enough to catch
train so that | could be home Saturday morning. We
were trying to keep certain traditions going witlym
busy schedule, and | made a commitment to myself
to make the traditional Saturday morning breakfast
each week.

As | ran from the office | was angry, just feeling
really pissed off, but | had to catch that train on
time. “I had finally reached the platform and with a
laptop in one hand, a briefcase and handbag in the
other. | sped toward the doors, which were just
about to close, and leaped inside the train likeneo
crazed woman. | remember falling into my seat
trying to catch my breath and thinking, ‘what ineth
hell did I just do!” At that moment | decided thht
was going to demand car service. Here | was
working for the this network for almost five years,
on the main NEWS twice a day and it had not
occurred to me until then, at almost eight months
pregnant, to ask for what should have been offered.
| felt really stupid and angry. The thought to a®k
car service just never occurred to me. If | were
White, | probably would have kicked off my shoes
(she is going through the motions as she is talking
and places her bear feet on the end of the sofa,
leaning back in her chair) and put my feet up, with
an attitude of ‘ok, things are now going to be
different around here, because | am not in my usual
state,’ but instead | was just presenting the pemky
until the baby dropped, and did not even think atbou
it.”

Carla’s need to present herself as being ableonductbusiness as
usual,“l was just presenting the perky me until the batrppped,”
regardless of the challenges posed by her pregnamayher life’s
circumstances, speaks to a level of self-expectatitat is stressful to
maintain, with real consequences. In Carla’s cds, delivery was by

C-section, and several years later she succumbdxdast cancer.



April’s description below continues the dissixsn:

Influence of History, Culture, Family on Self Expatton:

April’s places her expectation of self in thentext of her family’s

history and the role she played within her family.

April:

In the description below, Yvonne credits an “ingrad” history and

| grew up with a bunch of older woman, my
mother’s the only girl to her mom; she has...there
are four of them and she’s the eldest. For me the
aunts | had were my mother’s aunts, so | grew up
with what | call ancient wisdom; with these older
woman in the family and that’s who | was around
most of my growing life. My mom had to work so |
was with them, | was there with them in their
trench; learning from them, caring for them, being
with them, you know | was the one in the family
who learned this stuff. So in the family I'm the @n
now who does the things that my great aunt and my
grandmother all of them are passed now, yeah | do;
I'm the burden woman, I'm the one that everybody
comes to, including my mother; when she’s sick or
has a cold, or they have a cut, or they need
something created, I'm the seamstress, or (pause)
whatever it takes. So it was completely normal to
feel that with three children and a baby on the way
that | could continue to work and do all the things
that | normally do.

164

her husband’s minimal help to her ability to deaklwadding another

child to her family.
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Yvonne:

So work was work, | think just the hustle and bestl
of family life was just, a lot. Umm, honestly we do
it because we have to, and as women, you know as
black women we have ingrained in us that level of
strength and tenacity. But without my husband
(giggles), 1 don’t how | would do it because when |
became pregnant, you know of course we have to
give them a little nudge, and once you give thera th
nudge they fall in place and then they do they step
up. So he would do the dishes, or do something that
he wouldn’t normally do that | would be responsible
for doing, to ease some of the strdag it was a lot,
you know with the nausea and just feeling bad, ill
and then having to do everything else, it was a lot
So you take a little breather and then you get ogd a
you do what you need to because it all has to get
done, and | have to work. That’'s my reality.

Dorothy, who had a demanding job at a hospaslan OB/GYN,
reveals an almost a stubbornness in yielding toaphparent physical
challenges her pregnancy was causing, althoughexiperienced “a
pressure” as her fetus grew, which often required to sit while
operating, or hold her stomach up. She continuegdrform her duties
as if all was well:

You know | really didn’t, | didn’t have any
pregnancies before. | didn’t’ perceive that | hatya
problems, so | thought it’s not really a big deal,
even though knowing that Derrick was not in the
country at that the time. | was living at home, at
that time we were living in a house, in a townhouse
So you know | didn’t have any maintenance, they
took care of the grounds; they took care of theweno
So all I did was drive go, go out and come home.
You know, most of my stressful interaction was just
with umm, being at work, but | had that, wasn't
necessarily unusual for me.
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Yeah | definitely didn’t attribute any particular
problem to stress, or think that | had any problems
at all; | thought that | was fine. Because | was
working in a teaching hospital it was really nokei

| was operating by myself, it was more like
supervising residents and so | could...which
afforded me the opportunity to be able to sit down
when | needed to, you know stuff like that.

Dorothy’s continued her account adding inflees of her family
history:

| learned from my mother... who worked
everyday...like now | tell people you don’t even
know what a sick day was. You had to be dead and
if you weren’t dead she was gonna Kkill you (laughs)
you were going to school. She’s from...she was born
in New York and born and raised in New York. She
is just like her mother who was also a very hard
worker, you have to do it for yourself, you always
have to be able to do it for yourself...so don’t
depend on anybody else.

Linda who was up for an important promotionddnot want her
pregnancy to be viewed as an impediment:

So for the first three months | just acted as thioug
nothing had changed. | needed that time to figure
things out. Hmm, | was beginning to feel real tired
though, but just pushed myself on the job.

Nothing really changed at home. When | got home, |
cooked and assumed responsibility for our three
year old, and did all else as | would normally do.
was no different for other Black women who had to
do the same. The celebration was over! | think with
my first child the celebration lasted a little loemg
[laughter].
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Freddie shared that she often thinks about her aveither:
Nothing changed | was working for a company that
had a 24 hour operation. | started out on a panteti
basis working nights and then became a manager. |
continued to work nights because that is what | was
used to. | was either sleeping or indoors durihg t
daylight hours and this was the shift I've been on
for years.
| was very close to my Mom, her oldest child, and
she worked while pregnant, plus much, much more.
It was rough for her. | think about her often... She
was very strong, still is. Black women always had t

struggle....but we are so strong. | planned to work,
yeah; | just did not anticipate feeling so bad.

Recognizing Stress

The research is substantial on the risk of loiwth weight and infant
mortality if the mother experienced stress durirgy pregnancy
(Wadhwa, 1996; Jackson, F. 2007; Malaspina, 2008 recognition of
stress and the role it plays in one’s health, asrdse medical spectrum,
has important implications in the reduction of stse and in addressing
the high infant mortality rates for Blacks (Harref00). The majority of
the women (7) in this study recognized stress dagrimeir pregnancy, but
did not always articulate a connection between ssirless and its impact
on their pregnancy. The exception was Yvonne, watla ther husband
during an intense argument that “you could stressaout and cause a
miscarriage.” Research findings support her staemwhich shows that
women who are caregivers heal more slowly aftepausal argument.

They tend to experience a prolonged stress respantdephysiological
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consequences (Mercado, et al., 199B9r the other women there was an
acceptance of stress, but a tendency to devaluanport.

The women were not aware of the disparity bedawélack and white
mortality rates, or the issues surrounding the BdNMenomenon prior to

this study; except for Dorothy.

Recognizing Stress

Yvonne acknowledged that thinking about neegdia prepare for her

new born was adding to her “everyday stress.”

In terms of what may have been added to my
everyday stress, probably just the preparation, the
realistic preparation of the adding this life torou
lives. Getting the guest room ready, umm financial
paying for daycare and a babysitter, who am | gonna
get to take care, cause | really want them to gato
daycare center as opposed to a homecare provider,
and just the overall preparation and finances. Umm,
and | tried not to think about it during the first
trimester.

Alana goes through a list of stressors:

| was dealing with keeping twins, on restrictions,
not being able to work, and in an abusive
relationship with my husband. My mother was
also severely ill at the time, and | was
responsible for my brother, sister, and my son
and my daughter while my mom was sick. My
sister was around eight and my brother was
around fourteen or fifteen.
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It took some prompting for Wileta to recalletlstress in relation to

her son during her pregnancy:

We were married for about two years, my son was
fourteen and | was working full-time. Everything
was pretty much...I’'m trying to remember but
everything was pretty much normal. We were and
are still working on two major projects; two albums
This took a lot of time, along with work.

Anthony (son) had school issues. His school
issues were always stressful. This particular year
it was very stressful because he was attending a
private Catholic school, and he was being almost
mistreated, so | was kind of at war with them
also.

Dorothy interjected her prolonged experiencieghwacism into her
description in an interesting way. It was as if shere breaking her

silence on a long-standing issue:

..... because that's just...you’'re used to being.. you
haven’t gotten here by not thinking that people are
racist, or not thinking that people are prejudiced
against you, not knowing that people have pre-
judged you. That's what you deal with, that’s what
you have dealt with every day of your life. But wha
I'm saying is that as a human being you’'re not
thinking, oh I'm getting stressed out at this morhen

Linda recalls having a lot on her mind:

Looking back I think | had a loh my mind. It
was enough in dealing with my son and all the
other things...it was an ah, really weird time.
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Coping with Stress

Five of the women shared how they dealt widrqeived stress. It is
interesting that the need to be seen as a being abhandle all
responsibilities business as usuatlespite being pregnant and feeling
sick, in contrast to the words presented by sevefahe women, which
conveyed a weaker stance: “I did not want to thatlout it,” “I could
only let in little pieces at a time.” This may sugg} that for some of the
women the number of stressors exceeded their capacicope.lt takes a
great deal of cognitive and emotional energy to stamtly respond to

stressful events (Harrell, 2000).

Yvonne spoke about her attempts to “delerngss” which raises an
interesting point. Stress is both experiential amdicipated, which
means the anticipation of stressful events can pcedthe same
physiological responses as the actual event. Tloeeefher attempt to

reduce stress was actually creating stress (Jack2007).

Coping with Stress

Yvonne:
| tried to, | made a conscious effort to say okday |
deal with the happy things like getting the room
ready, and telling everybody, but it still was tkeer
You can’t put stress on hold.

| would drink hot tea frequently; the flavored teas
and peppermint tea, chamomile tea. | would drink
tea at night to relax myself.
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Alana preferred not to think about things:

| never stopped to look at all the things | was
dealing with. If | had done that, | probably would
not have functioned. | just took one day at a time.

It took some prompting for Wileta to recalletlstress attached to her
son’s problems at school while revealing her copstygle.

| can’t say that it contributed [loss of infant]

because | was so busy with other things; there was
not much time to let things get me down. But |
remember that was something that was also going on
at that the time. He...Clay usually lets me handle
the school stuff but the family in general, whileew
were fine we all...l remember the day after | loseth
baby | remember going alone to the parent-teacher’s
night because there was serious stuff going on at
school.

Dorothy talks about not seeing stress assstre

You know | am also more informed about stress and
its relationship to prematurity. And what sometimes
we call stress, sometimes we're not looking atst a
stress, sometimes me as the individual I'm not
looking at it as stress because that’s just whaonl a

Linda admits to trying to select the amountstfess she will “let in.”

Maybe | knew that | could not bear knowing some
things at the time. | could only let in little pies at
a time.
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Sources of Stress

There are considerable research studies whexhonstrate measurable
stress responses to pregnancy issues concerningdakh of the baby and
the delivery proceséwarning signs),andchronic life stress, which is
the degree to which life situations are experienasdstressful
(problematic relationship with spouse; worries alidinances; secrefs
(Giscombe, 2005; Pennebaker, 2003; Wadhwa, 199@gMes, 2004).

Other research studies link racism to poorltteautcomes, most
formidably represented in the Institute of MediciReport, 2003. Stress
can be a chronic experience indicating frequent eagular assaults
(spousal abusepr it might result from an acute episode (i.e. dedbss
of job, divorce, etc)

There is also a ‘weathering effect” theory whiis observed after
prolonged exposure to stress which ages the indiaidroducing ill
health. In the case of pregnant women research asitggthat “weathering”
produced by cumulative stressors before pregnamsylts in poor birth
outcomes, supporting the importance for women toognize and control,

to the extent possible, levels of stress (GeroniniB92).

Sources/Medical Symptoms

Fears and anxieties during a pregnancy, dpeadiy those linked to
the health of the baby, the labor and delivery mes, triggers

physiological changes in the body, which can caadeerse birth
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outcomes(Wadhwa, 1996). This is an important reskdrnding as most
of the women in this study (6 out of 8) experiencal’rere medical
symptoms (warning signs), which caused fear andi@ttyx Warning
signs, as discussed in chapter V, are medical spmgtthat went
unresolved, and were often severe and persistematnre, and probable
precursors to adverse birth outcomes. Severahefwomen used words
such as “scared,” “worried” and shared a senseamhething “not right”

in relation to the medical symptoms they were exeecing.

In this sectiorwarning signsemerged as a source of stress, while
in Chapter V,warning signswere viewed as the probable outcomes of
stress; a dangerous cycle as both have adversetadfebirth

outcome.

Medical Symptoms (warning signs): Source of stress

Linda was very anxious about the size of heegnancy, along with
her necessary monitoring by a hematologist:

For one thing, after my third month | had to inform
the job because | had expanded so quickly. | really
could not understand how | was going to make it to
nine months, | was getting so big and | was cargyin
low.

Everything was always fine even when she [doctor]
referred me to the hematologist to ‘keep an eye on
my clotting factor.” He (hematologist) assured me
that everything was fine. | was scheduled to sema hi
monthly for monitoring. That scared me.
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Tina and Freddie were both “worried.”

Tina:

Freddie:

So when | was home | was in bed, because | was
either too tired or too sick. | was worried about
this because on some days | was not functioning
and | had a three year old and a job.

| stayed very sick to my stomach from the very
beginning. My doctor did all kinds of blood test,
including HIV but everything came back negative.
We heard the heartbeat of the baby and | felt bette
but still worried.

For other women there was an overwhelming semfsanxiety, which

triggers a stress reaction. Yvonne, for examplated that from early in

her pregnancy, she felt that “something was nottidt’s hard to talk to

your doctor about something that you just have alifeg about.”

Wileta’'s high anxiety was in anticipation tfe delivery:

| always had mental issues concerning pregnancy
because | was always...always umm... even with my
first child the issues for me, carrying the babyswa
fine, but | always worked myself up when thinking
about actual delivery. Constantly through my
thought process it always took me to delivery, how
it was going to happen. | never really processed,
this is how | analyzed myself, | always had issues
with the process of having a baby, cause that abvay
took me there (delivery).

Work and Job Security

There is no debate over the changed terraireiation to women

sharing the role of breadwinner with their spouakhough black women
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have a much longer history of sharing this rolertitheir white
counterparts due to disparities in employment oppoities and in pay
between black and white men. According to the Bure& Labor Statistics
(2010) among African- Americans, the unemploymeaterhas risen since
the start of the recession by 4.6 %. The currem¢mployment rates for
blacks is 15.6% compared to 8.2 %for whites . Ighii of this current job
climate, and the history of discrimination in th@bj market, the researcher
expected the issue of job security to be a sourcstiess for the majority
of women in this study. What emerged instead waseav of the job as a
source of emotional support where friendships wetm®ng, and a sense of

worth affirmed.

As demonstrated in the descriptions below, thagority of the women
in this study (6 out of 7) did not cite job secyrids an issue.
Additionally, the majority of the women in this sty, (5 out of 7) did not

view their job as a source of stress.

