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Women of Color’s Perinatal Experiences: New Insights from a Large 
Qualitative Study in New Jersey

Leslie M. Kantora, Christiana Adamsb , Constance Akhimienb, Fauziyya Allibay Abdulkadirb, 
Cherriece Battleb, Maria Oluwayemib, Olanike Salimonb, Sang Hee Wonc, Mobolaji Ibitoyea , 
Mawusi Christina Dogbeya and Amy Alspaughd 
aDepartment of Urban-Global Public Health, Rutgers School of Public Health; bCommunity Researcher; cIndependent 
Consultant; dCollege of Nursing, University of Tennessee

ABSTRACT
Disparities in maternal health experiences and outcomes are a critical public health 
problem in the United States. For this large, qualitative study, ninety-six women of color 
who gave birth within the past three years were interviewed by community researchers. 
Participants shared in depth information about their experiences throughout the 
perinatal period. Participants largely felt prenatal care was accessible to them, though 
some struggled with costs associated with transportation. While many study participants 
reported positive experiences with accessing healthcare and interacting with healthcare 
providers, a subset of participants reported experiences of stereotyping and 
discrimination. Access to insurance was not a barrier to care for most, and participants 
had good experiences navigating pregnancy and family leave at their place of 
employment. Social supports, both interpersonal and organization, were seen positively, 
and offer opportunities to reach more birthing people throughout the perinatal period. 
Participants recommended continued investments in insurance coverage and efforts to 
mitigate or end discrimination experienced while seeking health care.

PUBLIC HEALTH SIGNIFICANCE
This community-based participatory research study of women of color provides new 
insights into perinatal experiences in a state that is making policy and programmatic 
investments to improve maternal health and reduce disparities. Understanding 
continued barriers is essential to making strategic investments to improve perinatal 
health.

Introduction

Perinatal health is a vital public health issue. Maternal health in the United States is far worse than 
in other high-income countries; the U.S. has the highest maternal death rate of any high-income 
country despite spending more on healthcare than peer countries.1 Further, outcomes and experiences 
of care are not equitably distributed across populations.2–5 Significant racial and ethnic disparities 
persist in the perinatal period in the United States despite increased attention to maternal health 
over the past several years.2–5

New Jersey had one of the highest rates of severe maternal morbidity in the United States from 
2016 to 2018 and a 10-year analysis from 2008 to 2018 calculated a rate of severe maternal morbidity 
of 199.3 per 10,000.6,7 In 2023, New Jersey rates of obstetric hemorrhage, post admission infection 
and severe maternal morbidity with transfusion increased from 2022, with non-Hispanic Black and 
Hispanic women having the highest rates of severe maternal morbidity with transfusion and obstetric 
hemorrhage compared to other racial/ethnic groups.8 Additionally, the maternal mortality and 
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low- risk cesarean birth rates for New Jersey in 2023 were both higher than the national average at 
26.0 per 100,000 and 27.4 per 100,000 births respectively.9

Furthermore, research on the experiences of care among Black and Brown women frequently reveal 
dismissal of pain and concerns, lack of autonomy in decision-making, and disrespectful care.5,10 Prior 
research in Newark, New Jersey has included patient reports of having their concerns dismissed or 
ignored, experiencing structural challenges to accessing care, challenges receiving mental healthcare 
and lack of formal social service support.11 This current study builds upon that work by expanding 
to include more geographic areas of the state and examine policy and program initiatives designed 
to improve maternal and infant health outcomes.

National and state-level policies are an important lever to improve maternal health outcomes. 
Recent efforts, such as state-level Medicaid expansions for postpartum care for a year postpartum 
and the introduction of the Black Maternal Health Momnibus Act, reflect growing recognition of the 
need for systemic change.12–14 To address negative health outcomes and poor care experiences, par-
ticularly for women of color, New Jersey has developed Nurture NJ, a multi-pronged, multi-agency 
initiative designed to improve maternal and infant health outcomes in the state with a focus on 
reducing disparities.15 Through legislative actions, engaging stakeholders across multiple sectors, and 
programmatic investments, Nurture NJ has made changes that can improve healthcare that is provided 
during the perinatal period (e.g. expanding the perinatal workforce, payment reforms that create 
parity for midwifery services), expand supports available to perinatal women to assist in accessing 
care (e.g. transportation programs) and improve postpartum care for mothers and babies (e.g. initi-
ating a universal nurse home visitation program for families of newborns). An overview of the more 
than 70 legislative actions taken in New Jersey related to maternal-infant health is available at: https://
sites.rutgers.edu/nurture-nj/.12

