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ABSTRACT 

The infant mortality rate in the African American cultural group is higher than 

that of other cultural groups. One possible cause of higher infant mortality rate could be 

decreased use of perinatal services. Several researchers have suggested that 

communication problems between white, non-Hispanic providers and African American 

mothers could cause decreased use of these services. The purpose of this study was to 

describe low income African American mothers' perceptions of communication with 

their white, non-Hispanic care providers during perinatal care. Ethnographic intervews 

were conducted with four mothers to understand the emic perspective of African 

American mothers. 

Eight domains of meaning and one cultural theme emerged from data analysis. 

Examples of domains included ways of making sure and ways of talking to me. The 

cultural theme was "watching over me" while they were pregnant. Recommendations for 

health care providers and future research are discussed. 



CHAPTER I 

INTRODUCTION 
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In contemporary American society, health care providers work with a population 

of clients who vary in cultural background and socio-economic status (Linsk, 1993). The 

variations create a challenge in providing holistic, culturally competent health care for 

each individual, as well as for families and large groups. Health care professional 

organizations have uniformly called for providers to incorporate "culturally competent" 

care as an essential component of care in all health care settings (ACOG, 1998; Gerrish, 

1998). Currently, health care systems are attempting to meet the cultural needs of both 

providers and clients (Johnson & Baboila, 1996) 

Historically, the majority of health care professionals have come from a white, 

non-Hispanic cultural background (U.S. Bureau of the Census, 1998). Hence, the 

resulting culture of health professionals is dominated by white, American values (Linsk, 

1993). Furthermore, health care providers have not always been educated to address the 

cultural diversity of clients (Kai, Spencer, Wilkes, & Gill, 1999). This situation has led to 

communication problems between health care providers and clients who come from 

different cultural backgrounds (Lieberman, Stoller, & Burg, 1997; Zweifler & Gonzalez, 

1998). 

It is well documented that the health status of different cultural groups, including 

African-Americans, has been lower than the health status of the white, non-Hispanic 

group (Russel & Jewell, 1992). The life expectancy has fallen to the age of sixty-nine for 
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African Americans, while it has risen to the age of seventy-six for the general population 

(U.S. Bureau of the Census, 1993). The lower health status of African American group 

appears to be related to decreased use of health care resources. The factors identified 

leading to decreased use include: lack of health insurance, inadequate organization of the 

health care system, decreased time for health care because of family demands, and 

unsatisfactory communication with health care providers (Lieberman, Stoller, & Burg, 

1997). 

Health care providers have not traditionally been sensitive to the African 

American culture when delivering health care (Carter, 1995a). This lack of sensitivity 

may also contribute to the poor health status of this group. Therefore, practitioners are 

urged to incorporate culturally appropriate practices when working with people from the 

African American culture (Morris, 1996). 

Although the general health of African Americans is below optimum levels, the 

health status of low income African American mothers and infants is particularly low. A 

specific area of current concern is the health of low income African American women 

(ACOG, 1998). Even with concentrated efforts to improve care to African American 

women and infants in the latter part of the twentieth century, both the infant mortality rate 

and perinatal death rate for this group remain higher than those rates for the general 

population (Gates-Williams, Jackson, Jenkins-Monroe, & Williams, 1992). Just being an 

African American woman is a risk factor for increased poor birth outcomes and infant 

mortality rates (Poma, 1999). This phenomenon is present at both the local and national 



levels in the United States (Pima County Health Department, 1997; U.S. Center for 

Disease Control & Prevention [CDC], 1998). 
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Health care providers have been searching for a causative factor for increased 

poor birth outcomes and higher infant mortality in the African American population. 

Most of the research has involved low income African Americans as almost half ( 46%) of 

African American children under 18 are in low income families (U.S. Bureau of the 

Census, 1993). At this point in time, a single causative factor has not been identified. 

Thus, health care providers have difficulty implementing programs to increase the health 

status of this group. 

Poor perinatal care may be linked to poor birth outcomes and higher infant 

mortality rates. Perinatal care includes health care given to a woman and her baby during 

the prenatal period, during labor and delivery, and during the postpartum period. The 

cultural issues that may arise in perinatal care between African American clients and 

white, non-Hispanic care providers could contribute to whether African American women 

elect to attend perinatal care visits regularly. These issues may also contribute to whether 

they decide to follow the advice and recommendations of the health care provider. 

Purpose of the Study 

Several researchers have identified potential problems arising when the provider 

and client are of different cultural backgrounds (Carter, 1995a; Davis, 1998; Gallois & 

Callan, 1997; Hughes, 1997; Rich, 1974). No research has been done to date which 

specifically describes communication issues that may occur between low income African 



American mothers and white, non-Hispanic care providers during perinatal care. 

Therefore, the purpose of this study was to describe low income African-American 

mothers' perceptions of communication with their white, non-Hispanic care providers 

during perinatal care visits. 

Statement of the Problem 

Health Care in the African American Culture 

The overall health of African Americans has generally improved in this century. 
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This is true for both African American mothers and for the African American population 

at large. However, the life expectancy for this group remains lower than that of white, 

non-Hispanic people and Hispanic people. The adjusted death rate for the African 

American community is also higher than that of the white, non-Hispanic community 

(Glanville & Porche, 1998). The cause of the discrepancy in health status between 

African Americans and other ethnic groups in the United States has been explored in the 

literature. Views and beliefs about health in general also affect perinatal care utilization. 

Stressful life conditions and low income may influence African Americans to 

participate in unhealthy behaviors that lead to more chronic illnesses. Several factors 

have been associated with unhealthy behavior in the African American community: 

violence, poor dietary habits, lack of exercise, and low value placed on seeking primary 

care (Glanville & Porche, 1998). The underutilization of primary care services may be 

due to the fact that many African Americans distrust the health care system, or that the 

care given is not viewed as culturally relevant (Glanville & Porche, 1998). 
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These ideas are supported by the literature. Gornick, Eggers, Reilly, Mentnech, 

Fitterman et al. (1996) found there were large differences between African Americans 

and white, non-Hispanics in the use of Medicare services. They found that poor African 

Americans participated less in preventative care, made fewer office visits, and had higher 

mortality rates that middle class or affluent white, non-Hispanic individuals (Gornick et 

al., 1996). Valdez and Dalleck (1991) found that African American people used primary 

care services less than white, non-Hispanic people. Latino and African American 

communities were more predominantly low income and were hospitalized for conditions 

that could have been treated earlier in a primary care outpatient settings (Valdez & 

Dalleck, 1991). 