Feelings Related to Work and Stress
Yvonne recalled a “good year” at work:

Actually that year was a good year, because every
other year we have this big conference, which was
just January 20. So | didn’t really have big, big
events, | just had my regular events, so it wasn’t
that stressful.
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Dorothy did not view her stress at work as “unusual

| was living at home, at that time we were living i

a house, in a townhouse. So you know | didn’t have
any maintenance, they took care of the groundsythe
took care of the snow. So all | did was drive go, g
out and come home. You know, most of my stressful
interaction was just with umm, being at work, but |
had that, wasn’t necessarily unusual for me. Noghin
had really changed, except Derrick was not home.

Wileta stated:

My job has never been stressful, so that's neveznbe
an issue.

Freddie loved her work:

| loved my job, | loved the work | was doing. It
only became stressful when | was too sick to
function. | felt bad. My co-workers would have to
fill in for me.

April was familiar with the job, making it less stssful:

| was working in an alternative high school so thos
hours were kind of set. | was very familiar witheth
and the job wasn’t a hard job; it wasn’t any lifgin

or tugging. | sat down at that desk and | advised
teenagers all day. So it was... job, and was OK with
it. | liked working with the students. | didn’trid

the job stressful.

In contrast, Linda who enjoyed her work recalledtiner job was a

source of stress:

| loved my job which was stressful at times, becaus
of the issues and deadlines | always faced. But |
think it was especially stressful during this petio
because of the new wrinkles [promotion prospect
and pregnancy]. At certain points | really feltvas
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under the microscope. So many people seemed to be
depending on me to aggressively go after the job.

It can be assumed that Tina’s feelingswbher job, “I was in a

job I hated,” produced stress.

As previously mentioned, Alana, was the onlgmvan who did not

continue to work at the instruction of her physitia

Lack of Financial Options: Source of Stress

In this study, the majority of the women (Xpgessed feelings of
frustration, uneasiness, disappointment with regardheir financial
options. All of the women in this study had fulirte professional jobs at
the time of discovery, this did not add to theirilétly to take extended
time off for childcare. In 2004, for every dollaf wealth held by the
typical white family, the African-American familydd only 12 cents. In
2007, it had exactly a dime. (Ehrenreich & Muhamma@09)?>

For most of the women in this study, maintainigir current level of
financial security was not possible without the amte they generated,

along with her spouse, There were no excess furdsaside to

®The longstanding racial “wealth gap” makes Afridamericans particularly vulnerable to poverty when
job loss strikes. In 1998, the net worth of whiteibeholds, on average, was $100,700 higher thanftha
African Americans. By 2007, this gap had increase$142,600. The Survey of Consumer Finances,
which is supported by the Federal Reserve Boaltiats this data every three years—and every time i
has been collected, the racial wealth gap has widlefo put it another way: In 2004, for every dobé
wealth held by the typical white family, the Afrizamerican family had only 12 cents. In 2007, ittha
exactly a dime. So when an African American breaher loses a job, there are usually no savingalto f
back on, no well-heeled parents to hit up, noeeignt accounts to raid (Ehrenreich & Muhammad, 2009
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accommodated extended time off, and this was a c®wf frustration as
the women tried to balance work with motherhood,aoticipated
motherhood. These frustrations exasperated by arperng sickness
throughout most of their pregnancies, at work, dadsome feelings of
vulnerability in relation to finances were “scargue to relationship
issues with their spouse. More often, there wdsealing of
disappointment expressed about needing to workubhmut the entire
pregnancy, and not having the option to take exezhtime off after the

anticipated birth of the baby.

Lack ofFinancial Options: Source of stress
Linda’s frustration was exasperated by theggmects of a job
promotion:

| knew | needed to stay on, we needed 2 salaries, b
how happy would | be knowing that | did not pursue
the job, and | had to then work under someone else?
Maybe if | also had the option of walking away, |
would have felt differently; but | needed the job.

was just feeling uneasy about the whole thing.

Yvonne seemed a little disappointed in herbarsd’s inability to be

the sole breadwinner:

Every baby, | didn’t want to go back to work. Well,
well you know what it did and we had discussions
about that. And of course the ultimate answer was
no. I’'m sorry honey but we’re not at the point whker

| can be the sole breadwinner, umm and still live
here in New Jersey and still have the things we twan
to have.
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So | just knew that | have to go back to work, you
know it did bother me but again, it is what it is,
that’s our reality. Umm | just had to, | wanted &b
least have as much time as possible, at home. Yes.
Yes, and | looked forward to my summers off, that’'s
what helped.

Tina’s uncertainty about her marriage gave her ekess options:

Freddie:

Yes | was worried about me taking care of me. |
really was not making the kind of money to live
independently with a baby and a three year old.

| couldn’t leave my job, we needed both salaries. |
was not happy about my job. | was looking into
making a change, before everything unfolded. | did
not feel supported by Frank at this time. | even
started thinking about my options. It was a very
unsettling time for me. Things felt up and down all
of the time.

| could not stop working, we needed both jobs,
especially now. We had new obligations, new house,
and plans which required both salaries. There were
times that | was not sure. | was feeling so sicklan
so tired, | wanted to stop working, but | couldn’t.

Alana was placed on restricted activity andtimicted to stop

working. This created additional stress, as herbamsd’s financial

support was unpredictable.

| wasn’t working soon after. | had to stop. | wadd
to stop (working). On top of everything else, this
was rough financially. We needed both jobs. So it
was, you know not knowing when he was going to
come in, not knowing when he was gonna give me
money for household expenses, you know worried
about things like that. With the twins during this
pregnancy it was more mental abuse.
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Relationship Issues with Spouse

The majority of women (6) spoke of problentatssues in their
relationship with their spouse, which we can assumas exasperated by
the pregnancy (Hogan & Ferré, 2001), and was a s®wf significant
stress, extending throughout their pregnancy, asrdsiome, throughout
their marriage.

In chapter IV paternal support as a proteetfactor against low
infant weight and infant mortality, along with fimgs on the lack
spousal support experienced by some of the womeamnnduthe
preconception and discovery stages, were discussedpresented
(Gaudino, et al.1999; Reichman, 2006),. The dedcoips below show a
range of difficulties from communication issues,itdidelity and abuse.
The women’s accounts expose feelings of disappoerntimconfusion and

anger.

Issues with Spouse: Source of Stress

Alana described the length of her abusive tielaship with spouse:

At this point we were, | would say late in the
relationship we had been together for a long time,
and the abuse had started maybe the second year,
and we're talking about being at the eighth yeawno
or the seventh year of marriage.

Tina revealed feelings uncertainty and distrus

Everyone thought that we were the perfect couple.
They expected us to have kids and live happily ever
after. | felt we put up that facade for the saketloé
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family. I don’t know if my husband thought or
believed it, but | didn’t. Most times | did not kmo
what my husband thought. He was not a talker; he
had another life going on. | was just going through
the motions, not sure yet what | should do. He
(husband) was fooling around and | didn’t know if |
wanted to work at the relationship anymore.

Linda reflects that perhaps she could not btwaface her husband’s

infidelity during her pregnancy but knew all along:

It was some time after that | found out that he was
having an affair. | am not sure if that had crossed
my mind during the pregnancy. Maybe it did, | don’t
know. Maybe | knew that | could not bear knowing
that at the time.

In a previous chapter, Wileta described heslhand’s reaction to her
pregnancy, “He umm, wasn’t excited nor...he was likiee.wasn'’t
excited, he wasn’t upset, he was like okay gooddAhat was it.” She
later shared that his communication style was aststent source of

frustration for her.
She stated:

He can be very laid back, too laid back. It gets
frustrating. It is hard to get him to show emotsn
and when he does, its sometimes confusing

April explains that issues with Charles (harsband) became evident

after their loss, as she described him as becomdigconnected” and
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“short tempered.” However, it is suspected thatldeas existed in their

relationship long before:

Yeah, it got really hard after that | think for him
When it came time to pick me up at the hospital or
to visit me, he really didn’t visit that much. Itas
okay umm, he came to visit and then it was okay |
got to go see so-and-so about some business, or he
would sit and watch the basketball game and we
really didn’t talk that much then. | was worried,
because I'm wanting to hug and cuddle and he
seemed distant, and he was like | don’t want to hug
you cause | don’t want to hurt you; | don’t want to
touch your staples. And that was like the beginning
when it came time to pick me up from the hospital,
I'm calling and he was not home, he’d spent the
night out hanging with friends or somewhere else,
and I'm asking ‘what’s going on?’

April continues to give her reasons for her hustbanbehavior:

What | learned in retrospect, you know once again
being without parents he’s used to older people,
cause his parents were older people, who adopted
him; so he spent the night going over his
frustrations with one of the older gentlemen in the
neighborhood whom he counted on when he was
frustrated, or mad, or tempered, or whatever.

Yvonne shared that the weight of communicatproblems

experienced throughout the marriage became heaafiter the loss:

My husband is not the type of person to just open u
and say okay let’s talk, let’s just let it all outhave
to be the initiator. And even when I'm the initiato

it still isn’t even to the extent that | need. Umur,
course he tries to make it all better, but it’s tjuot
the same as what I'm looking for. This has always
been a problem for us.
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Secrets as Sources of Stress

Five of the women in this study reported higipersonal and
important personal information in relation to pregrty. Pennebaker’s
(2003) extensive research on secrets demonstratesink between
hiding traumatic or important information connectede’s personal life,
to increased incidences of stress related diseasélsienza, and even
cancer.

Secrets, as a theme surfaced at different soduring the course of
this research. The researcher first took noticaho$ issue when Yvonne,
Dorothy and Freddie shared not ever discussing whthir spouse, or
anyone close to them, their feelings of ambivalenfears and pressures
experienced in relation to having a bab8ecrets surfaced again, when
Alana shared with researcher that she did not hell doctor about the
abuse, “Because he did not ask.” In subsequentaxds, researcher
learned that Alana and her mother were the keepérdser secret in

relation to Alana’s abuse

Secrets Exposed: Source of stress
Alana’s and her mother were the keepers of Alarssisive relationship:
It was just crazy. | was too ashamed to let anyone

know what was going on. | went through all kinds of
changes to hide it. | was just crazy.
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Tina and Freddie felt guilty about consideriag abortion after the
loss of their infants. Tina also shared livingia for the sake of
appearances:

Tina:

| felt we put up that facade for the sake of the
family. | don’t know if my husband thought or
believed it, but | didn't. Most times | did not kmo
what my husband thought.

| went to my doctor a couple weeks after. | was
considering having an abortion. | felt terrible. Yo
know | was thinking about what | thought of doing
early on, and feeling like this was my punishment.

Freddie:

| had an abortion when | was... several years prior
and | thought this was God’s way of punishing me.

Maybe | did something wrong. | was very hurt...why
me.

Yvonne kept a secret about how she was feelfsgmething was not

right.”
After | first mentioned how | was feeling to my
Mom, | know | kept that worry to myself. | felt &t
something was not right, but the doctor kept teglin
me otherwise...until the end.
Conclusion:

The purpose of this chapter was to understdredwomen’s
experience with stress, the sources of their strassl their perspective

on stress, and its importance in their lives andtlo@ir pregnancies.



185

The complicated issue of self- expectationfaoged early in this part
of the pregnancy story, and the researcher attethpaesituate this
concept in such a way to provide the context to sheess experience as
revealed in the words of the women.

In turning to specific sources of stress, thmstffinding related to
their medical symptoms. The majority of women @{Jpressed feeling
“worried,” “scared,” “anxious” about the medical mptoms, triggers for
physiological stress reactions (Wadhwa, 1996).

The researcher was surprised to learn thatjobbewas not a source of
stress for the majority of women (6) in this studg.contrast, the job, in
most cases, represented a place where they receratdfication and
where important relationships were formed. Howewde majority of
women (6) expressed feelings of frustration, disappment and
vulnerability attached to the lack financial opt®attached to extended
time off.

Six of the women talked about relationship pllerhs with their spouse
during their pregnancy, and for some, throughowithmarriage.

The prominence odecretsin the studywas another interesting
finding. A majority of the women (5) reported hagipersonal and
important secrets associated with their pregnancy.

The findings in this chapter continued to M the pathway of stress
from the time of preplanning to discovery. In eadapter, the link

between pregnancy consequences and stress becdno@ger.
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In the next chapter, VII, findings and discims will focus on
reflections on the circumstances surrounding infersts, and the women’s
thoughts on why it happened. The aim is to expléecataterial helpful in
understanding the adverse pregnancy outcomes awomeen share the

final part of their pregnancy story.
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CHAPTER SEVEN

REFLECTIONS ON INFANT LOSS, HEALING STRATEGIES,
AND SUBSEQUENT BIRTHS

This research project opened with presentimglings related to the
larger context in which the pregnancy began, frdme pre-planning to the
discovery stages. In this chapter, the findingkate to the larger context
surrounding infant loss with a focus on events surrding the
occurrence, and thoughts on the reasons for pregnésss as told by the
person who suffered the loss. Here the researclstyome asks -
are there unique experiences, feelings, or thougktlicated by the
participants’ reflections on the occurrence of imtaloss, which might add
to understanding the adverse birth outcomes for woemen in this study?

In the first section of this chapter, all dfet women present
reflections on lossfull descriptions of the immediate events and the
emergency hospitalization. These descriptions aregrouped by sub-
categories, as it is important here not to intetrtipe flow of the
accounts shared. Their husbands’ responses, ifeshaand the medical
explanations provided to the women on what happemgdheir doctors,
are included to present a fuller picture.

The second sectiopest-infant-loss4s divided into two categories
and presents findings in relation to the grief dmshling process and

subsequent pregnancies.
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Ten findings emerged related to the women'B8e&ions on infant
loss, healing strategies, and subsequent birthe fitst finding was
attached to feelings of disempowerment, uncovergdtatements
expressed by the women (i.e.” | really don’t undarsd why it
happened.”) Four of the women in this study shasadh feelings.

Another finding had to do with the quality tife doctor’'s explanations
on what happened Five of the doctors provided explanations witttle
substance as to the reasons for infant loss.

In this study, of course, all of the medicaterventions tried,
regardless of the level of expertise, timing antemsity, failed at
stopping the premature births (Behman, 2007).

A surprising finding was that the majority tife women (6) still
made no connection between the stress they expeeicturing
pregnancy, and their poor birth outcome.

Four of the women were alone at the time ofithemergency
delivery.

Three of the women made reference to God eirtepiritual beliefs
when sharing their thoughts on why they lost thimifrants.

Four of the women who had subsequent pregrenbiad full-term
births without complications; although in Dorothytase, much earlier
medical interventions were applied successfullycomjunction with

noted changes in her life.
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Another interesting finding is that of the men who expressed
feelings of disempowerment, none were part of theugp of 4 women
who had subsequent successful pregnancies.

Four of the women who had subsequent pregreenaiso reported
significant life changes, compared to the other dnven who reported no
changes in their lives.

In this study, of the 4 women who had succaksubsequent
pregnancies, 3 had engaged in some sought of cdungseor ceremony
to help them go through their grieving process.