Community based participatory research (CBPR) is an important approach to better understand 
the current state of perinatal health and the potential impact of this state-level initiative on perinatal 
women. CBPR fosters collaboration between researchers and communities to ensure that studies are 
ethical, relevant, and impactful. By prioritizing cultural responsiveness, trust-building, and shared 
power, this approach also improves data quality, increases the likelihood of appropriate policy rec-
ommendations, and promotes sustainable, community-driven solutions.16 This approach is particularly 
crucial in maternal health research, where engaging Black and Brown individuals as equitable partners 
can lead to more effective interventions and meaningful systemic change.17

To understand the experience of being pregnant, giving birth, and being postpartum within the 
context of the implementation of Nurture NJ policies, the research team conducted a community-based 
participatory research, qualitative study of perinatal women from across New Jersey. This study 
expands upon prior research done in New Jersey by the same team by including urban areas across 
the state and by specifically exploring how select state-level policies are being experienced by 
perinatal women.11 To help ensure that the voices and lived experience of women of color guides 
continued investments and approaches to improving maternal health, a CBPR approach was uti-
lized. The aim of this study was to use a CBPR approach to better understand the perinatal 
experience among a sample of women of color who had given birth in New Jersey to examine 
the influence of the state-level perinatal health initiative and identify further opportunities for 
improvement.

Methods

Study design

This qualitative study utilized in-depth, semi-structured interviews to answer questions related to 
women of color’s experiences throughout the pre-natal, labor and delivery and postpartum period. 
A group of six community researchers who participated in a prior community based participatory 
research (CBPR) project focused on Newark, NJ led by the same Principal Investigator, served as 
core members of the research team.11 Community researchers partnered with individuals affiliated 
with Rutgers University University to develop the methodology, draft the interview guide, conduct 
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interviews, review transcripts for accuracy, code transcripts, and conduct thematic analyses to discern 
the main themes.

Sample & recruitment

The interview sample included women of color who have given birth in the past two years while 
residing in one of the following urban areas in New Jersey: Greater Newark (Newark, Irvington, 
Orange, and East Orange), Camden, Atlantic City, or Trenton. Study area demographics are 
included in Table 2. Participants were recruited via convenience sampling. We were assisted in 
recruitment by five community-based organizations: the Perinatal Health Equity Initiative, South 
Ward Promise Neighborhood, the Children’s Home Society of New Jersey, Trenton Health Team 
and the Camden Coalition. These organizations recruited participants from both their clients 
and non- clients residing in their service catchment areas, through flyers with study information 
that were created by their staff. The study was approved by the Rutgers University IRB: 
Pro201900298.

Potential participants were directed to a QR code linking to the Rutgers University REDCap system, 
where potential participants answered screening questions and provided written informed consents 
for the interviews as well as for audio-visual recording of the interviews, plus their preferred days/
times for interviews.

Data collection

In-depth interviews were conducted in English by the community researchers on Zoom. Participants 
were given the option to keep their cameras on or off during the interviews. All interviewers iden-
tified as women of color, which ensured gender and racial concordance for most of the interviews. 
Positionality of the research team is included in Appendix Table A1. None of the researchers knew 
any of the participants before the study.

The community researchers followed a semi-structured interview guide which included questions 
designed to illuminate participants’ experiences throughout pregnancy, birth, and the postpartum 
period. Questions were also designed to ascertain experiences related to recent policy and program-
matic changes in New Jersey concerning maternal health such as whether participants were notified 
about available doula services.12,15 The interview guide included questions about participants experi-
ences accessing prenatal care (e.g. how they learned about and chose available services, whether they 
received the information and care they needed), interacting with healthcare providers during prenatal 
care, labor and delivery and postpartum, and what types of formal and informal support they received 
throughout the perinatal period. Interviews lasted an average of 26 min. Participants received a $50 
gift card in appreciation for their time.

An approved transcription company produced transcripts from the audio-visual Zoom recording 
that were then checked by the community researcher who conducted the interview. Transcripts were 
uploaded to Dedoose for data analysis.

Data analysis

The study utilized the steps of inductive, reflexive thematic analysis as outlined by Guest et al, which 
includes familiarization with the data, generating initial codes, organizing codes into themes, reviewing 
and refining themes, defining and naming themes, and synthesizing the findings.18 Data management, 
coding, and analysis were organized using Dedoose. An initial code book was created by the last 
author through inductive coding of six interviews.