Perinatal Health Care in the African American Women 

As mentioned earlier, infants born to African American women have a higher 

infant mortality rate. Health care professionals have reported possible causes of high 

African American infant mortality in the literature. Researchers have tried to pinpoint a 

cause of this problem in the African American population, especially among low income 

women and children. Thus far, none of the evidence points to a definitive cause. 

However, it seems that genetic predisposition is not the issue. Rather, the increased 

infant mortality rate could be caused by African American women attending fewer 

perinatal care visits. Forty-nine percent of African American women do not receive 

prenatal care in the first trimester (U.S. Department of Health and Human Services, 

1990). 
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David and Collins (1997) studied the birth outcomes of African American women 

and native African women. Specifically, they compared the incidence oflow birth 

weight in African infants born in Africa, African-American infants born in the United 

States (U.S.), and white infants born in the U.S. They found that U.S. born African 

American infants had the lowest mean birth weights. In fact, infants born to native 

African women were closer in birth weight to U.S. white infants than they were to U.S. 

born African American infants. This study provides evidence against the theory that the 

disparity between white and black infant birth weights in the U.S. is due to ethnic 

differences related to genetic predisposition (David & Collins, 1997). 

Since genetic predisposition does not appear to be the issue, some researchers 

have looked into use of prenatal care services as the cause of high infant mortality rates. 

Kogan, Kotelchuck, and Johnson (1993) examined differences in the quality and duration 

of prenatal care in different ethnic groups. The researchers controlled for social and 

economic differences. African American women had significantly fewer prenatal visits 

than white women in the last two months of pregnancy. No significant difference in the 

number of prenatal visits made by African American women versus white women was 

found in the first seven months of pregnancy. 

Murata, McGlynn, Siu, and Brook (1992) found that African American women 

may initiate prenatal care early in the pregnancy, but do not follow through with care 

until the end of the pregnancy. The researchers found this by conducting a MEDLINE 

search of all the literature related to process plus outcomes of prenatal care from the years 
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1980-1990. Three-hundred and seventy textbooks and articles were reviewed in total. The 

researchers noted that low income minority women, including African American women, 

were at the greatest risk for adverse outcomes. They postulated that this was due to the 

decreased likelihood that these women would seek out and follow through with prenatal 

care. The authors suggested that level of acculturation and cultural difference may be 

related to decreased compliance with prenatal care recommendations and could account 

for the poorer outcomes. The authors also suggested that African American women could 

have communication difficulties with providers from a different ethnic background 

(Murata, McGlynn, Siu, & Brook, 1992). 

Other researchers investigated other causes that could lead to inadequate prenatal 

care. Lia-Hoagberg, Rode, Skovholt, Oberg, Berg et al. (1990) found that African 

American women who received inadequate prenatal care perceived that they had a larger 

number of more severe barriers to care. Kelley, Perloff, Morris, and Liu (1992) found 

that perceived barriers included conflicting job demands, long travel time to prenatal care 

clinic, and unavailability of child care. 

Along the same lines, McAllister and Boyle (1998) found that convenience of 

care was the most significant factor in accounting for follow-through with prenatal care. 

In this study, low income African American women who went to a clinic in a housing 

project were interviewed qualitatively. The researchers found that the women in this 

group also had complex problems in daily living situations, which also effected 
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utilization of prenatal care. Some of these situations included crime, violence, instability, 

and few financial resources (McAllister & Boyle, 1998). 

In summary, it is established that low income African American women have 

poor birth outcomes and a higher infant mortality rate compared to white, non-Hispanic 

women. This does not appear to be due to a genetic predisposition. Instead, it appears 

that low income African American women do not attend as many care visits, especially 

late in the pregnancy. This could be due to increased life stressors or barriers to care. 

Communication difficulties with white, non-Hispanic providers have been identified as a 

potential problem in the literature. 

Background 

The circumstances of African American mothers and white health care providers 

exist in a wider societal and historical context that affects their communication. This 

section provides the historical context of health care for African American mothers by 

white providers. High infant mortality rates in the African American population have 

been an issue for centuries. The source of the history of African American infant 

mortality is based upon an essay written by Meckel (1997). The essay is a summary of 

events and attitudes based on primary historical documents, such as medical journal 

articles and personal communications written over the past two centuries. 

For the past two hundred years, the highest infant mortality rates in the United 

States have been in the African American population. Up until the mid-twentieth 

century, the U.S. medical establishment attributed the high rates of infant mortality to the 
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fact that African Americans were biologically inferior to other ethnic groups. This 

inferiority was thought to be due to a moral and physical degeneration of the descendants 

of freed slaves, since the master-servant relationship no longer provided needed guidance 

(Meckel, 1997). Furthermore, African Americans were considered ill-adapted to survive 

in the United States and were considered doomed for extinction. Thus, although the 

health care system addressed infant mortality rates in the European immigrant 

populations, it ignored the needs of the African American community (Meckel, 1997). 

In the early 1900's, the United States health care system began to attend to the 

issue of African American infant mortality. The causes of the high infant mortality rates 

were determined to be overcrowded and unsanitary living conditions, venereal diseases, 

and cultural health care practices, such as use of folk healers. Despite understanding some 

of the causes of this problem, most health care professionals did not take steps to improve 

care since these causes were thought to be related to a stereotyped deviance of African 

American mothers (Meckel, 1997). Some public health workers did make efforts to 

educate African American mothers about prenatal care and child hygiene. Subsequently, 

the infant mortality rate in this population decreased. This new evidence disproved the 

health care establishment's theory ofbiological inferiority as the cause of high infant 

mortality rates (Meckel, 1997). However, high infant mortality rates are still an issue in 

the African American population. 
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Significance of the Problem 

Overall, the United States has seen a reduction in infant mortality since the tum of 

the century. According to the U.S. Center for Disease Control and Prevention (1998), the 

African American infant mortality rate dropped from 43.9 per 1000 in 1950 to 14.7 per 

1000 in 1996. However, the African American 1996 figure still remained much higher 

than the average rate for all ethnic groups, which was 7 .3 per 1000 (CDC, 1998). 

Additionally, African American children are two times more likely to die before they tum 

one year old than white, non-Hispanic babies (U.S. Department of Health and Human 

Services, 1990). 

On a local level, the African American infant mortality rate in Pima County, 

Arizona in 1995 was 12.8 per 1000 (Pima County Health Department, 1997). This is 

lower than the national African American infant mortality rate, but it still exceeds the 

county average for all races by 60%. The Pima County Health Department (PCHD) 

proposed that African American infants have high death rates due to perinatal conditions, 

congenital abnormalities, and sudden infant death syndrome (SIDS) (Pima County 

Health Department [PCHD], 1997). 