It is important to remind the reader that thevere no pre-existing or
medical issues reported by the majority of the won{@), except for
Linda, followed by a hematologist throughout mog$the&r pregnancy.
Two of the women, Dorothy and Alana, were hospizald for two to
three weeks prior to the loss, as medical intervemt were tried to stop

preterm births.

The descriptions below vary in length, detahd intensity. The
women’sreflections(what happened) are shared by each woman in its

entirety and start below with Yvonne.

Reflection on Loss

Yvonne contacted her doctor to inform him tls&te is spotting and
cramping. He instructed her to go to the hospitShe was in her™

trimester.
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And | was here with the kids by myself so | had to
call my husband and by that point so much time had
elapsed. | think if anymore time had passed | would
have delivered the baby here at the house. He came
back home, we dressed the kids went to the hospital
it was before I left this house that | was bleeding

So | knew right then and there that something was
terribly wrong. So we went to the hospital. They

told me to go put on my gown. | put on my gown.
She said I'll be back to examine you, and | saidlwe

| have to go to the bathroom first. Went to the
bathroom as I'm getting up | felt pressure, andaldh
my baby shortly after.

Meanwhile, I'm of course crying hysterically and

my husband came hours later, because we had to
find someone to take care of the kids...everybody’s
working...so my father-in-law came...so that was the
horrible, horrible...

Cause my cervix wasn’t closing so they just wanted
to do a DNC just to make sure everything was out.

Response of Spouse:

On our way to the hospital, you know he was crying,
and | had to be strong for him. And | said you know
I’'m gonna leave, you have to be with these kids, so
you know get it together. Umm, but he was very,
very umm, surprisingly distraught. And | say
surprisingly because you know, as women we’re
carrying that baby so naturally we’re going to me i
distress. And you don’t think that men, connectwit
the babies as your carrying them. He was definitely
connected with this pregnancy and that baby. Umm,
my Mom even told me that he cried with her on the
phone.

Doctor’s Explanation

Umm and he was very, very, very empathetic
He was [doctor} very comforting. He was a man,
part of the practice. Again, one that | didn’t rbal
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nothing that | could have done to cause, there’s
nothing I could have done to prevent it, it happens
more than | think, I think the numbers were one out
of four pregnancies, this was my third, it’s not
uncommon. It doesn’t he mean, he said, it doesn’t
mean that the baby was necessarily...he said there
was something wrong with it, but basically there’s
nothing that | could’ve done... S: Meaning, | didn’t
do anything physically to impact the loss of the
baby...

Yvonne’s thoughts on what happened

Dorothy

I've asked myself that question so many times. Umm
honestly I think that this particular, something sva
wrong with it, something was developmentally
wrong with it or | don’t know. Something was wrong
with my egg, or my husband’s sperm that created
this little guy who couldn’t make it. Now why, the
heart beating so strong it seems like he was timgvi
or she was thriving, | don’t know, | don’t know wha
went wrong. Cause | would think that if there was
something wrong it, it wouldn’t have even gotten
that far. But you know, I'm not a doctor | don’t
know. But | do think something was wrong with it.
Right. It just seems like there has to be a readmt

it happens, it just doesn’t happen out of a vacuum.
Why this infant didn’t survive. (Pause) So I'm
wondering if maybe there is something we can do,
maybe to prevent this from happening again.
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Dorothy was referred to a high-risk doctor weees her following a

period of strict bed rest for one week. She hasseibeen in 2 different

hospitals for 3-4 weeks and was in her™#week of pregnancy at the

time of delivery:

So they took out the stitch, they started to induce
me and almost a day later, the next day was
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Christmas day. It looks like somehow...well
either...well it had to be... because according to
them the baby was initially with the head down
when they tried to induce me. Then the next day
when he came, the baby had turned to be in the
breech position, and so he was like we can stillado
vaginal deliver if you want but there’s risk of
what’s called decapitation, because the head is
usually bigger...so he was basically like do you
want to have a C-section? | agreed to have a C-
section...while crying. So that’s when my son was
born, December 25, 2006.

| mean | did think that | was okay. Umm, | my
son...passed away in July, so that was just like...it
was a relief it was a very mixed bag, because he& ha
had so many surgeries, and ups and downs and
different problems. So you know, on one hand you
know want everything to be successful and for him
to get better but you know, but at the same time
with each set back and | think by five or six mosth

| had had it. | was exhausted, and | was just like
how much more can | you know really go through.

Response of Spouse:

Well, you know I think that.you know..well by

now Tony had come back [after the birth, baby is in
neonatal]. Again it was all crazy because in that
time period of me going for this ultrasound andttha
ultrasound and being hospitalized, he’'d gone fog hi
immigration interview and he got approved and he
could have left the next day. But you know | said
well, because you can’t go over there and say I'm
only gonna be here for two years can you give me a
job, I said just let them know what’s going on, kal

to them, just give them a reasonable time period an
then you know try and get back over here. So he was
gonna try and work through the end of the year, and
January he was gonna come and blah, blah, blah.
And for West Africans Christmas time is a very busy
time of the year, a lot of West Africans are trawnel

to their homeland, because they have a lot of
cultural celebrations. Once | delivered on Chrissma
day, it wasn't like he could just pick up and get o
the flight the next day, so he had to...you know & lo
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of things get closed down because of the Christian
holidays and the Muslim holidays, it’s not like leer
where you just pick up the phone and there’s just
somebody there 24 hours. It just doesn’t work like
that, which is difficult for a lot of people to
understand. Umm for me because | had experienced
it from going there, | knew you know there’s

nothing he could do. Umm, but he eventually did
come in January, because that was the... he came
like January 10 because that was the earliest fligh
his brother could get him on, to come back. Because
a lot of people from here go to Nigeria for the
holidays, and then they all come. It's just

ridiculous. So that was the earliest time he could
come back, so you know he was having his own
issues because he wasn’t here maybe if he had come
back sooner, you know something, he could have
done something. So whatever, that was a whole
other thing. But Uhh...(sigh).

Doctor’'s Explanation

Well looking at it, at that point is that at thene
when they were able...when | did go for that
ultrasound the cervix was short so. It’'s called an
incompetence cervix and the only problem at that
point was that the process had already
started...so...the doctor that helped to take care of
me umm, he talked to my mother, one of the times
that she happened to be in the hospital, and at the
end of the whole thing he said you know there is
some information about heredity and incompetent
cervix and about six percent of people, it’s not a
well defined type of thing just tissue protoplasm
strength blah, blah, blah, so he said that may have
been a contributing factor. Which of course in the
traditional way of training actually people don’t
really talk about that as being a significant facto
for other women delivering pre-term? So it’s not
something that you really focus on, or is
documented very well in literature.

Dorothy’s thoughts on what happened:

Well | think if what the doctor is saying is trum
my case, umm that would be a contributing factor.
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Because | can only look back now and think, was
that when everything started? [She is referring to
the pressure she was experiencing that required her
to sit or hold her stomach up]. In my mind at that
time | just attributed it to the normal wear and
tear...yeah. And | think the episode in New Orleans
was also.... in looking back there were things
happening which | was not paying attention to, or
just not giving value....

Well you know | think that before that time you
interact with a lot of people...l interact with a lof
people...a lot of physicians. And | can very easily
see how women are just hard-pressed to find
somebody to really listen to them. It’s a difficult
situation because | understand it from the doctor’s
point of view and | also understand it from the
patients point of view, but | certainly I...but an
older physician also told me that sometimes you jus
have to listen to the patient you have to forgebatb
defiance and you just have to listen to the patient

| don’t really know if it’s going to help. But you

can’t teach...you know the problem with physicians
is, most of us are coming into this as
adults...very...you can teach people book knowledge
but | can’t teach you how to be a kind human being,
how to be a nice human being. When you came out
of medical school you either were or you weren't.

Alana
Alana shared what happened after walking ufpights of stairs

(precipitating cause) and later, during the samermgmg, experienced

contractions. She ended up in the emergency rodrare interventions

began to stop her preterm birth; she was in herdthiimester:
So | was hospitalized and they put me on all these
different, | mean so many drugs to keep me from
contracting. Yeah | was contracting on and off for

the duration of the two weeks. At the end of the
second week | started contracting, | was open telit
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more, | prayed and said God | can’t, it's up to you
I'm ready. If it’'s gonna come let it come because
I'm tired. And no exaggerations, no medicine they
gave me worked | just kept contracting for two
weeks

Their heartbeats [unborn twins] were still strong,
and they were still moving. They rushed me up to
the delivery room and just explained to me the
twins’ chance of survival, and they asked me if |
wanted to resuscitate them. They asked if | wanted
to have a specialist there, the pediatricians thard
you know the team and | said of course. Cause
either my choice was just let them come and you
know, so | said no we can try. Something in my
mind told me all the trying is not going to helpo S
anyway they took me and the doctor that did the
delivery he took this object up and my cervix and
made my water burst. And | mean a water bag for
twins, oh my gosh water was just everywhere and |
started pushing and | pushed out one, and | thiak h
was stillborn, the first one and the second one €am
out and I think she breathed for approximately six
minutes. You know they worked on her and she was
breathing for like six minutes, and then they tahe
that she didn’t make it. And they wrapped them up
and they just brought them over to me.

Umm, my mother was there and my father, and the
babies’ father, and my aunt.

Doctor’s explanation:

The weight of the babies, sometimes the uterus tcan’
hold their weight especially after having other
children. They made it seem like it’'s a type oft “i
happens” thing; not like something was wrong or
stress or you know nothing like that. It was more
like sometimes your muscles can’t hold that weight.

Alana’s thoughts on what happened:

Umm | think that walk up the stairs did it, because
was fine before that. It’s not my only thought, I'm
really into my spirituality and | understand that
things happen for a reason. They [twins] made a
strong impression, they made a stronger impression
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not being here than being here. (Sigh) Hold on one
second. (Pause) Yeah, but they made a strong
impression not being here. With the documentary
and people coming to me and telling me their
stories, they made an impression, that's how | feel
about it; they did what they needed to do.

Wileta:

Wileta’s description is the shortest, whichciensistent with her style
of communication throughout, and probably refleatsegree of
unwillingness to relive this part of her pregnanstpry. She was at the
end of her 29 trimester.

Umm...when it actually happened...l knew what was
happening cause | knew that | was losing the baby,
but when it actually happened it was very
emotionally draining and | was quite devastated. |
had called my doctor from my job (pause). | called
my doctor and my husband from the job and | went
straight to the hospital from there, so Clay
[husband] wasn’t with me. He was actually working
when this was actually happening. He [doctor] told
me to go straight to the hospital, when | told him
what was going on [bleeding] because | had gone to
work that day, and he told me to go straight there.

Response of spouse:

My husband he was very eager about it, very
confident about it, very protective about it.

Doctor’s response:

All he said was...next time | saw him he asked me
how | was feeling, and gave me the statistics again
and said don’t worry about it, this does happen and
it doesn’t mean you cannot have another baby. And
that was really it.
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Wileta’s thoughts on what happened:

| don’t really understand why it happened.

So...1 don’t think...something happened...| just
think the baby was not forming correctly and that
my body knew it.

Freddie

Freddie was told by her doctor to go to theeegency room after
experiencing cramping. It was about 12 hours attetay of exhausting
events, including work. She was at the beginnindef third trimester.
Her quote continues from a prior description whehe talked about her
poor treatment, which she attributed to race (Cleapf):

...... that same doctor examines me and the pain is
excruciating. | don’t want him to touch me. A black
female intern comes into the examining room and
she sees that | am extremely upset and | between my
tears share some of my story. She was the first
person during that time that was responsive. She
told me that she was going to find a doctor.

By this time Eric (husband) left the room to calym
medical group. Now | am starting to bleed more.
The blood is really red. Shortly after this | was
taken down for an ultra sound. The lady performing
this test said nothing. | could tell by her respens
that something was wrong. Eric was looking at the
ultra sound and he said, ‘Freddie. | think it is OK

By this time more than 5 hours lapsed and the imter
now performed an internal examination. Right after
that my water broke and gushed out—it was mostly
cleared with a little red. My doctor finally ap preal
and clearly upset by all that had happened. Slok to
over. She took over. “lI need to do a D and C.”

I've been there since 5:00 pm and it is now 10:30
pm. All | kept thinking was “What have | done to
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deserve this!” The procedure was done and |
remained in the recovery room for some time.

Response of spouse:
We were both so exhausted by the end of all this....
He was mad as hell. You know, the way things went.
That was something to distract him from his grief.
know he was feeling terrible about the whole thing.
He really did not want to immediately talk about it
We both needed rest.

Doctor’s explanation:
She only said that sometimes these things happen

and said | should be able to have children in the
future. He was right [laughs].

Freddie’s thoughts on what happened:

It is interesting that Freddie does not brimg the events of the day
that precipitated the emergency delivery, even thitoghe mentions it in a
preceding section, underecipitating causes.She also talked about God
punishing her under the section blame but here she tries to identify
something physical as the possible cause:

Maybe it was something physical. | know that | have
a tilted uterus. So does my mother. My doctor does

not feel that this is a problem. | think | was alsmm
thin...

Tina
Tina collapsed within 12 hours after returnifrgm St. Louis. She

was 6 months pregnant. She continues her descmpafowhat happened

below:
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Tina:

Shortly after | came to | started vomiting and hayi
sharp pains, cramps. By then my doctor was there
and examined me. He told me that | had dilated
quite a bit and he would have to deliver the baby.
He told me that my water broke, but | didn’t feel
when that happened. | was crying. | knew the baby
was not going to survive. | was just in my sixth
month.

They were trying to stop delivery, but | knew it
wasn’t going to work. | was crying. | knew the bab
was not going to survive.

| felt terrible. You know | was thinking about what
I, I thought of doing early on [abortion] and feeg
like this was my punishment.

| really don’t understand why it happened.

| do know that the pregnancy was different and |

often worried how | was going to make it through

the full term if things did not change and theral di
not seem to be a change in sight. | just kept timgk
about what | was considering earlier [abortion] on
and felt really, really bad about that.

Response of spouse:
My husband was there and was really, really upset.
Doctor’s explanation:

He said that there wasn’t anything that | did wrong
He said sometimes it happens, and he told me the
stats, which | do not remember.

Tina’'s thoughts on what happened:

| do believe that my trip had something to do with
it; | mean things rapidly fell apart right aftergiot
back. But | also think that the timing was not good
| mean there was a lot of internal stuff going on
with me at the time. God has a way of working
things out.
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Linda called her doctor because she was exmeing cramps. She

explains what happened after following her doctairistructions to take

milk of magnesia. She was 6 months pregnant.

Linda:

So | did what she instructed me to do and woke up
about 2.5 hours later to cramps that were more
intense. | called her again. This time she told toe
go to the ER. It only took a few minutes to get the
and we were placed in a room and waited for about
30 minutes before being seen by a doctor.

At this point | was six months pregnant and
everyone was concern about the infant being able to
survive outside of the womb so they attempted to
stop premature labor.

| was scared. | started to cry uncontrollably. This
nurse who was with me the whole time said, ‘Linda.
You must try to gain control of your emotions
because it can really create more problems.’ | Iyeal
tried to pull myself together. | can hear her voioe
my head now. It really gave me strength.