A total of 12 individuals coded the data. Each interview was double coded by a community 
researcher and a university-affiliated member of the research team. We used a consensus-based 
approach to coding, as our goal was to capture and honor multiple perspectives in coding, not as a 
measure for reliability. As team members coded, they added additional codes inductively to the 
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Figure 1. CON SORT diagram.

codebook. The final code book included 113 codes. The coding team met 8 times throughout coding 
to discuss new codes that were identified and resolve any discrepancies in the way codes were being 
applied and to categorize and collapse the codes. Codes were then organized into common themes 
that captured broader experiences of participants. The final organization of themes and subthemes 
was conducted during an in-person meeting and further refined during subsequent weekly virtual 
meetings with the entire team. Our findings have been shared with participants and community 
partners in four separate virtual sessions.

Results

One hundred and forty-two unique individuals were screened and deemed eligible for the study, and 
96 in-depth interviews were completed. Eligible participants who did not complete an interview either 
failed to respond to multiple attempts to schedule the session or did not attend the scheduled inter-
view despite several follow-up attempts (Figure 1). All participants were Black or Hispanic/Latina 
women of reproductive age who had given birth within the past two years in one of four urban areas 
within New Jersey: Greater Newark (Newark, Irvington, Orange, East Orange), Trenton, Camden and 
Atlantic City. Half of the sample was covered by Medicaid and the other half by private insurance 
through their own or a spouse’s employer.

The demographic characteristics of our study population (Table 1) differed notably from those of 
the general populations in the recruitment areas (Table 2). A total of 97% of participants self-identified 
as Black, African American, or Black and Hispanic/Latina, a proportion higher than that of the four 
recruitment areas and seven cities within those areas, where the percentage of Black or African 
American residents ranged from 41.3% to 81.3%.19 Participants were also more likely to report having 
health insurance coverage, either through private employer-based plans or public programs such as 
Medicaid, Medicare, or Veterans Affairs benefits. Only one participant reported being uninsured, 
compared to uninsured rates ranging from 10.7% to 21.4% in the recruitment areas.20,21 Educational 
attainment among participants was also higher, with a greater proportion reporting completion of a 
bachelor’s degree or higher, compared to the general population in the recruitment areas (range: 
9.6%–22.3%).19 Additionally, household income levels were higher among study participants, with 
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77.3% reporting annual household incomes of $50,000 or more, compared to 37.0%–57.3% in the 
recruitment areas.

Participants reported a range of experiences throughout the pre-natal, labor, delivery, and post-
partum phases of pregnancy and there was a large variation in whether people’s experiences seemed 
to be influenced by recent policy and programmatic changes in the state. Five thematic areas were 
developed across the 96 interviews: (1) prenatal care is relatively accessible; (2) experiences with 
healthcare varied widely; (3) insurance and financial issues; (4) utilization of perinatal support systems 
and organizations; and (5) improving birth in New Jersey.

Prenatal care is relatively accessible

Overall, participants in this study were easily able to access prenatal care. Most study participants 
began receiving prenatal care in the middle of their first trimester, as recommended. Participants 
largely selected providers for prenatal care based on recommendations from friends and family 
or utilized providers they had received care from previously: “Just by asking friends and doing 
my research. I had to do research to find a place that is affordable and that I knew would pro-
vide quality services.” (P191, Black participant, Camden). However, a minority of participants in 

Table 1.  Study participant demographics (N = 96).
Category Response n %

Race/Ethnicity Black/African American 91 94.8
Hispanic/ Latina 3 3.1
Black and Hispanic/Latina 2 2.1

Education HS 12 12.5
Some college 22 22.9
Associates Degree 1 1
College degree 53 55.2
Graduate Degree 4 4.2
Not stated 4 4.2

Insurance Private/ Employer based 50 52.1
Medicaid, Medicare, Veterans Affairs 45 46.9
None 1 1

Household Income $0-25,000 6 6.3
$25-50,000 14 14.6
$50-75,000 36 37.5
$75-100,000 29 30.2
$100,000+ 10 10.4
Not stated 1 1