All of these causes are thought to be, at least in part, preventable by quality 

prenatal care. Frisbie, Biegler, deTurk, Forbes, and Pullum (1997) also suggest that 

adverse birth outcomes, such as infant mortality, are associated with inadequate prenatal 

care, smoking, and absence of health insurance. On the other hand, postneonatal mortality 

is more related to environmental, social, and economic factors (PCHD, 1997). 
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Based on the above statistics, the Pima County Health Department has determined 

that all women should have coordinated, comprehensive care, targeted to women who are 

deemed to be high risk, both medically and socially, including African Americans. Thus 

low income African American women would be a target for high risk pregnancy care. 

The county is planning to provide care through prenatal outreach and case finding 

(PCHD, 1997). 

On a national level, organizations are also attempting to improve prenatal care to 

patients who are from minority cultures. In 1998, a panel of experts sponsored by the 

American College of Obstetrics and Gynecology (ACOG) noted that cultural competence 

is especially relevant to prenatal care. Beliefs about pregnancy and childbirth are woven 

into the complex value systems of most cultures. One specific recommendation is that 

obstetric health care providers need to include families and cultural beliefs into health 

care (ACOG, 1998). 

Most African American mothers will be treated by a non-African American health 

care provider. According to 1997 data, the majority of physicians are white, non

Hispanic males. Only 4.2% of physicians in the United States were African American in 

1997 (Bureau of the Census, 1998). This could contribute to communication problems, 

as suggested by Murata, McGlynn, Siu, & Brook (1992). 

Suggestions for Improvement of Delivery of Culturally Competent Health Care 

The discipline of health care, particularly that of medicine, has had its own culture 

for generations. Specifically, experts agree that the culture of the U.S. health care system 
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has been dominated by white, middle-class values (ACOG, 1998). These values include: 

the health care system offers treatment to a patient, and the patient is expected to be 

compliant with treatments; there is an assumption that patients understand the system and 

will comply with any rules and stipulations. 

The values and assumptions create a system that compromises other cultures with 

different values (ACOG, 1998). As the culture of many patients is different than that of 

the health care establishment, provider-patient relations are often strained (ACOG, 1998). 

An expert panel formed by the American Council of Obstetricians and Gynecologists 

(ACOG) suggests that the strain may be eased if providers increase their cultural 

awareness. Hopefully, an increase in awareness through education would result in 

culturally competent care given to a wide variety of patients. In turn, this would result in 

more positive interactions and outcomes (ACOG, 1998). 

Qualitative research can enhance providers' cultural awareness. By finding out 

what African American mothers perceive about their communication with white, non

Hispanic providers, providers can find out what may be positive and negative about the 

interaction. Providers can then continue to practice what is positive, and eliminate, if 

possible, what is negative. 

The Research Question 

The purpose of this study is to describe African American mothers' perceptions 

of communication with their white, non-Hispanic care providers during perinatal care 



visits. The research question is: What are African American mothers' perceptions of 

communication with their white, non-Hispanic providers during perinatal care? 

Summary 
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The health status of African American people is lower than that of other ethnic 

groups in the United States. One indicator of the health status in an ethnic group is the 

infant mortality rate. Accordingly, the infant mortality rate for African Americans, 

especially low income African Americans, is higher than that of any other ethnic group in 

the United States. A possible cause for the high infant mortality rate is that African 

American women do not attend as many prenatal care visits as white, non-Hispanic 

women, especially in the last trimester. Researchers have suggested that there may be 

cultural communication problems that arise between African American women and 

white, non-Hispanic providers. There has been no research to date that has examined 

these potential communication problems. Research in this area may define what these 

problems are so providers can attempt to improve cross cultural communication. The 

results of this research may assist providers in establishing culturally competent 

communication practices. 
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CHAPTER II 

CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW 

Introduction 

This chapter contains an overview of the conceptual framework for this study and 

a review of relevant literature. The organizing framework for this study is a modification 

of the Goal Attainment Theory developed by Imogene King, which is structured to 

include the concepts of culture, interaction and perception. This framework was selected 

because it describes interactions between health care providers and patients, with 

perception as a crucial element to these interactions. 

Although King developed this theory for nursing, many key concepts are relevant 

to other health care providers and their patients. Therefore, the term "health care 

providers" has been substituted for "nurses". Additionally, King did not emphasize 

cultural issues, though she did define culture and identified culture as an element 

influencing the social system. In this chapter, culture will be emphasized more than it is 

in King's publications. With these revisions, a modification of the Goal Attainment 

Theory guides the study of communication and perception between white, non-Hispanic 

health care providers and African American patients. 

The review of literature contains previous research and writings about the 

concepts contained in the Goal Attainment theory and is presented here according to the 

concepts emphasized by this conceptual framework. 
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The Theory of Goal Attainment 

King's conceptual framework is based on general systems theory. Thus, the 

phenomena which occurs between a health care provider and a patient is influenced by 

forces contained within and moving between systems (Ackerman, Brink, Jones, Moody, 

Perlich et al., 1986). In later publications of her Goal Attainment Theory, King focuses 

on how the components of the system interact with one another. The following sections 

will describe important concepts in both King's conceptual model and the Goal 

Attainment Theory. 

In her conceptual model, King (1981) organized health care phenomenon into 

three dynamic systems. All three systems exchange energy with each other and create 

the environment in which interactions take place (King, 1971). The health care provider 

works within all of the systems to promote health (King, 1989). The three systems are 

the social system, the interpersonal system, and the personal system (Ackerman et al., 

1986). 

The first level is the social system. The social system contains all of current 

society, as well as institutions (King, 1990). This system is broad. Greater American 

society is contained in the social system. However, smaller institutions are also contained 

in this system. Therefore, the cultures of groups are deemed a part of the social system. 

King (1981) defines culture as: 



A pattern of living, a way of behaving, thinking, believing, valuing, and 

feeling that is cumulative from one generation to another and that changes 

in the process of cross-cultural contact. Roles, status, and authority are 

part of the pattern ofliving. (p. 114) 

This definition implies that a culture is an institution that continues over time, but 

that it also changes as people from that culture interact with people from another 

culture. The interactions would allow for individual variation and subcultures 

within the greater culture. Additionally, social and cultural history influences 

current interactions between individuals. 

26 

The second system is the interpersonal system. This system contains groups of 

people. The groups can vary in size (King, 1981 ). A large group of people who share a 

common cultural background are considered a part of the interpersonal system. A small 

group containing only two individuals is also considered part of the interpersonal system. 

Individuals within the group are able to interact (King, 1981 ). Therefore, the interaction 

of a health care provider and patient would take place within the interpersonal system. 