They waited for about 30 minutes before they
examined me again. After that examination | felt my
water break and the doctor explained that they
would have to deliver the baby. He told my husband
to put on a hospital gown and to follow us in now!
We were not even in the section of the hospital
where they normally deliver babies. It seemed like
at the moment they wheeled me into that room the
baby came out. The baby just gushed out and | felt
my heart break. | was praying that maybe she would
live. At that point my doctor arrived to clean me,u
and to make her money. | could have done without
her.

She was just too small and struggled for life for 7
days
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Doctor’s explanation:

She never expressed anything to me about my loss.
To tell you the truth | wondered if she remembered
me and the circumstances when | went to see her for
a follow-up...maybe she felt bad about it and did not
how to deal with it.

Ha, | don’t see her anymore.

Linda’s thoughts on what happened:

Looking back I think | had a lot on my mind. | als
wonder if | was going to be able to physically carr
the baby to term; feeling so terrible most of the
time. | really don’t know | don’t understand what
happened. | just felt burdened with a lot at thmdi

April

April was examined by her mid-wife who instted her to meet her
colleague at the emergency room after coming in thusevere pain.
April is not clear about exactly what was happenibgt feels the
urgency. She is in her"2 trimester. She explains:

| arrive at the ER and she is waiting for me [other
mid-wife]. So they wheeled me in a small room
where | am examined, and there’s about four or five
other people in there, and the doctor’s like okay
strap her IV up and do this for her, and so I'mdik
what’'s going on here? And the doctor’s like okay
great and they’re again kind of like ignoring me...
He finally tells me that they have to do an
emergency procedure. He explains that the baby is
in distress. He will talk with me after the procedu
Everything will be alright because they were going
to take good care of me. He says that ‘I shouldaxel
now we’ll talk.” He asked me to start counting down
from 99. That was the last think | remembered.
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So | wake up in this room, and there’s maybe other
people around my bed, so from what I'm
understanding it’s an observation room and umm,
I'm like okay why am | here? Someone comes to
check on me and they're like how are you feeling?
How’s you're pain? I'm like well I’'m not in pain
right now, but what’s going on?

Later maybe hours later, I think | fell asleep and
slept for 1 don’t know how long, the doctor finally
came around and said...and again I'm gone here, |
really can’t recall what he said. | don’t remember
anyone telling me | had an abdominal pregnancy, |
don’t remember anyone telling me | had surgery. |
think somehow the conversation must have been
wah-wah-wah-wah-wah, the end result was | figured
out | didn’t have a baby anymore but | couldn’t hea
it.

| don’t remember in all honesty, | don’t remember
anyone saying to me, “We had to take the baby,”
because of any situation, | don’t remember. So when
| eventually got out and went to see the doctoenh
she explained the baby somehow, don’t know how,
because we saw it in the womb, we saw it on the
slides...how did it now get situated outside the
wound?

Doctor’s explanation:

We saw this baby forming; there shouldn’t have
been any problems or complications at all. I'm at
her office for visits and we’re looking at the cdil
every time. | don’t think that she (mid-wife) tholig
anything was wrong either. She tried to be
comforting, but | could tell that this situation wa
upsetting to her.

Response of spouse:

The relationship became very strained afterwardls.
was touchy, and sensitive, and accusing...anything. |
don’t know it just seemed like we had, before that
couldn’t remember an argument, but then it’s like

we couldn’t say the right things. There was no real
good conversation without something of it becoming
an argument for one or the other; someone seeing or
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hearing something and taking it the wrong way. So
it got a little hairy.

| think umm, | don’t know all | can imagine now is
that it was subconscious, cause | don’t think we
talked about me losing the baby...I'm sure, that’s
not a thought we never...we did not talk about that.

Our marriage ended less than a year after the death
of the baby.

April’s thoughts on what happened:
| think it was a result of my abrupt and extreme
movement, which just caused something weird to
happen, that rarely happens. Everything was really
fine before that.

Post-Infant Loss

There is significant research (Price, 2008ny2001; Morton, 1990)
which focuses on what happens following the deaftlorme’s infant, which
is extremely important, but does little to illumiteathe possible reasons for
infant loss. However, the pregnancy stories of ehght womenin this
study included themes, which emerged attached eoptst- infant loss
period, and linked to factors that may be usefuuinmderstanding poor-birth
outcomes for this target group.

It was clear that most of the women were eaigeshare this
information. Therefore, the material shared by themen, which covers
the post-infant loss time period, is included haepart of the ending to
their pregnancy experience. The major themes disedsbelow are coping

with grief (healing strategies), subsequent pregnas and the significant

changes in their lives.
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Coping with Grief: Healing Strategies

The grief responses are more reflective oflmgpstrategies shared
by each woman. An interesting finding in this syuid the link between
certain kinds of healing strategies to subsequerticessful birth
outcomes. Of the 4 women whom had successful sgibset births, 3
received counseling, or participated in ceremonwbich helped them to
reach a sense of closure.

A number of healing strategies employed arerded in their words
and activities of the women and include: Taking et; Ceremony as a

Source of Healing; Moving On; Time as a Healer; dnelaying Action.

Healing Strategies
Taking Action

Dorothy was the only woman in this study whamught counseling
sometime after the passing of her baby boy.

Umm fine, you know it’s gotten better, you know in
the beginning you know you don’t talk about it, |
was fine, | was completely fine. And | actually...did
eventually get counseling but almost for like a yea
later, because around Mother’s day like the next
year or so, he passed away in July, so | was
fine...and then | don’t know it was either before or
around Mother’s day. And | just kept thinking
Mother’s day, Mother’'s day, Mother’s day well am |
a mother, am | not a mother...and I...Uhh.... Oh
yeah, so | just couldn’t go to work without crying,
because | couldn’t figure it out. So | did eventhyal
get counseling, so that was very helpful. But you
know I'm okay, I think I'm okay.
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Ceremony as a Source of Healing

Alana was the only woman who talked about bugial ceremony for
her infants. It is evident that the experiencebiging able to share her
story with others, as she assisted in the makinghefdocumentary, also
proved to be a mediating factor in helping her capéh her loss and the

suffering surrounding her during her pregnancy:

We had a burial for them, so | actually got closure
We had them cleaned and dressed and everything,
and actually we had a casket we had made for them,
and my mother has a picture of them.

| mentioned the documentary before. | mean for the
most part he [researcher] just kept me busy working
on the documentary after the babies were born.

Yeah, he was terrific; he’s a documentary
filmmaker. And he actually did, he did a
documentary on faith when faced with death and
serious illness, and the ending stories. My mother
agreed to participate when she got sick.

It shows how far does a person’s faith will carry
them, do they keep their faith even after tragic,
traumatic experiences? He’s been a lifesaver for
me. He got me right when | came back from the
hospital, and | think there’s some footage of me to
when | was in the hospital.

During this time | met a lot of people who saw the
documentary and a lot of people who went through
the same thing | did, and they wanted to meet me
and tell me they understood and thank me for
volunteering for the documentary.

April was not only coping with the loss of herfant, but also the loss of
her spouse. She had a cathartic experience aftgagng in a ceremonial

activity:
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It didn’t register, | didn’t even allow it to be a
second thought, it was like you know | almost took
myself back from being in recovery after having
one of the children; or | sprained my ankle or
something or it was just something | was just
dealing with. And | didn’t...l1 couldn’t do it...

Pain. Pain. When the reality hit me, again we

had split up already for some time now, and | was i
my home, | got a call from.... | got a call from a
friend that his wife had passed. She too was a good
friend. He wanted a woman to dress her, who knew
her, and to prepare her for her casket. Okay
great...I'd never done it before. | go to the funeral
parlor and the family was already there, the hugban
was sitting outside with a little baby, a boy abaut
year old, and there she lay. She had passed giving
birth to a baby. She had Sickle Cell and the report
was that the doctor had advised her not to have
anymore children. So, | along with another friend,
we’re caring for this woman and | remember being
very sensitive and nurturing, and loving and
carefully caring for this body; not till | got home
and | was trying to go to sleep did it hit me, that
was me, that woman could have been me, | was on
that edge and didn’t know it. And | spent the night
just crying. | felt that had finally mourned the até&

of my baby.

Time as a Healer
Tina
Tina stated, “God has a way of working thinmst” in sharing her

thoughts on what happened. This probably refleciadpart, a source of

comfort during her grieving process. She stated:

It took awhile, | am fine now. Time heals; it's bee
almost three years. Things are much better between
us.
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Linda
Linda’s process seemed to involve staying husyd giving herself
time to heal. She stated:
| just remember going back to work soon after and
got distracted. There was a period when | wondered
if | needed counseling, but just umm, decided to

give myself time to heal, just kept moving. | am OK
and | think my husband is OK.

Moving On

Wileta’'s pregnancy was unplanned with a greaal of expressed
anxiety surrounding the process of birth from thmée of discovery.
Wileta’'s short response is interesting, and prolyat@lvealed a degree of
relief:

When | lost the baby | was very upset about it, but
was like okay let’'s move on.

Freddie became pregnant only months afterlbes, which may have
inclined her to a more philosophical perspectivéhings happen for a
reason.” She really did not reveal much in relati® her grieving
process:

We did receive a written apology with adjustment
to our bill after writing a letter and making a ski
over what happened. | am still very angry. Very

sad, but | guess things happen for a reason. | don’
know.
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Delaying Action

Yvonne expressed needing counseling but hasmm/ed on securing
it. It is interesting that she used a similar sé@y in dealing with stress,
“I tried not to think about it during the first tmester.”
She stated:

And | know | needed to and | think | still do [seek
counseling]. Mmm hmm (yes). But, and you know |
think | do because...for various reasons. My
husband is not the type of person to just open ng a
say okay let’s talk, let’s just let it all out. lake to
be the initiator. And even when I'm the initiatadr i
still isn’t even to the extent that | need. Umm, of
course he tries to make it all better, but it’s tjudt
same as what I'm looking for. Umm and | think the
only way I'll get that is if | talk to another wonma
who’s experienced it or I don’t know, | really dan’
know what’s gonna help. Umm, but it still is a very
Pressing issue, emotionally, mentally and | think i
also very emotional because we’re still on the
planning, or thinking about having another baby,
and that fear of whether it’'s going to happen again
Could it happen again? If we were to have a child
with a disability or problem, that's a fear. It&0
funny, because when my coworker lost her baby |
pulled up all these resources, and | said you htave
go talk to somebody. And here | am going through it
and | haven’'t.

And | have, and he’s told me he says | know you
need to talk about it and | need to talk aboutAihd
I'm sorry | haven’t because that’s just the way |
deal with things. Umm but | really don’t think hs,i
not that he’s not capable, but | don’t know how.
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Subsequent Births

It is interesting to note that there was addeone significant change
in the lives of the 4 women (out of the 8) who haubsequent births,
during the time period following their loss and grito their successful
pregnancy. Additionally, as mentioned, none ofshavomen are
representative of the 3 women who expressed feslinfgy
disempowerment.

April

Although April was warned that it was unlikeshe would have more

children, she remarried and had two subsequentpaggies:
Twice! And they said | wouldn’t...shouldn’t be able
to get pregnant again after that. They were bath f
term, both natural births. One was 8 Ibs. 6 0oz.d an
the other was 7Ilbs. 20z.
| can’t say anything changed, except for a new
husband. I am still working full-time, but at a
different job.

Dorothy

Dorothy gave birth to a baby girl almost tweays after the loss of
her infant. Her husband was working in the US thgbout her entire
pregnancy. She stopped working after her firsingster and placed was
on bed rest much earlier than in her prior pregnan8he was diagnosed
with gestational diabetes, and carried to full-term

I'm thinking about it; in light of her being you low

the only child. But | mean, with the pregnancy with
her, | was out for like six months, so it was likeu
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know it wasn’t bing-bam-boom: With her well, | had
the stitch a lot earlier, so | had that and | got
gestational diabetes. Yeah, you know it’s like ctan’
you just package it up and you know put it here.

Alana
Alana ended her long-term abusive relationshigmarried and moved
to another state. Her baby was born full-term wiah complications:

Well I'm with someone new and we’'ve been married
for three wonderful years and he’s the one you’'ve
been waiting for after all the hell, and he’s greand
we just have the one [child]. So there was three by
my ex, and one with my husband. My baby was full-
term without any problems, thank God.

Freddie

Freddie, who was approximately 15 Ibs undemyj and worked
nights at the time of her prior birth, gave birttig time without
complications, to a baby girl. She explained thamrges she immediately

made when she learned that she was pregnant:

Yes. | did not really give myself a chance to lose
the weight from the first pregnancy so | am much
heavier although | don’t feel that way. | feel gho

| changed my work schedule. | am working days
now. | eat breakfast every morning, and have a
yearning for oranges. On occasion | have back pain,
but not the kind of constant sickness | experienced
during the first pregnancy.
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Conclusion

This chapter concludes the four sections ardiings.

The researcher explored the larger contextmumding the pregnancy
from the time of preplanning to discovery and tloder of medical and
health issues on the pregnancy experience. Add#ilyn other areas
included the women’s perception of stress, its seuand its impact on
their pregnancy experience, and in this chaptegms, feelings and
thoughts surrounding the event, pregnancy lossJihgastrategies and
subsequent pregnancies, for answers to the resegurebtion.

In this chapter, the women who suffered theslof their infant took
a reflective look back on what happened; sharing ¢vent/crisis, their
feelings surrounding the event, which might helpumderstanding their
adverse pregnhancy outcomes.

A number of interesting findings presentedtims chapter are
discussed more extensively here:

The first finding is related to the feeling disempowerment,
uncovered in the words of the women as they reBdconwhy the death
occurred (i.e.” | really don’t understand why itpw@ened”; | “don’t know
what went wrong,” “How can | stop this from happeg again,” “I
really don’t understand why it happened.” Four beétwomen in this
study shared such feelings.

It is also fascinating that of the 4 women widhia not express

feelings of disempowerment, all went on to have saduent pregnancies.
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Any feelings of disempowerment experiencedtbg women were not
remedied by the doctors, who provided explanatidesoid of
information which could help the women understankywher infant did
not survive (i.e.” It happens more than you thinkiHe gave me the
statistics and told me not to worry,” “Sometimesnds just happen”).
Five of the doctors provided explanations with letsubstance as to the
reasons for infant loss. The exceptions were Doytdhldoctor who
shared specific, albeit speculative, informationdaAlana’s doctor who
provided a concrete answer, “Sometimes the muscbamot support the
weight”. Linda’s doctor provided no explanation.

In this study, of course all of the medicaterventions tried,
regardless of the level of expertise, timing andtemsity, failed at
stopping the premature births. Although, this targepulation suffered
infant loss, the degree to which efforts were madestop the pre-term
birth must be mentioned, as it supports the growmedical concern that
the current methods for the diagnosis and treatme&Efnpreterm labor are
currently based on inadequate information about hpopeterm birth can be
prevented (Behrman, 2007; Robinette, 1995). lbadsipports more recent
research which questions access to care as an eaptmn for the rate of
disparity between black and white infant deaths i(®h al, 2004), and
provides a clue on the disparity still persistemdr fwomen who have

access to care.
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There wee also interesting findings relatedstdsequent births:

Of the 4 women whom had full-term subsequent birtad reported major
changes in their lives (i.e. new husband, major moand change in work
shift, and weight). The women in the study alsoiddfresearch findings
which demonstrates that women who experienced anyeareterm birth

(<32 completed weeks) have the highest rate of reanurpreterm birth in
subsequent pregnancies (Esplin, 2005). Four of the@men who had
subsequent pregnancies had full-term births withocdmplications;

although in Dorothy’'s case, much earlier medicalteinventions were
applied successfully, in conjunction with noted algas in her life

Additionally in this study, there was a linletween subsequent births
and engagement in healing activities (i.e. counsgland ceremonies). Of
the 4 women who had subsequent pregnancies 3 hgdgad in these
healing activities.