# of children 1 43 44.3
2 34 35.1
3 15 15.5
4 2 2.1
5 2 2.1%

Table 2.  Study area demographics.
City/ metro area

Greater newark

Newark Irvington Orange East Orange Trenton Camden Atlantic City

Population 304,960 59,925 33,787 69,556 89,620 71,100 34,864
Demographics (%)
White 16.5 5.0 10.3 3.4 18.8 8.9 20.6
Black 46.7 78.7 59.2 80.3 43.0 41.3 31.8
Hispanic/Latine 37.2 13.3 29.8 9.9 44.3 54.2 32.4
Bachelor’s Degree or Higher (%) 17.4 22.3 21.1 22.9 16.7 9.6 20.5
Insurance Type (%)
Private 31.6 39.4 34.5 42.2 24.6 22.5 27.2
Public (Medicaid/Medicare/VA) 35.0 36.1 32.0 31.6 35.5 48.4 41.4
Uninsured 19.1 15.0 21.4 10.7 17.5 13.4 18.4
Household Income (%)
$0-25,000 24.9 22.7 24.3 21.4 26.2 33.2 37.3
$25-50,000 20.9 20.2 23.6 24.7 24.6 29.2 25.8
$50-75,000 18.0 18.3 18.1 18.1 16.8 13.1 12.9
$75-100,000 12.1 11.4 11.8 11.0 11.0 10.1 8.4
$100,000+ 24.1 27.6 22.2 24.8 21.5 14.3 15.7
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our study noted some difficulty in finding care. This was primarily due to the location of clinics, 
with one participant reporting, “The distance from my house is like an hour drive.” (P97, Black 
participant, Greater Newark).

Once participants were established with their prenatal care team, many reported that accessing 
care was relatively easy. However, a small number of participants reported challenges with accessing 
prenatal care during their pregnancy. Barriers included the cost of prenatal visits (e.g. co-payments 
and other out of pocket costs), transportation challenges, and difficulties navigating health systems. 
One woman, despite having insurance, found prenatal care inaccessible, saying, “despite having better 
private insurance, I still faced barriers to accessing quality maternal care services and it was due to 
the high copays and out of pocket cost here.” (P40, Black participant, Camden).

Others described difficulty with transportation to the clinic or hospital. As one participant shared: 
“It’s just there was a time I was really broke and I think I had a problem with my credit card. So, 
I was unable to cover for my transportation and my husband wasn’t home. He took his car for work 
out of the state. So, I skipped the appointment that very day.” (P133, Black participant, Atlantic City). 
In our study, transportation issues were more pronounced among participants from certain parts of 
the state (Camden, Atlantic City) compared to other areas (Greater Newark).

For others, navigating health systems could be intimidating and confusing. A woman from Atlantic 
City shared that she had trouble with the healthcare system itself, saying, “I had to navigate a system 
that sometimes felt so impersonal and rushed, making it challenging to get the care.” (P133, Black 
participant, Atlantic City). While most participants in our study found prenatal care accessible and 
approachable, those who faced barriers reported that it caused them to miss appointments or created 
financial strain.

Experiences with healthcare varied widely

Participants in our study described a range of experiences with healthcare providers across their 
perinatal care. While most experiences were positive in nature, many also shared negative interactions 
with healthcare providers, including experiences that they described as rooted in discrimination.

Positive experiences with healthcare
Positive findings included that most participants felt involved in decision-making about their care 
and reported that they received respectful treatment. Factors that contributed to participants describing 
their care as high-quality included feeling listened to, reporting that their concerns were addressed, 
and feeling cared for and supported by their healthcare providers. As one participant reflected:  
“The doctors at the hospital, they were quite concerned about my wellbeing… They made sure that 
they paid attention to every detail that I complained about, and they made sure I was treated well, 
and I had a safe delivery.” (P79, Black participant, Greater Newark).

Most participants also reported positive experiences with their immediate postpartum care in the 
hospital. Participants were especially appreciative when healthcare providers shared information, demon-
strated concern for their wellbeing, and provided follow-up care. Participants also valued being reassured 
and feeling cared for; these factors were especially important for first-time mothers. One participant 
recalled: “They just tried their best to calm me down, that everything is going to be fine, because I 
was tense and scared. I had a lot of fears and worries. So, they did their best to tell me that it’s going 
to be fine, that I’m just overthinking stuff and I’ll be good here.” (P108, Black participant, Atlantic City).

Although not asked directly about racial concordance, some participants reported receiving better 
treatment (i.e., experiencing more empathy and feeling more cared for) from racially concordant cli-
nicians: “Let me say I was lucky. I was attended by a black doctor, and yes, she attended to me very 
well. (P44, Black participant, Camden). Another participant was able to change providers during pre-
natal care in order to receive racially concordant care. She commented, “I originally was in a hospital 
setting and someone had suggested a birth center to me owned by a Black woman… I did find that 
it helped a lot and took a lot of stress off of me.” (P76, Black participant, Greater Newark). She 
described her original prenatal care providers as not open to her asking questions or her preference 
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for noninvasive testing, and she found that having a Black provider improved her experience of care. 
Overall, however, very few participants reported receiving racially concordant care.