Finally, the third level is the personal system. This system contains the individual 

person. Each individual person has perceptions that influence how he or she interacts 

with other people (King, 1981 ). The Goal Attainment Theory expands upon how each 

individual interacts with others. 

Specifically, King focused on interactions between a health care provider and a 

patient, or recipient of care (King, 1987). King (1981) defines interaction as "a process 



27 

of perception and communication between ... person and person, represented by verbal 

and nonverbal behaviors that are goal-directed" (p. 145). Thus, the health care provider 

and patient are actively perceiving each other, as well as communicating with each other 

during interactions. Perception is important to the interaction (King, 1981). 

King (1981) explains perception as: 

Each human being's representation ofreality ... Individuals differ in what 

they select to enter their perceptual milieu ... One's perceptions is [sic] 

related to past experiences, to concept of self, to biological inheritance, to 

educational background, and to socioeconomic groups . .. Perception is a 

process of organizing, interpreting, and transforming information from 

sensory data and memory .. .It gives meaning to one's experience, 

represents one's image ofreality, and influences one's behavior. (pp. 20-

24) 

This definition implies that perception is based on culture, since culture is a part of a 

person's past experiences. The way in which a person organizes his experience internally 

is based partially on cultural background. Thus, culture contributes to interactions, as 

well as communication, between a health care provider and patient. Both individuals 

bring different perceptions to the interaction, which effects communication. 

King (1981) defines communication is a "process whereby information is given 

from one person to another" (p. 146). Each individual gives information to the other, 

but the way in which it is perceived varies according to the culture of the individual. 
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Communication difficulties may occur between individuals from different cultures. This 

may lead to problems with mutual goal setting, which is the goal of the interaction 

between the health care provider and patient (Ackerman et al., 1986). 

Mutual goal setting is the process of effectively setting goals leads to goal 

attainment by the patient (Ackerman et al., 1986). Goal attainment is equivalent to 

patient satisfaction and effective care (King, 1990). On the other hand, the interaction 

process may not lead to goal setting. This may happen because of cultural differences 

and poor communication. If patients do not attain their goals, they will be dissatisfied 

with their health care. The health care may be ineffective. This, in tum, could lead to 

poor health outcomes. 

Summary 

In summary, a modification of King's Theory of Goal Attainment was used to 

guide this study (Figure 1 ). Individuals exist in a social system that contains different 

cultures. The two cultures in this study are the African American culture and the health 

care culture. Social and cultural history contributes to current interactions. Individuals 

from these two different cultures interact in the interpersonal system. In this study, 

African American women and a white, non-Hispanic health care providers are 

participants in the interpersonal system. These individuals interact in the perinatal care 

setting. The way in which African American women interact and communicate with their 

health care providers is based on their perceptions. Perceptions are based, in part, on 

their cultural background. The communication with health care providers may then be 



difficult, as health care providers come from a different culture. The difficult 

communication may hinder the process of mutual goal setting. The African American 

women may be dissatisfied with care. This may lead to poor birth outcomes and 

increased infant mortality rates. 
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Figure 1. Modification of King's Goal Attainment Theory Model with Socio-Cultural 

Component 

Review of the Literature 

The literature review is presented in three segments. The first segment of the 
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literature review contains a discussion of culture, including African American culture and 

the culture of health care providers. The next segment reviews literature about 

perceptions that both health care providers and patients have of each other. The final 

segment reviews literature about communication between health care providers and 



patients. The chapter will end with a summary of the literature review and relevancy of 

the review to the study. 

African American Culture 
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It is important for health care providers to understand some of the main activities 

and values of the African American culture. These activities and values differ greatly 

from the health care culture. Additionally, the views of motherhood are unique to this 

culture. Since the African American people are interacting with the health care system, a 

review of how health care is viewed in this culture is important. This section contains a 

discussion of the African American culture, including intracultural variations in cultural 

practices; and views of motherhood and of health care in the African American culture. 

Model of African American Culture. 

Boykin and Toms (1985) developed a model that provides an overview of African 

American culture. The model encompasses African Americans from all socio-econonic 

levels across the United States. The authors describe nine key characteristics of the 

African American culture. These characteristics include harmony, verve, movement, 

orality, communalism, social time, affect, spirituality, and expressive individualism 

(Boykin & Toms, 1985). 

The concept of harmony is related to the individual and the environment. The 

individual is not seen as distinct from the environment. If the individual is in harmony, 

he or she will function optimally by contributing to the harmonious interactions of other 

people. (Boykin & Toms, 1985). An African American individual may have difficulty 



establishing harmony in the white, non-Hispanic culturally dominant health care 

environment, where cultural values are quite different that of the African American 

culture. The African American may then avoid this type of health care service in the 

future. 

Verve refers to focusing on many issues simultaneously and it is expressed 

through new and lively physical movement (Boykin & Toms, 1985). Body movements 

and language are artistic dances that communicate approval regarding an interpersonal 

process. Harmony, verve, and movement are all exemplified in the African American 

communication pattern of "call and response" (Boykin & Toms, 1985). Orality is the 

value placed on verbal abilities by African American people. However, orality involves 

both speaking and hearing, and it is a concept greater than just words. An example of 

orality is the "oral tradition" which are histories of the African people, passed on from 

generation to generation (Boykin & Toms, 1985). Movement and communication 

patterns may be viewed negatively and misinterpreted in the health care culture. 

Communalism is a concept that relates to the importance of interdependence 

between people. Obligation and loyalty belongs to the group, and overrides individual 

independence (Boykin & Toms, 1985). African American individuals rely heavily on 

the input of others in their culture. They may find it difficult to seek health care 

recommendations outside their own culture. 
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The concept of social time is related to the time perception of African Americans. 

People in this culture believe that social events should be completed in their own time, 
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and that individuals should not be held to strict time categories (Boykin & Toms, 1985). 

This concept of time may cause African American individuals to be late for health care 

appointments. Health care providers may misinterpret this behavior. 

The concept of affect involves the integration of thoughts, feelings, and actions. 

African Americans believe that individuals should express emotions freely. This 

expression is healthy, and is not considered a problem with impulse control. Affect also 

concerns the ability of a person to be sensitive to the emotions of another (Boykin & 

Toms, 1985). Spirituality involves a connection with a life force. It is believed that there 

are powerful, nonmechanistic forces in the universe. Finally, expressive individualism is 

a concept that describes an individual's unique style. People are interconnected, but are 

able to have an individual style that is creative and spontaneous (Boykin & Toms, 1985). 

The value of expressing emotions and style freely is also different than the values of 

stoicism and conformity in the health care culture. 