The majority of the women still did not makecannection between the
stress they experienced, and their poor birth omeoOnly 2 referred to
the stress they were experiencing, at the timer@fgmancy, when sharing
their thoughts on what happened.

The next chapter, VIII, will scrutinize thenfiings presented in the
preceding chapters in the hope of discovering wihatll means, and

discussing the implications for Social Work praatic
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CHAPTER VIII

Analyzing and Interpreting the Findings

This multicase study, using a sample groupiafht black-American
women, explored the possible reasons for infanslosthis target group.
The primary research question, which guided thisdgtis -given the
disparity in the infant mortality rates among mi&dtlass black and
white women, are there factors attached to the prawcy experience of
middle class black women, which could help in ursedanding the
adverse birth outcomes for this target group?

This research is exploratory in nature andtcidmutes new concepts
and findings for further research on the BIM pherearon. The more
recent research suggests that the stress paradifgnsoa perspective,
which seems feasible in examining reasons for plwioth outcomes for
this target group, in contrast to the poverty pagad (Berg et al., 2001;
Lobel, 2008; Mathews et al. 2002; Lu, 2008; Smedleyal. 2003). The
researcher hypothesized that stress played a rotde poor birth
outcomes for the women in this study, and the fngd explicated in this
study tend to support the hypothesis.

Each of the four preceding chapters on findirpgesented related

research questions, which guided the exploration:
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= Are there variables attached to early pregnancy gpenning and
discovery stages, which helped to shape the ergregnancy
experience, contributing to poor birth outcomes?

= Are there factors or issues imbedded in the blag®dte-class
female experience, related to health issues andioadd
interventions, which could help in understanding thdverse birth

outcomes for this target group?

= Are there unique experiences with stress, whichhhigffer some

understanding of the poor birth outcomes for thasget group?

= Are there unique experiences, feelings, or thougktglicated by

the participants’ reflections on the occurrenceiafant loss,
which might add to understanding the adverse bistitcomes for
the women in this study?

The findings presented in the preceding chaeptéargely satisfied
these related research questions.

This chapter will analyze, interpret and scnuze the findings
presented in the preceding chapters in the hopdisdovering what it all
means, and the implications for Social Work praetic

The analytic categories below align with resdaquestions and helps
to organize the discussion:

= The relationship between the meaning of pregnamreglanning

and discovery stages) and poor birth outcomes



216

= Women'’s experience with factors associated with im&ldcare and
poor birth outcomes

= Women’s experiences with stress and the sourcedrefs related
to infant loss

= Women’s reflections on the occurrence (loss) ahe aftermath

The relationship between the meaning of pregnangyéplanning
and discovery stages) and poor birth outcomes:
Personal Decision

The first area of exploration was in relatiththemeaning of
pregnancyfor the women, which explored why the women wanted
have a baby, and to contextualize the individuablysed factors that put
these women at risk for adverse pregnancy startrogy the preplanning
and discovery stages ( Link & Phelan, 1995).

One of the first themes that surfaced durihgstpreplanning stage
was the identification of a step, which occurredoprto the joint
pregnancy planning between the woman and her spolise descriptions
provided by the women revealed this first step sodpersonal decision
made by the woman to have baby or not have a babipr to talking it
over with their spouse. What makes this importanthat this personal
decision seemed to create the conditions for negatension at the
starting point of pregnancy, if the decision wag mo line with the

practical realities of the woman’s family. In alf the cases, where this
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personal decision was evident, the women understh@dcontradictory
reasons for not having a baby, which usually ergdipractical and
critical realities involving her family’s circumshaes (i.e. finances,
other children, health, work schedules, etc.). Yledre seemed to be both
external and internal factors, which served to usfhce the woman’s
decision regardless of the presence and weightooftradictory facts.

This finding falls outside of current reseayaxcept in relation to
adoption. Curtis, 2004 suggests that the Social kéomplays a
significant role in influencing the mother’s decosi to release her baby
for adoption in contrast to the assertions by Sb¥Varkers that such
decisions are based on mother’s capacity to hanldéeloss. In as much
as Curtis is referring to “outside influences,” thiading here
corroborates the notion of influencing or motivagifactors in relation
to the decision.

Yvonne was the first woman to pique researtheuriosity about
this as she spoke of an “unexplainable” desire aovéha third child,
which seemed devoid of a realistic assessment offim@ancial
situation, the challenges of balancing work, chddrand a marriage,
which she admitted were very difficult to handlevohne talked about
a longing to have three children, which should hdeen the case in
her own childhood. She lost a twin bother at chitdh, “We were
suppose to be a family of five, but were only a fhnof four.” Her

husband’s stance, as conveyed by Yvonne, was cldarwas not able
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to be the sole breadwinner, and still maintain thairrent life-style.®
In light of this, Yvonne continued to pursue thigshexplainable” goal-
a third child- which did not seem to comport withmeore reasoned
assessment of family’s ability to incorporate arddtnal significant
responsibility.

Another example was Dorothy, who repeatedlyrgldanot being
sure about the “wiseness,” of her decision, andresped yielding to
family pressure in making a personal decision teda baby, knowing
that her husband would be out of the county durleg entire
pregnancy.

As discussed in this chapter (1V), several waanspoke of a range
of influencing factors on their personal decisianttave baby, or not
have a baby. They presented their reasons and eapilans to settle
apparent feelings of discomfort or the dissonanoceated by their
personal decision, and the contradictory facts sunding their

circumstances (Festinger, 1985). The following &we illustrations:

Yvonne:

We struggled with the decision to have the third,
as | said before, umm trying to figure out whether
it was the best for us, for our two kids that we
have now...umm and this little baby that would be
here, and we decided yes you all the deficits like
the finances... time, was less than the joy of
having the joy of having that third baby.

® According to Census Report (2009), the number t@fysat-home moms declined from 5.3
million in 2008 to 5.1 million last year. That wdbke lowest since 2001, which
was also during a recession.
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Dorothy:
| was living at home, at that time we were living
in a house, in a townhouse in [Newark]. So you
know | didn’'t have any maintenance, they took
care of the ground, they took care of the snow. So
all 1 did was drive go, go out and come home. You
know, most of my stressful interaction was just
with umm, being at work, but | had that, wasn't
necessarily unusual for me.

It is interesting that the women talked absecretsin relation to
this personal decision. The researcher learned thatwomen (Yvonne,
Dorothy, April and Freddie) never shared their iegls of ambivalence,
fears and the pressures they experienced in redatoothe decision to
have a baby with their spouse during the joint pragcy planning phase,

nor later. This underscores the fact that such peas$ decisions were a

separate step in the planning process, and private.

Unplanned and unwanted pregnancies

There is significant research, which demonsdsaa link between
mothers’ attitude toward having a baby (intended wsintended
pregnancy) to pregnancy outcomes, regardless ofoseconomic status
(Kost, 1998; Pagninni & Reichman, 2000). Women whant their babies
have coexisting behaviors and attitudes consisteitlh promoting a
positive birth outcome. (Kost, et al.,1998). Threfethe women in this
study had unplanned pregnancies and 2 were unwafA&xha, Tina).

All of the women with unplanned pregnanciegpexienced

psychosocial issues throughout their pregnanciese @oman, Alana,
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was involved in a long-term abusive relationshipo@®, 1996; Niggers,
2004; Tiwari, 2008)). Tina provided descriptionshih revealed
symptoms attached to depression (DSM 1V, 2000; Taem2009) and
Wileta spoke of serious anxiety in anticipationtbe delivery of her
infant (Wadhwa, et al., 1996). None of these won{8hwas engaged in
professional counseling (Warren, 1997).

All 3 women represented the 5 women who spakeut having

problematic relationships with their spouse.

Emotional Support
Family

All of the women, with exception of Wileta, sleribed positive ties
with their families and felt supported by their fdes throughout their
pregnancy. All of the women, who explicitly refereed family and
culture in shaping self-expectation, had successfldsequent births.
This is consistent with research findings, whiclemndifies family support
and a connection to culture/social support as peote factors (Jackson,
2005; Lobel, 2008). It is interesting that theestgth of such protective
factors did not change the pregnancy outcomes lierwomen in this

study.
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Spouse

There is growing research, which demonstratesemal involvement
as a protective factor against low birth weight antnt mortality from
the preconception phase (Gaudino, 1999; Pagninieichman, 2000;
Frey, 2008 ). Given this fact, more attention orpeging and educating
black men on issues involving BIM is an increasimgerest (Quinn,
2008).

Three of the women this study did not feel paped by their spouse
during the discovery stage of their pregnancy. Tefahese women had
unplanned pregnancies, and it is also interestimat these same women
represented the 4 women who did not have subseqpeagnancies.

The women shared various reasons for not fepEupported by their
spouse, which reflected problems in the marriagembpably exasperated
by news of a pregnancy (Hogan & Ferré, 2001). Aflltloe women were
part of the 5 women who talked about having proba¢im relationships

with their spouse.

Key Events
This area allowed for an exploration on whasahappening in the
woman’s life during this early stage of her pregngnWhat were the

occurrences, who were the people, what were theuanstances, what
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were the some of the probable factors that putdterisk for a poor
birth-outcome?

The women recalled events that were of palacumportance to
them during this period. Although, not all eventeng negative, most
were. An absent husband, death of a loved one ,regely ill mother,
and the move of one’s parent out-of-state, an im@or job promotion
poorly timed, were the kind of events that loomeadde in the
background for all 6 women throughout their pregognThese are the
kind of events, which when combined with other #igtressors” causes
negative physiological stress reactions (Lobel, 00roxel, 2003; Lu,
2003).

In summary, this chapter revealed iarbalancein the lives of the
women during this preplanning and discovery stageépregnancy.
Things were out-of- kilter: a decision to have aldhin light of
contradictory facts, an abusive relationship, aseft husband, an
unsupportive spouse, feelings of depression, eta. dach woman there
were at least two significant factors present, dgrithese early stages of
pregnancy, which contributed to imbalance in thleves, creating the
conditions for increased susceptibility to prenatadternal stress

(Giscombe, 2005; Lu, 2008).
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Factors associated with medical care and poor birdlutcomes:
Doctor selection, relationship with doctor, and rac

The issue of race is prominent in the resbhaas an important factor
in explaining the disparity between black and whintealth outcomes in
general, and black and white differences in theaintfmortality rates
specifically (Giscombe, 2005; Harrel, 2000; Mustill2004; Williams,
2000, Smedley, 2003). According to a vast amountedearch, race
plays a significant role in the quality of care ues (i.e. time spent with
patient, the quality of patient/physician relatidmg, the degree to which
specialized services are rendered, etc.) affectiaglth outcomes across
the medical spectrum (Cromwell, et al. 2005; Coqp&003; Todd, et al.,
1994) ). In this study race did not initially appet® play a role in the
delivery of care, but was implicated in the qualdfthe communication
between patient and doctor. However, as the redearanalyzed the
findings, the role of race became increasingly sagps, especially in

the area of quality medical of care.

First, race and gender was at the center efttinking of the women
when it came to selecting their doctors. The mayaf women
apparently made a connection between concordang eand gender
between patient and physician to quality of cared @aook action to
ensure that their primary medical care providergavkelack and female
(Cooper 2003). This target group had the flexibilgnd power to

exercise this choice, although it is not clearhetchoice had any
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influence on the final birth outcome. The women mee to be looking
for an emotional connection with their doctors, rétag from a race and
gender commonality, where the communication felméortable.
However, this level of comfort may have skewed thgerceptions of the
actual quality of services they were receiving, aitbwed them to
accept doctor’s responses, which were often in caditction to how they
were feeling, and what they were sensing (Benn20)6). What is clear
is that the women felt, for the most part, satisifmith the quality of

care, and had a good relationship with their dostor

This “good feeling” relationship with their dtors was evident, even
if the doctors they selected, because of race asridgr, did not end up
as their primary physician. In these instancegréhwere no expressed
complaints and the favorable feelings toward theestgad doctor
transferred to the assigned physician. From thenen’s perspective,
what they set out to accomplish in their doctores¢ion, a positive

relationship, they achieved.

Warning Signs

The majority of the women in this study haddneal complaints
lasting throughout their pregnancies. In examinthg consistency of
complaints made by the women, on medical symptowmish(very similar
language used across the board), and the respafsteir doctors (with

very similar language used across the board), dedkinds of medical
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interventions applied, there seemed to be a rematstinterplay between
women’s complaints and medical responses with nodgresults. It is
interesting that, for the most part, the women ntained a trust in their
doctor’s judgment, even leading to temporary pesiad reduced anxiety
in relation to the medical symptoms they were exeecing, because the

doctor assured them that, “everything is fine,”[“ed OK.”

Warning Signs: Growing Concerns

Dorothy makes an interesting statement, in tode as physician,
related to this point as she reflected on the maboare during her
hospitalization, and on factors she feels are endleeldin patient/doctor
relationship, which is apropos to this discussion:

| think that to a certain degree for various
reasons people put a lot of credence into the
doctor. Well the doctor said everything’s fine 40 i
must be fine, well the doctor said so, so it isnda
in that happening that also gives them [MDs] the
ego to feel like, | said there’s nothing wrong with
you, so there’s nothing wrong with you. Umm.

This observation reflects an almost tacit agnent between patient
and doctor on the traditional rules, which framesthbrofessional
relationship; | talk, you listen. The doctors magsgess an attitude of
authority, part of their professional culture, magiit difficult to question
the information provided (Cooper, 2003; Smedleyakt 2003; Travaline,

2005). Culture is a concept not limited to patientsit also applies to the

professionals who treat them. Every group of prefesals embodies a
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“culture” in the sense that they too have a shasetiof beliefs, norms,
and values.

There are still additional issues, which apaiices of concern more
attached to the quality of doctor’s information aat effective medical
actions to take in response to the common compfihke those posed by
the women in this study.

There is growing concern that the basis foaghosis and treatment
of preterm labor relies on inadequate informatidroat how to prevent
preterm births (Behrman, 2007; Herbert & Robinett895). The most
common treatments, as used on Dorothy and Alanaallg applied
during the final weeks of pregnancy, focuses ormsiog down
contractions. This approach, according to reseahas not reduced the
incidence of preterm births but has delayed delywkmg enough to
allow for the administration of drugs for lung maation and the
prevention of respiratory distress, which are rdpdrto be effective in
selective cases; but not for any of the women irs $tudy (Behrman,

2007; Ross, 2009).