Importantly, several study participants felt poorly served across the multiple providers that they saw 
during their pregnancy and reported that the quality of care varied widely. One woman explained: “I can 
say it was average because of meeting different people. … those who understood my issue, they were 
treating me well. But the other ones who thought ‘this lady is very arrogant, she came to the prenatal 
care at seven weeks. She doesn’t even follow the visit [schedule]’. So, some were never that welcoming. 
So, it was average 50-50.” (P190, Black participant, Atlantic City). With most participants seeing various 
providers over the course of their pregnancy, the quality of interactions varied for many in our study.

Negative interactions with healthcare
Many participants shared specific instances of negative care from clinicians during their perinatal 
care. Some participants reported that clinicians did not listen to their questions or welcome their 
involvement. One woman explained: “I did have to change my doctor two times just because they 
weren’t really accepting of me wanting to ask more questions, wanting noninvasive treatment…. It 
was pretty stressful.” (P76, Black participant, Greater Newark). While this participant was able to 
make a change in their healthcare team, many participants reported negative experiences during labor 
and delivery, a point at which they did not have the ability to make a change.

One first-time parent shared how she was left out of decision-making during birth, saying: “[The 
providers] would just make a decision on their own and then tell me. I would just follow accordingly, 
because it was my first time trying to give birth. I never had a lot of information or felt like I should 
be consulted when they needed to make a decision.” (P126, Black participant, Atlantic City). Another 
participant described her experience with an unwanted Cesarean birth, saying: “They didn’t want to 
hear what I had in mind. So, I was not involved in the decision so much. I think they thought I 
was wasting their time.” (P 39, Black participant, Atlantic City). In addition, some participants felt 
their providers were culturally insensitive: “I found a little thing they did, disrespectful, like mimicking 
your intonation. That’s disrespectful, isn’t it? Yeah, so they’re mimicking my interpreting, my intona-
tion and all.” (P165, Black participant, Greater Newark). These negative experiences highlight the 
ways in which participants in our study experienced disrespect or a lack of respect in their care.

Concerns about and experiences of discrimination
Participants reported that some of their negative experiences during pregnancy were rooted in racism 
and discrimination. One participant shared: “…I faced discrimination and microaggressions from 
some of the medical staff. I felt judged and stereotyped based on my race because I’m a Black… I 
felt hesitant to express my concerns or ask questions because I didn’t want to be seen as difficult or 
confrontational. And also, I had difficulty in finding a healthcare provider where I could feel com-
fortable with and maybe one who would understand my background” (P107, Black participant, 
Camden). These concerns had an impact on this participant’s ability to communicate openly with 
her clinicians initially, but she found that during her care, she was treated with respect and was 
supported and listened to by her care team “despite being Black.”

A Black participant shared the care discrepancies she experienced when attending an appointment 
alone compared to when she was with her husband, who is white. She reported, “Most of the time 
when I was in the company of my husband, I was being treated fairly, like a citizen here, like some-
one with big beauty. Yeah. But when I went alone without him, I could feel there was some difference 
in the way I would be served and I think that was because of my skin color. So, I had healthcare 
access, I think challenges. But I managed to do that whenever I realized that most of the time, I 
could ask my husband to accompany me so that I can be treated equally as otherwise” (P47, Black 
participant, Atlantic City). When she shared her concerns about this disparate treatment, she described 
her providers getting dismissive and defensive at her claims.

Other participants shared that stereotyping by providers impacted their care. One participant was 
told during labor that “Black women push their babies so you should put in your more effort and 
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strength to do this” (P47, Black participant, Atlantic City). They went on to inform her that she 
needed to remain quiet during birth, saying, “They also told me that we usually scream. Yeah, they 
thought that we [Black women] are just dramatic when giving birth. So, they told us ‘we don’t have 
disturbances and noises here. We understand that you might be going through pain, but at least 
regulate on your noises’” (P47, Black participant, Atlantic City). She described her providers as subtly 
threatening her with a Cesarean section if she did not behave well during labor. As a result of com-
munication from her health care team, she felt her care team had removed her ability to be fully 
involved in her care. While many felt supported and care for by their health care providers throughout 
the perinatal period, instances of discrimination and poor communication from providers were neither 
infrequent nor benign in nature.