Intracultural Variation in the African American Culture. 

The above paragraphs contain broad overviews of African American culture. 

However, health care providers should not necessarily view all African Americans as 

coming from a common background. If this occurs, the health care provider will tend to 

treat a stereotype, not an individual (Yamamoto, 1993). As in any culture, there are, in 

fact, cultural variations and differences within the African American culture. Some of the 

differences include level of education and socio-economic status. These differences will 

also influence the life of an individual. 
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One unique variation in the African American culture has occurred because 

American society is dominated by the white, non-Hispanic culture. The level of 

assimilation within the white culture varies among subgroups of African Americans. 

Historically, the dominant culture in the United States has been the white, non-Hispanic 

culture. One of the values of the dominant culture is that white, non-Hispanic people are 

superior to African American people (Helms, 1984). This is demonstrated in the 

institution of slavery (Norris & Spurlock, 1993). During the period when slavery was 

legal in the United States, African American people were forced to assimilate and 

abandon their own cultural practices (Norris & Spurlock, 1993). Thus, some assimilation 

has been necessary for survival in the dominant culture (Bolin, 1997). 

The level of assimilation fits into several established categories. However, these 

categories are not absolute. Individuals in the African American culture may fall into one 

or more of the categories (Bolin, 1997). For the purposes of this study, the discussion of 

assimilation categories will be limited to acculturated and bicultural groups, as these 

make up the largest group and are the people who white, non-Hispanic health care 

providers will most likely encounter in perinatal care. Members of the other groups 

would not seek out health care in the white, non-Hispanic health care system. 

Acculturated African Americans are similar to white, non-Hispanic Americans in 

many ways. They have similar beliefs, thoughts, and behaviors since they have adopted 

many white values and worldviews. The people in this category may feel that African-



Americans are inferior, which may be reinforced by interactions with some white, non

Hispanic individuals (Bolin, 1997). 
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Biculturally oriented African Americans are able to move between two cultures: 

the African American and white, non-Hispanic cultures. The people in this category 

adopt the specific behaviors and roles that are appropriate to the group with whom they 

are interacting. They are considered bilingual since they speak both mainstream English 

and Ebonics (Bolin, 1997). However, these people may experience severe role conflict if 

they are interacting with an integrated group. Overall, individuals in this group have 

strong racial identities and meet their personal needs in the African American 

community. On the other hand, their survival needs, which include health care needs, are 

met in the white, non-Hispanic culture (Bolin, 1997). 

African American Cultural Practices. 

The culture of African American people is filled with specific traditional 

practices. The focus of this section is to describe practices that are relevant interactions 

during perinatal care. These practices are evident in the everyday activities of African 

Americans, and include food preparation, dress, communication style, art, dancing, 

celebration, participating in reFgious activities, child-rearing, and caring for the extended 

family. These practices could be elaborated upon in great detail, but will be limited to 

the most relevant for the purposes of this study. Specifically, the concepts of oral 

tradition, language, "fict-kin", spirituality, and time will be addressed. 
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The African American culture possesses a unique oral tradition. This oral 

tradition includes both oral patterns and specific vocal expressions that make up a 

dominant language style. This style is used in interactions between African Americans, 

and can be seen in the culture's music and rhythms (Bolin, 1997). However, the style of 

communication may carry over to communication with all people, including those from 

different cultures. 

The phenomenon of ebonies, or "Black English", is another language component 

of African American culture. The style of ebonies contains many intonations, inflections, 

and expressions, and requires acute auditory abilities. African Americans may have 

developed this in the days of slavery, when slaves were required to have acute senses for 

survival (Bolin, 1997). The Black English dialect has unique linguistic and stylistic 

content. The linguistic content is contained in the unique semantic rules of the dialect. 

The stylistic content is the meaning of sounds and tones used in speech (Bolin, 1997). 

The dialect is used by eighty to ninety percent of African Americans and is not reflective 

of educational level. 

Health care providers may get a sense of the level of acculturation of an African 

American based upon whether or not Ebonics is used in the health care setting (Bolin, 

1997). Additionally, white, non-Hispanic health care providers need to recognize that 

this different style of speaking can result in communication difficulties with African 

American patients. 
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The practice of adopting "fict-kin" occurred in African Americans due to the 

enslavement of ancestors. Slavery disrupted the traditional family unit functions, such as 

bonding and child-rearing. (Bolin, 1997). African Americans responded to these 

disruptions by creating familial relationships with people who were not actually related 

by blood or marriage. This practice continues today and stabilizes the African American 

family by creating an important support network (Bolin, 1997). This practice is 

important for health care providers in that "fict-kin" may be involved in the care of 

African American patients. 

Overall, most African Americans consider themselves spiritual beings. The 

community holds great value in believing in God as the Creator of all. Additionally, 

spirituality offers African Americans a greater understanding of their historical struggles 

and offers transcendence. Through the church services, African Americans can express 

themselves in their cultural style. The pastor and congregation communicate using the 

"orality" mentioned above (Bolin, 1997). For example, members of the congregation 

frequently interject comments while the pastor is speaking. The interjections are not seen 

as interruptions, but rather as encouragement and affirmation (Bolin, 1997). Health care 

providers need to understand the sense of spirituality of this culture in order to understand 

what health is to African Americans. The introjective communication patterns in this 

culture can vary from that of the white, non-Hispanic culture. 

As mentioned in an earlier section, people who are of the African American 

culture have a different concept of time than white, non-Hispanic Americans. This 
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difference causes some misunderstanding between the two cultures (Stevenson & Renard, 

1993). Most African Americans live "in time" and consider schedules oppressive. 

However, African Americans generally believe in punctuality and do not deliberately 

ignore time schedules (Stevenson & Renard, 1993). 

Meaning of Motherhood to African American Women. 

The views that African American women have of motherhood may influence their 

use of perinatal care services. African American women view the role of mother as 

positive. The role of motherhood was highly valued in precolonial Africa. Children were 

also valued highly as they represented a continuity of the life cycle (Greene, 1994). 

African American women are socialized to be caretakers. They often do not take 

care of themselves, instead gaining their self-worth from acting out the role of the 

caretaker (Greene, 1994). This socialization begins at a young age when African 

American girls have the responsibility of caring for other children. These girls then 

develop motherhood identification at a young age (Greene, 1994). 

Codgill and Wilson (1980) conducted research on values in both the African 

American and white cultures. These researchers surveyed two hundred university 

students in order to rank and compare cultural values. The concept of mother was rated 

highest among black college students. African American respondents placed a higher 

value on the mother image than the father image. The authors believe that this finding is 

due to the significance of the matriarchal hierarchy among African American people 

(Codgill & Wilson, 1980). The authors concluded that there is a positive relationship 



between African American children and their mothers that begins in childhood and 

continues into adulthood (Codgill & Wilson, 1980). 