Two of the women, Dorothy and Alana, receiyeagressively
aggressive medical interventions starting from area24-25 weeks of
pregnancy, aimed at stopping pre-term births. Dbhyotvas the only
woman given a diagnosis, related to a short-cervigar the end of her
pregnancy, which she explained, was by then waslate to reverse her

premature birth (Goldenberg, 1996, Ross, 2009). sldrsequent
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successful pregnancy underwent the same intervastaepplied much

earlier, which included a leave from work after Heist trimester.

Dorothy’s diagnosis, short cervix, is an opéihpredictor of preterm
delivery in low-risk women, according to growingsmarch (Ross, 2009).
Some researchers have recommended that doctorsdmmgerforming
baseline ultrasonography to assess cervical lengslpecially at 13-17
weeks' gestation (Caglar, 2005; Ross, 2009; lamsle 2009). Since
Dorothy had no prior births, there was no histoegarding the evidence
of this problem. However, to assess for cervicaldehs of those women
identified at-risk for poor pregnancy outcomes, amldo present medical
complaints, could help to expand the period of géi®in, thereby
decreasing the rate of pre-term births (Behrmanalet2007; Ross,

2009).

Dorothy’s high-risk doctor shared informaticolleague- to -
colleague after her loss, which corroborates thewbf inadequate

information on prevention the prevention of pretebmths:

You know there is some information about
heredity and incompetent cervix and about six
percent of people, it’s not a well defined type of
thing just tissue protoplasm strength blah, blah,
blah, so he said they may have been a contributing
factor. Which of course in the traditional way of
training actually people don’t really talk about
that as being a significant factor for other women
delivering pre-term. Therefore, it is not something
that you really focus on, or is documented very
well in literature.
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Warning Signs: Broader Context

It is important to place this part of the dussion in a broader
context. The National Academy of Sciences (2006l)exhfor more
targeted research and treatment alternatives infitle of Obstetrics,
while also pointing out major obstacles to condugticlinical research.
Such obstacles include the declining number of dests interested in
entering the fields of Obstetrics and Gynecologgyimg an affect on the
pipeline of clinical researchers. The rising medigealpractice
premiums and the ability of academic programs towde ‘protected
time’ for physicians to pursue research have comngeages on quality of
care issues. Such facts expose a medical speciattiyng unique

challenges.

Warning Signs and Physician Attitudes

There are other issues. Studies demonstradettie doctors’ lack of
effective intervention may reflect the lack of pegpdness to hold
substantive conversations with women around behmawroother health-
related changes to ensure a positive birth outcdMarshall & Jan,
1990; Smedley, 2003). Throughout this project, tkeearcher took note
of the simplistic quality of doctors’ responses aexblanations, which
did not seem to appreciate their patient’s educatievel. This may
reflect an effort to keep it simple to avoid caugiaoncern. On the other

hand, it may reflect a physician culture entrenchedttitudes attached
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to authority and superiority and personal biaseswls, et al, 1990;
Todd, 1994; van Ryn, 2000). There are efforts ie tfhreld of medicine to
close the gap between actions linked to “ profemsaioculture “which
often do not match the needs of the patients; thlesequences are just
too high (Johnson, 2004; Kundhal, 2003).

Additionally, black women have so many pregonmand infant
losses, and it is likely that his fact, in a broadentext, plays a role in
shaping physician’s attitude in relation to BIM.céording to the
women’s accounts, there were no in-depth conveosetiabout the
severity of their medical complaints and only ormesialized test
ordered. There may be an acceptance to expecttaioceamount of failed
pregnancies, based on race (Delgedo, 1991). Thisiin affects the
manner in which the doctor responds to medical clanys and presents
information. This is unbeknownst to the women, ahd form of
disparate care, may be automatic without consciawareness by the
physician, and carried out by white and black pltyans, as issues
related to BIM become accepted consequences inOihgtetrics practice

(Chin, et al.,2001 ; Cooper, P. 1999; Williams, 200

The simplistic explanations provided by thectiors in response to
warning signs may also reflect a lack of currenbtutedge around new
and more effective interventions in addressing mtfenortality, as

mentioned above.
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Warning Signs: Body’s Alarm System

There is still something else troubling abawdarning signs.Warning
signs were the first indicators that something was$ right; the women
believed that, the body’s alarm system was workiimg. This means
that the women had to attempt to turn off their pedwarning system to
accept the medical advice. April stated a consegeeriSo | don’t
totally understand my body anymore after that.”

The implications on the effect these kindsexiperiences with the
medical profession have on a black woman’s psycteetaoubling.

What surfaced from this study was a trust in thetdo, contrary to
body’s warning signals. How the dissonance betwedat is internally
experienced and what is medically shared gets nesblis hard to
decipher. In April’s case, as revealed by her wortdsere is now distrust
in her body’s internal warning mechanism. Dorothyevious statement
suggests that doctors’ words are given a great @éalredence, which
may not be deserved. Just as the basis of the ives#@nd trusting patient

/physician relationship, did not appear to matck tuality of care.

Precipitating Causes:

The degree to which the women in this studpenenced

precipitating causesvas an unexpected finding. There is no etiology
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attached to these causes, they are simply parttoifyaoccurrences

resulting in unforeseen consequences; the quessomhy?

This is one of the few areaprecipitating cause associated with
poor-birth outcomes within the women’s realm of tian. This is
especially true if they are aware of the kind otiaies that could put
them at risk (Mirsa, 1998; Juhl, 2007). Alana, fexample, actually
experienced the precipitating cause while beingrestricted activity as
per her doctor’s instruction. The realities of lifelimbing up eight
flights of stairs to her apartment due to a broledavator, clashed with
the medical restrictions, which resulted in an egearcy hospitalization
by the end of the evening. This may reveal a larigsue as noted in
Alana’s account. Her doctor only explained that stas ‘carrying low’
because her muscles were relaxed due to prior ppegies, “She just
told me to take it easy.” The doctor may have bewre concerned
about the health of the fetus, than she revealedlema, but the point is
that Alana did not seem to appreciate the possdolesequences of
climbing up eight flights of stairs (precipitatintpuse). This calls
attention to the quality and kind of medical infoathon imparted to the
patient by the doctor (mentioned above) which coh&dp in preventing

precipitating causes.

Additionally, with knowledge of a short cervand the possible risks,
the probable contraindicated trip and the excesslgsical activity

Dorothy engaged in while in New Orleans was avoieéafMisra, 1998).
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Possessing clear information, as the result of mardepth inquiries and
tests, probably resulting in a diagnosis could avor reduce

involvement in precipitation events.

Blame

Blameusually connected to the grieving process, wasthetcase in
this study, as there was considerable time betwidenloss and
participation in the study, for the majority of wem. Here feelings of
blame were linked tgrecipitating causesThe reason for this may
reflect the women’s freedom to decide whether totigapate in the
precipitating event, and they tended to blame thelwess for that
decision, “l over did it,” “I should have talked toer (doctor) earlier.”
The blame had a self-attribution of responsibilgyality specific to this

single factor, precipitating cause.

Yvonne was the only woman interviewed withiix snonths of her
loss, and appeared to be struggling with issuesiadoher loss. She was
still in the process of working through feelings loflame which she
attached to her husband, first for allowing an angut (precipitating
event) to reach a level that was “stressing meoand alluding to a link
between her husband’s medications to treat higlotlpressure to their
infant loss. Although Yvonne recognized the need ¢ounseling, she

had not entered into counseling at the time of iatew, or at the time of
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subsequent contacts. She has put off plans forbssguent pregnancy

recognizing the existence of unresolved issues.

Paternal Family History

The prominent role of the paternal family ldsg implicated in
preterm births and infant mortality in the pregngmstories was an
unexpected finding. What is interesting is the eande of paternal
involvement as a protective factor (Gaudino et 4099; Frey, 2008;
Quinn, 2008; Barnes, 2008) against adverse birttcomes, while
conversely, in this study, implicated in adversetbioutcomes. The
majority of the fathers had a family history invaoing both preterm births
and infant loss. There is very little research atgrnal family history
implicated in poor birth outcomes. In fact, thetlet research, which
examines paternal factors in relation to adversghboutcomes, reveals
negative associations between paternal factorsadhkerse birth
outcomes (Varner, 2005). One exception is reseantipaternal age as a
factor linked to LBW infants. Reichman’s (2006) esasch findings
demonstrated that fathers older than 34 years &% more likelythan
fathers aged 20 to 34 years to have LBW babiesekifthe men in the
current study were 34 or older; therefore, age @oasible contributing
factor. Nevertheless, the fact that out of the 7nmnéhose family history
was known (1 father was adopted), 6 had preterm iahant deaths in

their family history is significant.
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There is much ground to cover in bringing ldanen into the fold,
on the issue of BIM. History and culture servesobstacles, as issues
related to pregnancy traditionally remain in a domassigned to
women, and supported by women, as revealed by sofibe statements
made by the women in this study, “You don’t thinkat men, connect
with the babies as you’'re carrying them. He wasinlie¢ély connected
with this pregnancy and that baby,” “You know thact that he wasn’t
there at that time, in my mind wasn’t an issue, dexe | could go home,

| could go to sleep and not have to do anything.”

Additionally, BIM is an issue not known to thdack male
community, (Quinn, et al., 2008). The interestingythat the women
learned of their spouses’ family history in conniect to their infant loss
was as if the men and family members were shariegrets. This was an
interesting dynamic and it is unclear what this @als besides feelings
of uncertainty if such information would even bdeeant and

appreciated.

It is clear that direct input from fathers iggming from this research
and from much of the research. The importance ef fdthers’
perspective is important, as is their role as atpcoive factor against

adverse bhirth outcomes.
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Summary

The layers of meanings that emerged from thenarous findings in
this chapter (V) are complicated. An importantigist uncovered,
relates to the “routine” treatment and deficientmoounication provided
to the women by their doctors, which supports thew of inadequate
information on diagnosis and treatment to preverdtprm labor for the
women in this study (Behrman, 2007). The warningns were
precursors to trouble and probably a signal for emtlran routine tests.
There seemed to be missed opportunities for morddpth inquiries and
specialty testing, likely resulting in a diagnosi®ileta was the only
woman referred for an amniocentesis. The other sdgchigh-risk
services, rendered to Alana and Dorothy only webk&fore their loss, if
provided sooner could have resulted in specifictmesions avoiding

precipitating causes.

Additionally, researcher suspects that race pthg role as the
frequency of pregnancy losses by black women likieljfuenced the
attitudes and the quality of services and commuticoaof the doctors,
as discussed (Lewis, et al., 1990; Smedley, 2003n3on, et al., 2004).
Moreover, placing BIM in the context of a medicglexialty facing
problems related to research, training and attregtmew physicians, is
an unfortunate set of circumstances layering a clooaped issue.
However, the women, for the most part, remainedapkd with their

doctors, unaware and unaffected by these issues.
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Women’s experiences with stress and the sourcestess related to
infant loss

Prior to a specific focus on exploring the wems experiences with
stress, the beginning pathways of stress and tlodglsle outcomes of
stress emerged, as discussed in the precedingaectiAlthough the
experience of stress was an area of planned exfilorathe degree to
which themes attached to stress emerged prior it® ¢chapter (VI) was
unexpected. The discussion in this section cleduyids on an emerging
theme related to stress, and begins by asking - whye women in this
study so susceptible maternal stress?

Much of the research and literature on thearx@nce of stress for
black women demonstrate chronic exposure to lifess$ors, just by
virtue of being black, regardless of socioeconomiatus as depicted in
the below account shared by Dorothy (Thompson, 19®®ot, 1996; Lu,
2003Troxel, et al., 2003; Giscombe, 2005).

Dorothy
..... because that’'s just...you're used to being..
you haven’t gotten here by not thinking that
people are racist, or not thinking that people are
prejudiced against you, not knowing that people
have pre-judged you. That’s what you deal with,
that’s what you have dealt with every day of your
life.

Dorothy’s description aligns with the “weatheg” construct, which

provides a feasible explanation for disease andeasl® birth outcomes

due to internalization and chronic exposure to ssteln dealing with
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racism “everyday of your lie,” a chronic stressolg body prematurely
ages making women susceptible to poor birth outceiftéeronimus,
2001).

The unique experiences with stress surfacedndua focus group
meeting for an unpublished pilot study by this reszher (same topic
and target sample) conducted in 2001. One of tleentmers provided a
mesmerizing description depicting her struggle atamcing a high
powered job, marriage, two children, being the parypm breadwinner, at
the time, and pregnant. Threads of her story repeéanh the pregnancy
stories of the women in this study, with the mostmpelling theme
related to the notion of self-expectation, infusedh a racial history,
which is a theme that surfaced at the beginningho$ area of
exploration.

There were questions on how to situate thisairself-expectationas
it seemed rooted in a racial history (Herndl, 199E)it a coping
behavior or an issue worthy of a much larger contevs it seemed to
shape the women’s perspective on the experiencgtr@fss in their lives?
The tension between self-expectation and stres® saofaced, as the
women’s words revealed the starting place, or tharse of their
developed sense of self-expectation. It appearéficdilt for the women
in this study to give full value to the effect ofress in their lives with
an “ingrained” sense of almost supernatural powerslo it all, like their

mothers, and the women before them. It does nottemrahat, in most
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instances, they did not mention a more distantdrigtshaped by racism.
We are hearing from women several generations alwam “the scene of
the crime,” but still influenced by, and still uggrcoping behaviors
passed down through generations, designed to coaoteacial
stereotypes, especially related to pregnant blacknen (Root, 1993;
Solinger, 1990, Degruy, 2005). The words of thenwem provided the
context and the connections to history, and a ueigerspective on their
coping behaviors and experience with stress.

The women in this study gave verbal recogmtio the presence of
stressful events and situations in their lives biot, the most part, did
not link stress to consequences involving theirlbear the health of
their unborn baby. Five of the women spoke of setpectation in
relation to history, culture and family. How doese give value to
and/or fully recognize the stress in one’s life,ilehneeding to perform
in abusiness as usuahanner, reflecting an expectation of self? This
researcher asserts that part of the tension waslved by employing,
what seemed to be, ineffective coping behaviorsdiation to stress,
which did nothing to reduce stress, but made thenen feel more in
control over stressful events in their lives.

Sources of stress surfaced as the women redealrange of observed
emotions when talking about the lack of financigti@mns connected to
wanting time off flexibility and problematic issuesith spouse. Other

sources of stress were evidenced as they possasbtedent qualities,
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which produced measurable stress responses, dseicdse of medical
symptoms (warning signs), and secrets (Sable, 2008dhwa, 1996;
Wegner, 1987).

Stress related to race emerged in interestwwags. The women tended
to allude to its presence rather than refer to sfpe@ncounters with
racism, or their specific feelings about racism.eTtf | were white,”
statement made by Carla is loaded with meaning, emcdompassed
layers of thoughts connected to a racial historiieTresearcher is a
black- American, and perhaps the women felt thaiessould stand with
limited explanations.