Insurance, financial, and employment issues

Most study participants had insurance before pregnancy or obtained it during pregnancy, with the 
sample split evenly between public and private insurance coverage. Participants generally reported 
that their insurance covered all expenses during and after pregnancy, with minimal out-of-pocket 
expenses. While all but one of our participants reported having some type of insurance during 
pregnancy, many found that insurance did not cover all of their healthcare expenses. One participant 
reported, “There was another test they said they recommended, but they said my insurance wouldn’t 
cover it. I think it was another genetic testing, like a more in depth one. And so I didn’t opt for 
that because it would… would have been a couple hundred. And I said that I’d rather, you know, 
not do that.” (P71, Black participant, Trenton). Other participants found that indirect costs related 
to seeking care caused financial stress. One participant explained: “The insurance was only covering 
the expenses that you are using during the birth. But not the expense like the fare that you used 
to go to the hospital… When I was 25-26 wk, I think I found it difficult to go to hospital because 
I didn’t, I wasn’t having the enough fare. So, I skipped that week for the prenatal care.” (P125, 
Race/ethnicity not provided, Atlantic City). Indirect expenses such as these can build up over the 
course of a pregnancy, where appointments and associated costs occur with increasing frequency.

Some participants in our study needed financial support during pregnancy and postpartum. Most 
often, these supports came from friends or family members. Participants commented on the need 
for a more robust financial support system for all pregnant and parenting families. One participant 
shared that she believed, “Free maternal care for all mothers, whether rich or poor, like to be able 
to afford the basic needs of the mother and child. Till birth. That would be a very nice thing to 
do.” (P108, Black participant, Atlantic City).

Most participants worked part-time or full-time at the beginning of their pregnancies but stopped 
working between five and seven months of pregnancy. One woman explained: “I had to quit doing 
tiresome activities. And I too felt like it was the right thing for me to quit my job a bit and now 
concentrate on taking care of my baby.” (P84, Black participant, Atlantic City). Participants who 
described positive experiences with their employer reported receiving clear information about their 
maternity leave and benefits. Further, most described having paid leave during postpartum. As a 
result, a few participants described financial strain following the birth of their child.

Use of perinatal support systems & organizations

Interpersonal support
Most study participants reported receiving social support during their pregnancy from family and 
friends. This support included information, financial assistance, mental health support, and practical 
assistance such as food and childcare. One study participant explained: “My partner was there full-time 
for financial support, food and general taking care of me. Friends were there to coach me physically. 
So, they gave me all that, whatever information I needed after birth, because they’re experienced 
people anyway, they had given birth and they have helped so many Black women like me.” (P39, 
Black participant, Atlantic City). Family and peer support was reported by almost all our participants, 
who relied heavily on these informal, familial networks.
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Formal support groups
Participants generally learned about more formal organizational support services through word of 
mouth (i.e., from friends and family) as well as from online sources, including social media. Participants 
rarely reported learning about support services from healthcare providers.

In person and online peer support groups offered participants a chance to learn about infant care 
and postpartum self-care from other mothers. These groups provided a range of services, including 
emotional and educational support for both mother and baby, as well as lactation support and edu-
cation, nutritional information, housing resources, and information about maternal health rights. One 
study participant described her online discussion group as a place “where we could just talk as young 
moms, where people could raise different concerns about their kids.” (P103, Black participant, Camden). 
Many utilizing online peer support were also connected to community doula care through these 
networks, giving them the ease of virtual connection and in-person care.

Community-based organizations also provided critical support to study participants and were par-
ticularly helpful to those experiencing postpartum depression. Some study participants reported that 
they had benefited particularly from postpartum support services designed specifically for Black 
mothers. As one participant shared: “Yeah, they had therapists who specialized in postpartum care 
and understood the unique challenges faced by Black mother[s] and sessions, the sessions were 
available to help one manage the stress and anxiety that come with new motherhood.” (P134, Black 
participant, Camden). As with care providers, many participants in our study found racially concor-
dant or culturally tailored support appealing when it was accessible to them.

Some participants mentioned benefitting from postpartum home visits by a nurse. One participant 
shared: “After delivery, I had like a personal nurse take care of me and yeah. …So, I got that and  
I was treated well because this was like a referral from the doctor.” (P68, Black participant, Greater 
Newark). Other participants appreciated the ability to get care in their home and others felt that the 
nurses provided valuable information that supported them in caring for their infant.