Views of Health Care in the African American Culture. 
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In general, African American men and women view health as a magico-religious 

phenomenon. Health is seen as a gift from God, while illness is viewed as a punishment 

from God (Davis, 1998). Specifically, the literature is missing an understanding of what 

disease and health prevention means specifically to African American women. This 

deficit may be important since there are clear differences between the roles of men and 

women in the African American family in terms of health care (Griffin, 1994). 

Particularly, African American women see the role of keeping the family together as 

critical, and this value may be considered more important than their individual health 

status. African American women see relationship and family issues as having a large 

impact on perceived illness and health. Therefore, health care providers need to gain 

insight into the meaning of health for African American women (Davis, 1998). 

The Culture of Health Care 

As mentioned earlier, most health care providers are from the white, non-Hispanic 

culture. Therefore, the white, non-Hispanic culture must be discussed to understand the 

potential for communication problems between providers and African American women. 

The culture of health care within the dominant culture will then be discussed. 



39 

Culture in White, Non-Hispanic Society. 

The culture of the white, non-Hispanic society has been examined by researchers 

in the transcultural nursing movement and in the discipline of psychology. Leininger 

(1997) noted that the nursing profession in the United States after World War II was 

dominated by white, middle class values. She then developed the Theory of Culture Care 

so that nurses from this culture would have a model to effectively care for clients from 

many cultures (Leininger, 1997). 

In the book The Influence of Race and Racial Identity in Psychotherapy: Toward 

a Racially Inclusive Model, a researcher educated in the discipline of psychology, 

examined the white, non-Hispanic culture in the context of how it has affected African 

American culture (Carter, 1995b). Katz (1985, as cited in Carter,1995b) summarized the 

cultural patterns of the white non-Hispanic mainstream society. According to Katz, this 

culture is most heavily influenced by values, beliefs, and ideas from the descendants of 

white Europeans who immigrated to the United States. The concepts of individualism, 

action orientation, 'majority rule' decision making, Judea-Christian ethics, patriarchal 

family unit, and aesthetics are highly valued in mainstream American society (Katz, 

1985). 

Helms (1990, as cited in Carter, 1995b) also described two assumptions made by 

the white, non-Hispanic culture. The first is that white people feel superior to people 

from other ethnic backgrounds based on skin color. This arrogance is so prevalent that it 

is a norm in American society, from the individual level to the institutional level. The 
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second assumption is that white people believe that they are able to avoid and deny that 

their ''whiteness" is a factor when interacting with people from another culture (Helms, 

1990). Thus, most white, non-Hispanic people do not think about how their cultural 

perspective may effect their relationship with people from other cultural backgrounds. 

Generally, white, non-Hispanic people are not prepared to interact with people from other 

cultures and may misinterpret the actions of people from other cultures that differ from 

their own (Helms, 1990). 

Culture of Health Care Providers. 

Health care providers can be educated in a variety of cultures. This section will 

focus on the cultures of nursing and medicine. The literature about the culture of health 

care providers focuses on how the health care culture effects clients from different 

cultural backgrounds. 

Leininger (2000) has found through her extensive research that several health 

disciplines do not have transcultural knowledge, despite the fact that providers in the 

disciplines help clients from diverse cultural backgrounds. The lack of transcultural 

knowledge may lead to cultural conflicts, racism, stereotyping, and practices which 

impose the health care culture's values on clients from different backgrounds (Leininger, 

2000). 

Leininger (1997) recognized in the 1950's that culture was a missing phenomenon 

in the discipline of nursing in the United States. Cultural imposition practices were 

present in the nursing profession at that time. Clients were treated as if they were all 



41 

alike, or from the same cultural background as the nurse. The concept of culture was not 

seen as important in nursing practice, research or education (Leininger, 1997). 

Leininger theorized that transcultural nursing knowledge would be needed in a 

changing multicultural society. She developed the Theory of Culture Care in the 1950's 

(Leininger, 1997). This theory also explored nursing phenomena and how it is different 

from medicine (Leininger, 1988). The theory was relevant for nurses of all cultures to 

reduce ethnocentrism (Leininger, 1988). By integrating this theory into clinical practice, 

nurses were able to provide culturally congruent nursing care, which provided satisfying 

and meaningful care to clients (Leininger, 1997). 

Forty years after the development of her theory, Leininger believed that 

transcultural nursing was recognized as important in providing culturally competent care 

that is based in quality. However, she also believed that there is a current crisis in 

transcultural nursing education since not enough faculty, clinicians and administrators 

have been prepared in transcultural nursing (Leininger, 1997). 

Jackson (1993) examined how the discipline of nursing is responding to the health 

care needs of the African American population. She found that little nursing research has 

been conducted to study African Americans. This lack of research could be why the 

nursing profession fails to adequately meet the health care needs of the African American 

population. She argues that nursing profession perpetuates institutional racism, which 

she termed "whiting out". Historically African American nurses were not allowed to join 

nursing organizations. Therefore, black nursing organizations were formed. Currently, 
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colleges of nursing are generally homogeneous (white and middle-class), while they state 

ideals of diversity (Jackson, 1993). 

When she examined maternal child health in the African American population, 

Jackson (1993) found that African American mothers were labeled with "unhealthy 

behaviors" and held responsible for infant deaths. Studies that looked at stress and 

barriers to prenatal care focused on the individual family issues, but not the larger societal 

issues, such as violence, discrimination, and poor education (Jackson, 1993). 

Jackson (1993) also found that some nurses feel that African Americans are 

responsible for the conditions they face, but do not acknowledge the hardships in their 

lives. This is consistent with a victim-blaming perspective, and nurses fail to realize that 

discrimination is a large part of the health problems in the African American population. 

She argues that "nursing' s theoretical environment .. .is a syncretization of traditional 

middle-class, feminine, and hegemonic masculine medical ideologies" (Jackson, 1993, 

page 377). 

The institution of medicine has a culture derived from the white, non-Hispanic 

values of American society in general. The roles of the patient and health care provider 

are definitively ascribed, regardless of the race or culture of the patient. Patients are 

expected to be compliant and submissive, while the health care provider takes an 

authoritarian stance (Hughes, 1993). Medical training may be biased from the 

undergraduate level through the residency period. 



Providers in health care may be biased in their perception of African American 

culture starting from early undergraduate education. Bryant and Coleman (1988) found 

that introductory marriage and family textbooks commonly contain racial stereotypes. 