It was interesting that when Dorothy, for ex@ale talked about her
experiences with racism, it was so imbedded in mglaccount that the
meaning of her words were not fully understood umtanscribed. In
talking about her treatment at the hospital, it whficult for her to
admit that race probably played a role (Harrell0RD. Crosby (1984),
talks about the need for blacks to believe in atjwsrld, and the
fairness of others, to avoid feeling vulnerable grolverlessness. Going
back to Carla’s description, perhaps the reasondidenot ask for car
service was due to her race, and she did not wantsk testing the
fairness of others. It would be particularly impant for the women in
this target group to maintain a sense of power, naotlseen as
vulnerable. The responses to racial issues coutbeceé a stance more

prevalent among blacks comprising middle-and upmeddle class
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groups. Their “status” makes contacts with whitegteority prevalent
with more at risk. Viewed as powerless or vulnembbuld have serious
consequences. However, the well-documented lintkwieen racism and
poor pregnancy outcomes exists regardless of haavwibmen chose to
reveal their feelings or encounters with racismdaloes not obviate its
influence and affects on one’s health. Such feedisgill reside in the
psyche with physiological consequences (Hogan &€&gR001; LaVeist,

et al. 2000, Lu, 2003).

Warning signs: Source of stress

Warning signs, discussed here, as a sourcgtrefss and in the
preceding Chapter (V) were outcomes of stress. HBipisaks to the
insidious nature and the cumulative effect of ssreBor example,
Yvonne believed that by delaying anticipatory thbug, related to
planning for her baby, she could cope better wittess. She instead was
producing more stress by experiencing and antigrpait (Wegner,
1989; Jackson, 2007). Linda who talked about “oldfting in a little
[stress] at a time,” was involved in trying to supgs unwanted thoughts
she felt would be stressful, but instead was inwea\vn a thought cycle
where the suppression actually increased the fraquef the thoughts
(Wegner, 1989 ). So on top of the more obvious sesrof stress, the
women were engaged in processes that were actuatiheasing the

frequency of stress responses.
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Warning signs were particularly troubling igsufor the majority of
women who suffered such symptoms throughout theegmancies, and
was at the center of much of the communication bestwthe women and
their doctors. For the majority of the women wargisigns were severe
and persistent; several women experienced and shieeling that was
something was wrong, and others shared feelingamdiety, worry, and
fear, all triggers for measurable stress resporcsassing negative
physiological changes, usually not known to the ween(Lobel, 2008;

Wadhwa, P.D. et al., 1996; Yali 1999).

Secrets

Secrets surfaced as a theme at different tichesng this research
project, and were clearly a factor in the livestbe women in this study.
Secrets in relation to the pregnancy contained kmieelings as those
attached to warning signs (fear, anxiety, and woprilana talked about
her and her mother being the keepers of her semlbeut her abusive
husband. Freddie’'s secret was in relation to anréibo in the past,
which was haunting her throughout her pregnancye Tdelings attached
to secrets produce a similar stress response aseth®elings attached to
warning signs (Pennebaker, 2003). Both secretswaching signs were
stress factors simultaneously present throughoetghegnancy for the

majority of the women.
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The Job and Stress

It was surprising to learn that the majoritiytbe women in this study
did not identify their job as a source of stresst bather a place of
support where close friendships existed. This mighta somewhat
different experience for this target group, comphte Black women of
lower socio-economic status. The women in this gtwekere educated
professionals in jobs of choice (except for Tinadaklana).

The women also did not cite job security asoarge of stress, which
was somewhat unexpected given the current challeggconomic
conditions. According to the Bureau of Labor Statts (December,
2010), the current unemployment rate for black wome 13.1%
compared to a rate of 7.4% for white women over 28e and 14.7% for
all blacks, compared to 8.7% for all whites, sange.aBased on the
realities of the current state of the economy ie thS, the women in this
study may possess a false sense of job securitpecause of the nature
of their work feel so valuable to their organizatioot be concerned
about job security. Nonetheless, it is interestthgt neither the job, nor
job security were identified as sources of stressthe majority women

in this study.

Financial Options
What did emerge as a source of visible feesiog frustration,

disappointment, and in some cases, anger was ttle d& financial
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options that would permit extended time off duriagd following
pregnancy. The frustrations expressed by the womethis study seem
rooted in facts, as illustrated by the longstandragial ‘wealth gap’
which makes African- Americans particularly vulnéta when job loss
strikes, or in this case, when seeking financiatiops for extended time
off. The Survey of Consumer Finances collects datary three years on
the wealth gap and every time it demonstrated taal wealth gap has
widened. In 2004, for every dollar of wealth hddg the typical white
family, the African-American family had only 12 cen In 2007, it had
exactly a dime for every dollar (Ehrenreich & Muharad, 2009).
African Americans, poor and non-poor alike, posseslaitively few
financial assets. Most have little financial cushim absorb the impact
of the social, legal, or health-related adversidy,elective time off from
work (Surgeon General Report, 2001), which makas thdifferentiating
factor for blacks in relation to infant mortalityigparity.

Although all of these women held full-time gessional employment,
it was clear that, for the majority, both salarere necessary to
maintain their life-style, and access to “money fgside” was not
available to the majority of the women. For the mpart, the women,
although frustrated accepted their reality. Yvonméo had the
“unexplainable desire” to have a third child, wdsetonly woman who
shared posing the issue of extended leave to heband, with

disappointing results, “. I'm sorry honey but we'n®t at the point where
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| can be the sole breadwinner, umm and still livexédnin New Jersey and

still have the things we want to have.”

Relationship problems with spouse

A pregnancy exasperates stress responsesmwihlainy aspects of life,
including but not limited to family, partner relanships, children,
community, work, housing, and income (Hogan & Fer2@01). The
majority of women in this study shared a range dfidulties with their
spouse from communication issues, to infidelity aattuse. Some of the
issues were evident early in the discovery stag@refgnancy. All of the
women (3) who revealed not feeling supported bgitlspouse early in
their pregnancy, represented 5 who shared havimoglgmatic
relationship issues with their spouse. Wileta amibine shared feelings
of frustration due to their husbands’ inability talk more openly about
issues important to them. Linda and Tina talked whissues centered on
infidelity. Although April did not express any prtdms between her and
her spouse, his behavior and departure shortlyofwihg the loss,
suggested that there were issues in the marriagéldna’s case there
was an almost ten-year span of emotional and phaisabuse.

In summary, the overriding finding in this gitar is the exposure to
significant life stressors in important areas oétlhves of each of the
women (finances, marriage, health, home), and ajuaiperspective on

how they experienced and dealt with such stressclwiseemed linked to
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family, culture, history, race and a sense of ss&{pectation. This
perspective could have affected their ability tonoect their experiences
with stress to health consequences for themselwaistheir unborn fetus.
Additionally, the fact that the majority (6) of theomen in this study
had prior successful pregnancies, may have affethedr perception of
the role of stress in relation to their pregnanogd. This is an area,
which falls outside of the current research.

The findings reveal a cumulative combinatioihnegative factors
attached to stress responses present throughoutt geegnancy
experience, having a negative impact on birth onteoMcEwen &

Stellar, 1993; Lu, 2003).

Women’s reflections on the occurrence (loss) andetlaftermath

The women offered the information in this seat with little to no
prompting from the researcher, but as natural egdito their pregnancy
stories, which started with events immediately prio infant loss. All of
the occurrences took place in a hospital, and wite exception of
Dorothy and Alana (already hospitalized), all wehe result of entering
the hospital on an emergency basis. For 5 of theneo their personal
doctors attended to them, but arrived after exaribres and
interventions took place. Wileta’s doctor was neoegent during her

emergency. Four of the women were alone at the tohéhe event.
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It was interesting that the time of the ocamnce did not seem to
matter, the emotions attached, although monitomedre evident, and the
details recalled were impressive (Peppers & Knap®80). There may
have been areas where the time sequence was offthieuinformation
seemed accurate, and was consistent with otherrd®sens with
overlapping information.

In some cases, women gave descriptions, wimchuded preparations
in relation to the burial of infants, in most casth®y did not. Researcher
was careful to go only where the women’s reflectwwanted to cover,
due to the emotional sensitivity of the information

The women recalled being in a state of higliaty, fear, in relation
to this unexpected trauma. As Tina stated, “It imi¢ like a Mack Truck!”
There was very little time to process all of theeats and factors
occurring rapidly during this period, which for senof the women, was
exasperated by the absence of their spouse or dlrmédy member
during the initial, but critical period.

A feeling of what this researcher labeled @®ispowerment’ was the
first theme to surface. In other words, the expacie of having power
taken away, as revealed in the words of the womaioWwing their
recollection of the loss of their infant (i.e. “eally don’t understand
why it happened,” | don't know what went wrong,” B can | stop this
from happening again,” “Why did this happen to mg?3uch feelings of

disempowerment may have lasting consequences (nikehthe feeling
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of not being able to trust, one’s internal warnisigstem). Therefore, the
next theme to emerge, in relation to doctors’ peaplanations to the
women on why they lost their babies, was especidilgconcerting.
There seemed to be a missed opportunity to redee¢irigs of
disempowerment, that upon further review was dihgtted to the
woman'’s ability to move on in certain areas of hiée (none of the
women who expressed feelings of disempowerment sidzsequent
pregnancies) for the women in this study.

The women talked to their personal doctors ahbibweir loss, usually at
the hospital. Wileta’s doctor contacted her viaet@hone. The doctors’
explanations on why the women loss their babiekéalcsubstance (i.e.
“It happens more than you think,” “Sometimes thingst happen”).
Here again the doctors seemed not to take into aetbhe women’s
level of education. An alternative explanation st the doctors also
lacked information on what happened, or the wawimch these
incidences are treated are routine including thplarations. There are
numerous possible explanations, but the result mgas a gap between
information needed and the information received €dihey et al., 2003;
Johnson, et al., 2004; Bennett, 2006).

Some of the women in this study referred todGmd spirituality in
reflecting on the reasons for their loss. Althoughe other women did
not openly express such feelings, there were inoses of their faith

(picture of Jesus on the wall, a cross-worn, etédlerefore, the women
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in this study support other research findings, whoall for professionals
to be cognizant of the important role of spirituedd religious beliefs in
providing services to women following infant losggn, 2001).

The findings in this chapter also revealed resting links between
subsequent births to active involvement in healstptegies, and the
ability to make significant changes (Van, 2001).IHaf the women in
this study had subsequent full-term pregnanciespnsistent with
research findings (DiNitto, 1991; Esplin, 2005; Rlew, 1994). All of
the women (3) who were actively involved in healisgategies
(professional counseling, burial ceremonies) reprdsed the 4 women
who had subsequent successful pregnancies. Fresithald probably be
included with the number of women actively involvedhealing
strategies. She made a decision to become pregsaont after her loss,
which was her approach to healing. The women whmoreed no
significant change occurring in their lives weretrpart of the 4 who had
subsequent pregnhancies.

For the most part, the endings to the pregnastoyies did not include
recognition that stress could have played a rol¢hi@ poor birth-
outcomes. This underscores the fact that althothgghevidence of stress
was prevalent throughout the pregnancies, and tbhmean recognized the
existence of stress occurring in their lives, thedue placed on stress and
its consequences is minimal. This has importantliogtions on

interventions for expectant mothers. The women e¢dllabout
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precipitating events, speculated on possible meldcaaises, with two
mentioning stress as a possible factor. Others feethunsure and
baffled as to the reasons for their loss.

In summary, the important overriding findingsthis section
(chapter VII), which underscores the findings irepeding sections, is
the important but lacking role played by the dogtonot only as medical
technician, but also as the informed expert, alwempart useful,
important information in a sensitive and timely nmam. Additionally,
this chapter supports the findings, which suggebtst the women tend to
devalue of the effects of stress on in their heaftlgeneral and
specifically in relation to infant loss.

There are themes attached to resiliency, @sniajority of the women
of this target group made significant life changbsad subsequent
pregnancies, and some had improved relationshigh wieir spouse as
cited by Tina: “It took awhile, | am fine now. Thgs are much better

between us.”



250

Summary of Interpretation of Findings

As the pregnancy stories unfolded, in evergeahe weight of each
negative factor continued stacking up, one by deading the researcher
to the question at what point does it all reachoanp where it is just too
much to bear - resulting in infant loss (McEwen &e8Bar, 1993; Seeman
et al., 2002;Lu, 2003). The discussion reveals pheponderance of
negative factors, experienced by all of the womernvarying degrees,
and much of which appeared linked to stress respsnwhich offered an
understanding on possible reasons why the womethiis study lost their
infants.

A medical diagnosis assigned in one case, idlla¢e, caused
suspicion about undiagnosed medical factors imgkdain other cases.
However, even without known medical variables, he pregnancy
stories progressed, with the combination of negatiactors, each
pregnancy took on an almost predictive nature. Altgh there were
mediating variables (i.e. emotional support fronmiéy, a positive
connection to work, trust in doctor, educated, madrand employed,
etc.) the strength of the negative variables, whadre cumulative,
proved difficult to overcome (McEwen & Stellar, 13Q

There was an initial impression ohbalancein the lives of the

women during preplanning and discovery stages @fgmancy. Things
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were out-of- kilter and opened an easy pathwaydtrer negative
contributors to enter.

The concern expressed that the basis for diagnand treatment of
preterm labor relies on inadequate information mwho prevent
preterm birth and/or or the lack of early more agggive medical
intervention based on current information, are pably evidenced in the
medical treatment received by the women in thisdgtuSuch care relied
on “routine” tests and provided communication witttle substantive
information (National Academy of Sciences, 2007lhis fact in
combination with other dominant findings (i.e. patal history; key
events, lack of spousal support, precipitating ea)sincluding exposure
to life’s stressors presented cumulative risks frearious sources
affecting pregnancy outcome for the women in thisdy (McEwen &
Stellar, 1993).

The reflections on events surrounding the Josgain highlights the
need for the doctor to be medical technician anfdimed expert to
provide effective care and to help the women bettederstand the
possible reasons their loss.

The healing strategies discussed, corroboodber research studies,
but also reveal a possible connection between a&ctiwolvement in
healing activities (i.e. bereavement ceremonies prafessional
counseling) to subsequent successful pregnanciesraa worthy of

further research.



252

The findings in this study relates only to gample and raises
guestions, points to areas for more research, gleyvisome new insights,
and a deeper understanding on the context of themewds life from the
beginning stages to the end of her pregnancy.

This is a reflective study on past events,raasing the chances of
inaccuracies. However, research demonstrates th@atMomen usually
recall the events surrounding the loss of an infantetail (Hogman,
1985).

The researcher was also acutely aware of lees@nal familiarity
with the subject, and identification with the tatggoup, which allowed
for a deeper insight behind the meaning of the data also increased
the potential for biases in analyzing the data.hedp minimize this
limitation, throughout this study the researchegaged in ongoing
critical refection through journaling and discussiwith colleagues and
dissertation advisor. However, researcher recognitheit others might
reach different conclusions, and tell a differendry.

It is also important to note the difficulty p&rienced by the
researcher in the recruitment of participants fiststudy. In contrast to
the efforts made on various fronts, including thsewf several
professional listserv groups, social networkingucdh, agency and
physician office contacts, etc. the results wereaHrby comparison. The
sensitive issue under study, combined with a tagdegtopulation usually

seen privately for OB/GYN care, which was initiallyewed as the best
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source for referrals, was not readily available the kind of personal
inquiry necessary for this research. This presentegjue challenges in
the recruitment process for this project. The fatat it took almost nine
months to secure 12 subjects, with 8 appropriatethes study finally
identified, is a fact worthy of attention as it pnaave implications for
treatment and educational outreach for this tamgetup.