Doulas
Study participants’ knowledge of doulas varied; some participants were unfamiliar with the term 
“doula” and the type of support they provide. Participants who had used a doula reported nearly 
universal positive experiences, noting the emotional support and advocacy these doulas provided to 
them during birth and the postpartum period. One woman observed: “She offered both emotional 
and physical assistance throughout my pregnancy, during the labor time, and in the early postpartum. 
Like her presence really made me feel more confident and less alone in the process.” (P117, Black 
participant, Atlantic City). Among those who were not familiar with doulas, after learning about the 
care doulas provide, expressed that they would have found such support helpful and would welcome 
a doula in future pregnancies.

Opportunities to meet support needs
A few participants reported that their educational and informational needs had not been met during 
the perinatal period. They expressed that they often didn’t know what information they were missing 
and wanted their healthcare providers to share more information with them at each appointment. As 
one participant observed: “Just know I needed more information. And sometimes I feel I left the 
place a little… How do I explain this? Like, I didn’t feel confident that I knew all the things I needed 
to know by however many weeks I had in every appointment.” (P42, Latina participant, Trenton).

Improving birth in New Jersey

Many study participants were aware that actions were taking place to try to improve maternal health 
in New Jersey. While participants did not name specific policies or programs that had been imple-
mented, many people spoke about hearing that there were efforts underway to try to improve maternal 
health and address inequities. As one participant stated: “I have seen a lot more things about maternal 
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health and advocating for maternal health, especially in women of color and I thought that that was 
a great and needed especially in our medical health systems.” (P76, Black participant, Greater Newark). 
There was a sub-set of participants who were not at all aware of state efforts. One participant shared, 
“I would say no, I haven’t specifically heard. I know there is a lot of help out there though, so I’m 
sure you might be doing something, but I’m not going to lie, as I have personally not heard what 
is being done.” (P42, Latina participant, Trenton).

Some participants described specific initiatives that had impacted their lives positively, such as 
in-home nurse visits, mental health support, and efforts to prevent discrimination. For example, a 
participant from Atlantic City said, “There is an organization that helped me during prenatal care. 
It’s called the Nurture NJ. Yeah, it helped me through it, provided the doula support. It also addressed 
the social determinants of health, such as transportation, and mental health support.” (P86, Black 
participant, Atlantic City).

Discussion

Among the 96 women from diverse geographic areas of New Jersey that were interviewed for this 
study, many areas of perinatal care are going well, including accessing prenatal care, receiving social 
support from family, friends and community-based organizations, and, for many, interacting with 
healthcare providers who treated them with respect and empathy. Important areas that require addi-
tional policy and programmatic intervention include poor experiences with healthcare providers, 
awareness of doula programs and other support, desire for racial concordance, and awareness of 
maternal health disparities by people who give birth.

This study adds to an existing body of literature exploring the experience of being pregnant, giving 
birth, and being postpartum among women of color. Stereotyping and discrimination experienced 
during pregnancy and birth, including when interacting with healthcare providers, is well documented 
across the United States.10,22–24 Our study finds evidence of continued stereotyping and discrimination, 
suggesting that this heightened awareness has not led to substantial changes among birthing women 
in New Jersey. Further, this work contributes to the existing literature by highlighting additional 
factors that affect the care seeking experience of women of color. For example, participants in our 
study had clearly heard about the existing disparities in maternal health outcomes for Black women 
and entered their pregnancy care with concerns and worries about how they would be treated and 
whether they would experience health problems. The increasing public attention to maternal health 
inequities may have inadvertently contributed to additional stress and worry for pregnant women 
of color.

One strategy that pregnant women of color use to mitigate their concerns about poor treatment 
is to seek out providers who are racially or ethnically concordant.25,26 Their ability to find concordant 
providers varies and is less feasible in certain hospitals and areas of the state. Community organiza-
tions and other members of the perinatal workforce such as doulas of color can potentially play a 
role in meeting this demand for concordant care, especially in areas lacking healthcare providers of 
color.27 Continued efforts to diversify the perinatal health workforce are an important facet of meeting 
the needs and desires of women.

Insurance coverage was high among this group of participants, yet insurance did not remove all 
financial barriers. Other financial challenges included out-of-pocket expenses and healthcare appoint-
ment co-pays, which were too expensive for some of the participants. Difficulty with transportation 
to prenatal care appointments due to lack of access to a personal vehicle and less access to public 
transportation in some areas of the state remains. While there are programs being piloted to provide 
transportation for pregnant individuals, knowledge of this program is limited among healthcare pro-
viders and pregnant women. Because prenatal care requires frequent appointments, challenges related 
to transportation should be addressed more comprehensively.