Several texts compared black and white families, either from a cultural deviant 

perspective or a cultural equivalent model. The authors argue that a cultural variant 

perspective would allow textbooks to portray a true picture of the family (Bryant and 

Coleman, 1988). 

In medical school, medical students are trained by a predominantly white, non

Hispanic faculty. This creates a homogeneity that causes medical students to have 

distorted perceptions of people outside of the medical school network. Therefore, many 

practitioners may be oblivious to the significance of their own race and culture (Wear, 

1998). 
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Zweifler and Gonzalez (1998) note that primary care residents need to be 

provided education in caring for patients from culturally diverse backgrounds. The 

authors state that physicians should be trained to be sensitive to differences in cultures. 

Thus, residents should learn the principles of cultural competency, community-oriented 

primary care, and public health to communicate well with patients (Zweifler & Gonzalez, 

1998). 

Additional literature also recommends culturally competent healthcare in other 

disciplines. Gerrish (1998) stated that nurses and midwives need to be responsive to the 

needs of various ethnic populations. Gerrish studied multicultural health care in an urban 



area of England. It was noted that not all health care providers are educated and trained 

to care for many ethnic populations (Gerrish, 1998). 

Interactions Between African American Women and White, Non-Hispanic Males 

This section contains a historical perspective of the relationship between white, 

non-Hispanic males and African American females. Greene (1994) describes the 

historical context for these interactions. Prior to the mid-nineteenth century, African 

American women interacted with white, non-Hispanic men as female slaves and male 

masters. In this role, African American women were seen as tools for recreation, slave 

labor, and breeding of future generations of slaves. 
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The value of the African American woman as a slave was often determined by her 

ability to breed. It was legal for white, non-Hispanic men to rape African American 

women, but not to marry African American women (Greene, 1994). African American 

women often had children fathered by white, non-Hispanic slave masters. These children 

were often taken from her and sold. (Greene, 1994). After slavery was abolished, most 

African American women remained service workers, albeit paid, until the mid-twentieth 

century (Norris, 1993). 

Communication Between Health Care Providers and Patients 

Roter & Hall ( 1997) examined communication patterns between health care 

providers and patients and created a model of communication. In this model, 

communication is defined as the vehicle by which goals are achieved. Through verbal and 

nonverbal communication, information is exchanged between a health care provider and 



patient. The relationship between the provider and the patient is related to the patient's 

circumstances and needs, as well as cultural norms and societal values (Roter & Hall, 

1997). 
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Roter and Hall (1997) believe that communication was significant to patient 

outcomes and occurs through a reciprocal relationship. The patient exchanges 

information with the provider, assuming that the provider respects the social rights and 

obligations of both people in the dyad. The patient complies with the requests of the 

provider only if the patient is satisfied with the feedback from the provider (Roter & Hall, 

1997). During the entire interaction, the patient perceives cues regarding respect from the 

provider. These cues are both verbal (and informational) as well as non-verbal 

(socioemotional). Through these cues, patients interpret the health care provider's level 

of affect (Roter & Hall, 1997). 

Historically, medical providers fall into classic philosophical categories in terms 

of how they perceived their relationships with patients (Roter & Hall, 1997). These 

categories include paternalistic, mutual, default and consumerism models. The mutuality 

mode is similar to King's conceptual model. However, the paternalism mode is the most 

common in health care today. 

In the mutuality model, each participant in the patient/provider dyad has both 

strengths and resources. Both patient and provider consider themselves equals. In this 

mode the health care provider communicates his or her expectations and the patient is 

expected to cooperate (Roter & Hall, 1997). 
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During the communication process, both provider and patient perceive cues from 

each other. King (1980) describes perception as a process in which people gather 

information from the environment and organize it internally. This process influences 

behavior and forms a subjective interpretation ofreality. Health care providers have 

needed to be aware of the patient's perception in order to understand the patient. Once 

this has taken place, the dyad can work cooperatively to plan goals effectively (King, 

1981 ). Furthermore, health care providers need to verify their perceptions with the client 

to ensure the accuracy of those perceptions. Health care providers make inferences about 

their patients based on how they perceive behavioral cues from patients. Each individual 

provider has a different perception of his or her experience based on many factors, 

including his/her own past and culture (King, 1981 ). 

Many health care providers feel that they do not have adequate communication 

skills to deal with patients. In a survey of house officers (n=92), Cantwell and Ramirez 

(1997) found that many physicians wished to avoid awkward questions. They felt they 

did not have the skills to deal with psychological issues (Cantwell & Ramirez, 1997). 

Health Care Providers' Perceptions of Patients 

Some researchers have examined how health care providers perceive their 

patients. Sharpe, Mayou, Seagroatt, Surawy, Warwick et al. (1994) interviewed 

physicians about communication with patients that the physicians perceived as difficult. 

They found that doctors find it challenging to interact and communicate with these 

patients. They tended to perceive patients who demonstrated less satisfaction with care, 
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seemed to be in greater distress, and who chronically missed appointments as difficult. 

Additionally, differences between the doctor and patient goals occurred more frequently 

when the doctor labeled the patient as difficult (Sharpe et al., 1994). 

Health care providers may routinely perceive their patients in a racist manner. If a 

patient is black, he or she will most likely get lower quality health care (Nightline, 1999). 

Schulman, Horless, Kerner, Sistrunck et al. (1999) found that race and sex influenced 

how health care providers managed chest pain in patients. Specifically, black women 

were referred for technical procedures, such as cardiac catheterization, significantly less 

often than white, non-Hispanic men were. 

Patients' Perceptions of Health Care Providers 

Several researchers have studied the qualities that patients perceive as positive in 

their health care providers. DiMatteo, Prince, and Taranta (1979) interviewed patients 

about their perceptions of physicians. They found that patients feel that it is important 

that providers show that they care about them. If a patient perceived that the provider was 

accessible, caring, and open in communication, the patient was less likely to switch to 

another health care provider (DiMatteo, Prince, & Taranta, 1979). Providers who used 

broad questions in interviews were perceived as more positive by patients (W oolliscroft, 

Calhoon, Billiu, Stross, MacDonald et al., 1989). Less satisfied patients felt their 

providers spoke using more directives and fewer patient-centered phrases (Street, 1992). 

Finally, if patients perceived physicians as humanistic, they were more likely to be 



satisfied with care and follow the advice given by that physician (Hauck, Zyzanski, 

Alemagno, & Medalie, 1990). 