A primary issue was that researcher had to walyothers to deliver
the “message” in relation to the study, rather thaving direct access to
possible participants. Eventually, all of the efft®iyielded results, most
often, indirectly through people first learning aliahe study via the
efforts above, and then identifying someone, thay Ipersonal
knowledge of having experienced the loss of an mfarhe least helpful

recruitment source was OB/GYN physician practices.

Implications for Social Work Practice

The Social Work profession brings a historydamspecial interest to
bear on this topic, as it was at the forefront dueating women on
issues related to infant mortality, and the firstitlentify the black and
white disparity in the infant mortality rates (CosHOrme, 1998).
Although, there is an enormous amount of reseaeduired by the field
of Obstetrics to address the prevention of pretdéinihs (predominate

cause of infant mortality for blacks), the issuespinging on the women
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in this study were largely psychosocial. This studentified the

following areas and issues for additional qualiv&tiresearch:

Exploration of factors influencing woman’'srgenal decision to
have, or not have a baby, during preplanning stagel its link to early

maternal stress.

Expandlife courseresearch, which examines the link between
chronic stressors and vulnerability to disease,eesally as it relates to

this target group and maternal health.

The father’s voice is missing from much of thessearch, which
suggests a devaluing of his worth with respect iMEFrey, 2008) or
the sexist assumptions that only women’s bodiesiarglicated in infant
mortality. This study revealed a strong link betwethe existence of
poor birth outcomes in the paternal family historpnplicated in infant

loss. More research is indicated in this area.

Further study on the connection between subseag successful
pregnancies, and active participation in bereavetthealing activities
(i.e. counseling, ceremonies) following the infdoss, could yield
important information for practice. Such researdiogld include women

and men.

In understanding the reasons for the dispamtyplack and white
infant mortality rates, specifically related to ndil@ class women, other

comparative qualitative studies focused on the saarget group (i.e.
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women having successful birth outcomes) would gabe important

information.

Additionally, comparative qualitative studiegtween white and
black middle class, educated married women who edgmeed infant
loss, could yield important information in understing the disparity in

the IM rates.

Direct Service Implication:

The findings in this study suggest the need $Social Workers to
possess knowledge of the historical and lived exgreces of black
women, and to integrate such knowledge into culliyraensitive
practice with this client population. Increaseddenstanding of coping
mechanisms of the women and the health consequeafcescism, will

increase the effectiveness of approaches desigogeéduce stress.

For Social Workers involved in pregnancy plangp paternal
involvement should be encouraged, and paternal fammistory should be

an added area for exploration.

Women should be screened for spousal abusk wiquiry being

direct and clear.

Questions relating to events, situations, deppob and finances
providing the larger context of life for the womanring the preplanning

phase and during pregnancy, should be exploredHheridentification of
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targeted interventions and education. It is impattthat professionals
have candid conversations about the ability to téikee off, finances,
relating such factors to stress, which is implichia adverse pregnancy

outcomes.

Stress, as a factor implicated in BIM was proant in the pregnancy
stories shared by the women in this study, whiclhreborates research
findings. The experiences of stress largely relat@gsychosocial
issues; and the consequences of stress are largetlical. Helping
women understand the effects of stress on theirounldetus, to monitor
stress, and to build on healthy coping mechanismdealing with stress,
are targeted strategies Social Workers can provndienproving infant
outcomes during pregnancy and pre-planning stages.

An increase in the professional alliances be¢w Social Workers and
Obstetricians could provide a holistic approachidentifying areas for

needed intervention during pregnancy.

Helping and encouraging women to demand ckraswers and
possibly more aggressive medical interventions lhgit physicians,
especially in light of medical complaints, is anearSocial Workers

should address.

In this study, several of the women were a¢x@eriencing mental
health issues. As discussed, black women do noditgavail themselves
to needed mental health services. Therefore, Mddsoial Workers and

Social Workers involved in pregnancy planning sees, should explore



257

for the presence of mental health problems, and enafpropriate
referrals with follow-up and encouragement.

An important observation was the willingnedstloe women, once
engaged in this project, to share the most intimdeeails of their
pregnancy story with researcher. The experiencengskecathartic for all
of the women who appreciated the fact that somewaleed their
experience enough to listen from the very beginnoigheir pregnancy
story the end. This approach would seem to havei&ah the

bereavement process for women who have experiemcpregnancy loss.

Education

A different approach to education on the isedeIM, for this
population, appears indicated. The fact that thgomiay of the women in
this study had no prior knowledge of the problemBdM, and the issues
attached to BIM, points to the need for more cortcated efforts in
relation to education, or could suggest that therent educational
approaches are not working for middle-upper claksck women. Social
Workers may find it more effective to use naturektsngs (i.e. churches,
sororities, self-help groups, and professional menship organizations)
to ensure that a broader base of black women recaepeded education
and resource information in relation to BIM. Socradtworking media is
used extensively by this population and could bieefive for targeted

messages. For example, DID YOU KNOW messages ftess can cause
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you to have a poor pregnancy outcome) and then igl®Vinks to

websites for specific information.

Collaborating with physicians for training gaoses on the kind of
information women are seeking, and the kind of im@ation they
(physicians) need from their patients, in orderbtter align
communication to match the needs of the patienipnticated.

Sensitivity training in relation to physicianattitudes about BIM,
and how such attitudes influence types of interventand quality of

patient care is also indicated.

Advocacy

Health disparities, across all medical spettes is demonstrated by a
vast amount of research comprehensively capturetheninstitute of
Medicine’s Report (2003) on confronting racial aathnic disparities in
health care. BIM represents one of the most sigraifit health disparities
experienced by black- American women. Social Woskbave an
important role to play in redressing the problemBiM, and health
disparities in general. The effectiveness of Sodarkers’ role starts in
understanding the issues attached to BIM, and seyas patient
advocates, and having a voice on policy matterectied toward

removing health care disparities.

The current political/social and economic céte signals that we pay

close attention to the lives of black American wamevho are already
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taking on more of the financial burden for theimfdies; increasingly
assuming the role of breadwinner (Shriver, 2009)efle are social
conditions, which are precursors for disease evidanthe current
political/social discourse in America, creatinghte¢atening climate for
blacks and other minorities, which produces stréldse research findings
discussed in this paper on the deleterious effedtstress on the unborn
fetus, and the sources of stress, suggests thatameanticipate an
increase in the rate of BIM rate during this currgmeriod, directly
attributed to a palpable sense of racism, whichdprees stress. It is
important that Social Workers are part of consoréedtbrts to counteract

the negative and dangerous loud voices.
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Black Infant Mortality among Middle-Class Black Amiean

Women:

Personal Pregnancy Stories

Lisa Paisley-Cleveland is a Doctoral Student at Graduate
Center, City University of New York, Department 8bcial Welfare,
PhD program at New York Hunter College. She is coeting doctoral
research on the disparity between white and bladlant mortality
rates, with specific focus on Black Middle-Class Ancan born
women. Through oral interviews with women aboueithpersonal
pregnancy stories, she hopes to uncover materiai will deepen our
understanding on the reasons for this persistesapaliity.

You have been identified as a possible participl@tause you
are a self-identified Black American born woman whas lost an
infant. Participation in this study is completelpluntary.

You are being asked to participate in an in-perface-to-face
interview with the researcher. The interview wilslt approximately
2.5 hours During the interview you will be asked questionsoab
your pregnancy history including prenatal care, yoalationships
with spouse/companion, family, friends and doctpositive and/or
problematic events, interventions surrounding ypuegnancy and
loss, quality of medical care, and any other infatron you may feel
is important, including your thoughts on what haped. You may
request to take a break at anytime during the wiw.
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Approximately 20 to 25 women will be interviewedrfthis study.
The interview may take place in your home, or atahle location
convenient for you. Subsequent contacts may occartelephone for
follow-up questions and/or clarification in relatido information
collected during the interview.

There are no direct benefits to you for your paiggetion in this
study. However, participating in this study may prade invaluable
information about the problem of BIM for professias who work
with woman like you. You may experience some levéldiscomfort
during the interview as you recall this difficulvent. You may at any
time withdraw your consent and discontinue partetipn. You do not
have to answer any questions you do not want tovamsYou will
receive a list of resources in the event you feell yould like to
pursue help or obtain more information about Bldokant Mortality
(BIM).

The researcher will audiotape the interview withuy@ermission,
and you will be given a separate form to sign ifuyagree. No one but
the researcher and her dissertation advisor wdtdn to the tape. The
tapes will use identifying codes. Your name willtrepppear on the
transcripts. Tapes will be destroyed after intewseare transcribed.
No personal identifiers can be linked to the daid.records
pertaining to this research will be kept in the @ascher’'s home office
in New Jersey in a locked file cabinet, and compuikes will be
safeguarded by a password. Upon completion of study, the
paperwork will be stored in a locked file cabinetr fup to three years,
after which time all original completed surveys Iile destroyed. As
long as the data exists, it will be kept securedlhe information will
be used to produce a doctoral dissertation andrésearcher may seek
publication for articles in professional journalsll identifying
information about you and others who participateidl we omitted or
disguised.

The researcher is mandated to report to the pr@pehorities
suspected child abuse, and any indications that gcuin imminent
danger of harming yourself or others.

If you have any questions, please feel free to aghtisa
Paisley-Cleveland., Researcher at (908) 672-125BnrMiriam
Abramowitz, Dissertation Advisor at (212) 452-7106.you have
guestions regarding your rights as a subject, o {®@el you have been
harmed as a result of your participation in thisearch, you should
contact the Hunter College IRB Office at (212) 63053.



| have read (or have read to me) the contents o$ donsent
form. | have been encouraged to ask questions.veh@eceived
answers to my questions. | willingly agree to parpiate in the
research study described in this form. | have reed (or will
receive) a copy of this form for my records anduingt reference.

Signature of
Participant Date
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Name of Participant (printed)

Signature of Researcher
Date

Name of Researcher (printed)
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Appendix B

INTERVIEW GUIDE

Thank you again for agreeing to participate in tbhtsdy. As |
mentioned, many women like you, who have sufferied kost of their
infant do not realize that Black Infant Mortalitg & significant
problem in the US that researchers are trying tdarstand. It is my
hope that in spending time with you and others Iy, this study
might yield information, which will help us gaingeeper
understanding as to why so many Black-American wormaee losing
their infants before the age of one. Again, pleaséderstand that you

do not have to answer any question that you dowieh to answer.

1. 1 would like to begin our conversation by talkindgpaut the beginning
stage of your pregnancy. Please share with me how felt when you
first thought you were pregnant.

Probes: Was your pregnancy planned or unplannedas\Whis your
first pregnancy? How long after when you first tlgdu you were
pregnant did you confirm that you were pregnant?wHwas it

confirmed? Who was the first person you told? WWwas their

reaction?
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2. Please describe any events, circumstances amp®ople that stand
out during this period.

3. At what point in your pregnancy did you decidedgeek pre-natal
care?

Probes: What made you decide to go at that time@as\W the same
period you used in seeking pre-natal care for prmmregnancies?

4. OK. So in securing prenatal care how did youadpmut selecting
your doctor?

Probes: Was race, gender, age, years of experiehmegtion,
insurance factors you considered?

5. Tell me about your first appointment; how didrtgs go?

Probes: Were you pleased with the initial reporopided by your
doctor?

How often did you go to the doctor after this fingsit?

6. Did someone accompany you on your first prenatale visit?
Probes: Did you talk with this person about how yf@lt about this
visit?

7. Following your initial appointment, you wereese__ times during
the course of your pregnancy. During these visdigl, you feel that
you had formed a relationship with your doctor?

Probes: Were you able to comfortably communicatéhwiour doctor?
Did you ask questions? Did you understand your do2tWere you

satisfied with responses to your questions? Wemlgdhany issues
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related to your doctor’s style, office staff, houss operation, etc.

that concerned you?

8. Did you seek any emergency and/or other medec@ak due to a

problem(s) during the course of your pregnancy?

Probes: When? How did you feel about your docta®sponse to your

medical emergency or problem/complaint? How wasedolved?

9. Overall, how do feel about the quality cdre you received during

the course of your pregnancy?

Probes: What are your thoughts about your doctordase and the role

it played in your care? What about other officeafdtand other

medical professionals and the issue of race? Da {®el that your

race played a role in the quality of care you reced?

OK. Thank you. We have now reached the halfway nodrihe

interview. | would like us to turn toward undersiging how your

pregnancy affected other areas of your life.

10.During your pregnancy, how were things goingymur job, in your
relationship with your husband, and family?

Probes: Can you recall any situations that were paularly pleasing

or stressful?

11. Overall, how would you describe your dispositiduring your

pregnancy?

Probes: Was your attitude the same as it was ptmryour pregnancy,

or did you notice a difference?

12. In your daily life did you continue to do thame things that you
did prior to learning that you were pregnant? DQiau notice any
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changes, or did you implement any changes in yaaitydlife
patterns during your pregnancy?
Probes: Work schedule changes( reasons), sleepepas, eating
habits, significant change in diet, significant wgét gain or loss? Did
you do any traveling or attend any large functiossring the last

trimester of your pregnancy?

13. Thank you. OK. | am interested in understargdwwhat happened
on the day of your lost? How did things unfold?

Probes: Where were you? What year, month and day wa What

was the time? Who was with you?

14. What explanation was provided by your doctor?

15. As you look back are there questions that wow wonder about
that you did not give much credit to before?

Probes: Do you have any, thoughts or feelings abwhy it

happened?

16. Did you seek any kind of counseling afthrstevent?
17. If so, did you find it helpful?

18. Do you have any advice to share?

19. What is the most valuable thing learned?



Appendix C

Biographical Information Chart

267

#
Pseudonym | Education | Profession Age | Spouse/ Ag | Tri- Children
Profession | e mester Prior to
of loss Loss
School
Yvonne Masters Admin. 33| Scientist | 33 2 2
Dorothy MD Physician 32| Physician | 35 3 0
Alana Masters Counselor 30 Sales 29 3 2
Business
April Masters | Counselor 30 Owner 35 2 3
College Exec. Music
Willeta grad Marketing 34| Producer | 34 2 1
College Manager/ Manager
Freddie grad Tech 31| Transport | 32 3 0
Mental
College health IT 34
Tina grad professional 33 Specialist 3 1
Manager/
Linda Masters | Admin. 34| Tech 34 3 1
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Appendix D

Glossary

= Infant Mortality (IM): The death of an infant before his or her
first birthday.

= Black Infant Mortality (BIM): The death of infant born to black
women who die before their first birthday.

= Gestation: The nine-month period of pregnancy from conceptton
birth.

= Low Birth Weight (LBW): Babies born weighing less than 5
pounds, 8 ounces (2,500 grams) are considered lioth bveight.

= Neonatal: The first 28 days of an infant’s life.

= Perinatal: The 20th to 28th week of gestation and ends 1 to 4
weeks after birth.

= Prematurity: (less than 37 weeks gestation) and too small (less

than 2,500 grams)
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