Although participants were not necessarily aware of specific policy or programmatic changes that 
had been made that may have influenced their healthcare or social support experiences, several par-
ticipants had been told about the availability of doulas and at least one participant had received a 
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postpartum visit from a nurse. Those who had doulas had universally positive experiences, and those 
who did not have a doula but learned about them during our interview thought that they would 
desire this kind of care in the future. Expansion of doula access has been a focus of policies in New 
Jersey to make doula services Medicaid eligible (NJ P.L. 2019, c. 85) and universal home visiting (NJ 
P.L. 2021, c. 187) is in the process of being scaled up throughout the state. Thus, there is emerging 
evidence that some of the policy and programmatic investments that are part of Nurture NJ are 
influencing the pregnancy-related experiences of their intended audience, which should be continued 
in perpetuity to support families across the state.

Very few participants reported that healthcare providers were a source of information about the 
various perinatal support systems that were available to them. This highlights a missed opportunity, 
as healthcare providers should be aware of the interventions and supports that their patient population 
may need. Further, helping link patients to services strengthens trust in both the provider and the 
support and helps to ensure that perinatal women receive the services that they need. Expanding 
wrap-around services and utilizing the support of social workers may assist in this work in clinics 
that are already over-capacity, trying to meet the health needs of their communities.

This study has many important strengths, including the large number of participants, the inclusion 
of community researchers in every step of the research project, and the focus on the role of state-level 
policy in improving experiences of a diverse group of community members from four areas of the state 
with diverse populations. However, there are important limitations to this study that should be consid-
ered when interpreting our findings. While qualitative sampling does not purport to create representative 
samples, our sample was wealthier and more highly educated than others in Greater Newark, Trenton, 
Camden and Atlantic City. Additionally, while our inclusion criteria included both Black and Latina 
participants, Latinas were underrepresented in our sample (5% of all participants identified as Latina). 
Future research should be targeted at experiences of Latina patients and should be offered in Spanish 
when desired by participants. Finally, our sample was identified by community-based organizations who 
often communicated about the study within their existing networks, meaning that those already engaged 
in programs or services were over-represented and might not reflect the needs of typical community 
members. This CBPR project underscores the importance of engaging members of the community to 
drive research that identifies areas of continued need and solutions that are responsive and relevant.

Conclusions

This study provides important insights on the pregnancy, birth, and postpartum experiences of women 
of color in a state that is actively pursuing policies that prioritize and strengthen perinatal support 
systems. Participants found prenatal care largely accessible, many reported positive interactions with 
healthcare providers and felt supported by their families and communities. Areas that continue require 
attention include strengthening the provision of respectful, unbiased care across perinatal settings, 
diversifying perinatal health team members to allow for racially concordant care, improving referral 
processes by healthcare providers to social and community supports, and improving communication 
broadly about ongoing efforts that may alleviate existing problems, such as transportation challenges 
and mental health support. Future research should continue to explore which policies and programs 
enacted to improve maternal health in the state are making a difference in the healthcare experiences 
and outcomes for women of color and what additional investments are needed.
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Table A1.  Team positionality.
Team member Positionality

Leslie M. Kantor, PhD Mixed methods researcher committed to CBPR, cisgender female, white, mother 
whose perinatal and birth experience took place in the same state as this study.

Christiana Adams Community researcher, Black, African immigrant, cisgendered female and mother 
who has given birth in the sane state as this study.

Constance Akhimien Community researcher, Black, African immigrant, cisgendered female and mother 
who has given birth in the sane state as this study.

Fauziyya Allibay Abdulkadir Community researcher, cisgendered female, Black, West-African, speaks English, 
Yoruba and Hausa Languages. Mother in the same state as this study.

Cherriece Battle Community researcher, Black cisgendered female who has given birth in the same 
state as this study.

Maria Oluwayemi Community researcher, Black, African immigrant, cisgendered female and mother 
who has given birth in the sane state as this study.

Olanike Salimon Community researcher, Black, African immigrant, cisgendered female and mother 
who has given birth in the sane state as this study.

Sang Hee Won, MPH Maternal health research consultant focusing on health inequities; first-generation, 
bilingual Asian immigrant; cisgendered; mother of two biracial children. 

Mobolaji Ibitoye, DrPH Mixed methods, sexual and reproductive health researcher, Black, African 
immigrant, cisgendered female.

Mawusi Christina Dogbey, MPH Academic research director, Black, African immigrant, cisgendered female. Public 
health professional, mother of 2 Black children.

Amy Alspaugh, PhD, CNM Certified nurse-midwife and assistant professor, white, cisgendered Appalachian 
female. Health care provider and reproductive health researcher.
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