48 

Brody, Miller, Lerman, Smith, Lazaro et al. (1989) researched the relationship 

between patient satisfaction with health care providers, the types of interventions they 

received during a medical visit, and congruence between interventions they desired and 

those they received. One hundred and eighteen HMO patients in a primary care clinic 

completed questionnaires before and after medical visits. Eighty-five percent of the 

subjects belonged to minority groups. Patients who received education, stress counseling, 

and negotiation during the medical visits reported being more satisfied than those who 

did not. Patients who received technical interventions did not have increased satisfaction. 

The authors concluded that patients who were treated more on a personal level were more 

satisfied. Although it was noted that a majority of the subjects were minorities, the issues 

of culture and ethnicity were not addressed (Brody et al., 1989). 

Another study found that some women were dissatisfied with with health care 

provided by obstetricians. Specifically, women who received abnormal PAP smears felt 

it difficult to attain information from their health care providers. The women stated that 

the did not receive information because they felt that they could not ask questions, and 

they did not understand what doctors said to them (Kavanagh & Broom, 1997). 

Handler, Rosenber, Roube, and Kelly (1998) researched prenatal care 

characteristics that led to patient satisfaction in African American women. Seventy-five 

African American mothers who had participated in at least three prenatal care visits were 
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interviewed over the telephone. They found that the most important characteristic that 

led to patient satisfaction with care was that the health care provider explained 

procedures. The women in this study stated that they were more satisfied with male 

health care providers than with female providers. They also stated that short waiting 

times and convenient ancillary services were important in terms of satisfaction. The 

authors suggest that if the research findings result in changes in perinatal care, there may 

be improvements in perinatal care outcomes in the African American population (Handler 

et al., 1998). 

Summary 

The African American culture contains many traditions and practices that are not 

part of the white, non-Hispanic culture. The white, non-Hispanic culture of health care 

has been extensively studied. Research has shown that medical providers are not often 

aware of how their own culture influences interactions with their patients. Several health 

care groups are encouraging that health care providers are trained in other cultures, 

including the African American culture. In terms of communication, researchers have 

found that patients want a provider who demonstrates he or she is caring, who explains 

technical procedures, and who allows patients to ask questions. No research to date has 

explored how low income African American mothers perceive communication with 

white, non-Hispanic providers in perinatal care. 



CHAPTER III 

METHODOLOGY 
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The purpose of this study was to describe low income African-American mothers' 

perceptions of communications with their white, non-Hispanic care providers during 

perinatal care visits. Since the focus of this study was to understand the meaning of 

events and actions to the people of a particular culture, ethnography was selected as the 

appropriate qualitative method. 

The interaction between health care provider and patient takes place in a cultural 

context. African American mother's perceptions of communication with white, non

Hispanic perinatal care providers are influenced by cultural background. The researcher 

wished to comprehend the perspective of the African American mother, who is a native in 

her own culture. Ethnographic researchers seek to understand through the emic, or native, 

perspective (Spradley, 1979). 

This chapter contains a description of the ethnographic study components, 

including the design, method, sample, setting, data collection strategies, and data analysis 

techniques. Additionally, the chapter contains a discussion of the issues of credibility, 

confirmability, meaning-in-context, recurrent patterning, saturation, transferability, and 

protection of human subjects. The plan for implementing the ethnographic study is 

outlined throughout the descriptions and discussion. 
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Design 

In order to study the perceptions of African American women, the researcher 

needed to gain information directly from this population. Ethnography is a method in 

which a researcher can identify and describe a culture, driven by the goal of 

understanding the point of view of the individual members of the culture (Spradley, 

1979). The understanding of the culture is derived from studying the language, beliefs, 

and experiences of the people of that culture. Culture is defined in this study as a "pattern 

of living, a way of behaving, thinking, believing, valuing, and feeling that is cumulative 

from one generation to another" (King, 1981, p. 114). 

Anthropologists originally used this method to understand the people of another 

culture. This method is also appropriate for nursing and has been termed "ethnonursing" 

by Leininger. Through ethnonursing research, nurses can understand the beliefs, 

viewpoints, and practices about nursing care phenomena in particular cultures 

(Leininger, 1990). 

Ethnography can be broken down into macroethnographic and microethnographic 

research, based on the scope of the study (Spradley, 1979). This particular project was a 

microethnographic study since the focus was on specific interactions within a limited 

time frame. The meaning of the particular interaction was determined from the point of 

view oflow income African American mothers in a perinatal care setting. For the 

purposes of this study, an African American mother was defined as a woman who had at 

least one child, and who lived in Arizona and identified herself as African American. 



Criteria for inclusion in this study included: 

1) over 18 years of age 

2) ability to speak English 

3) self-identification as an African American 

4) had Medicaid at time of perinatal care (AHCCCS in Arizona) 

5) less than high school education or attained a GED equivalent 

6) participated in perinatal care during and after a pregnancy within the last ten 

years 

7) household income of less than $20,000 per year 

8) live in a household with one other adult. 
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The study excluded health care professionals, as they were more likely to be acculturated 

in both the African American and health care cultures. 

Method 

Ethnographic interviews were used in this ethnographic study. This section 

contains an overview of ethnographic interviews. In this particular study, a female 

African American research associate conducted ethnographic interviews. This study was 

a secondary analysis of data collected by the research associate under the supervision of 

the thesis chair, who was the principal investigator. 

An ethnographic interview contained friendly and focused questions. New 

elements were introduced slowly into the interviews so that the informants were 

comfortable. The elements of the interview were as follows: greetings, explanations, 



questions, asymmetrical tum taking, expressing interest, expressing cultural ignorance, 

repeating, restating informant's terms, incorporating informant's terms, creating 

hypothetical situations, asking friendly questions, and taking leave (Spradley, 1979). 
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The three parts of the interview included the explicit purpose, ethnographic 

explanations, and ethnographic question (Spradley, 1979). First, the explicit purpose of 

the interview was explained to the informant. The researcher needed to make the purpose 

clear to each informant. This portion of the interview was formal, with the researcher 

directing all of the talking (Spradley, 1979). Next, the researcher offered explanations to 

the informant. One of these explanations was that of the entire project. The researcher 

then asked for explanations from the informant and recorded these through writing or 

audiocassette tape (Spradley, 1979). 

The researcher asked ethnographic questions in stages. Descriptive questions 

were used to collect a sample of the informant's language. These were the easiest and 

most common type questions. Structural questions were asked to gain more information 

about domains, which consisted of the units of the cultural language. Finally, cultural 

questions were used to further define terms in the cultural language. These questions 

made the differences between related words clear (Spradley, 1979). 

Sample 

Ethnographic studies have tended to use small samples because the knowledge 

that is sought is shared by an entire culture. Spradley (1979) identified several areas that 

make an informant a good study participant. Foremost, the participant must have 
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identified herself as belonging to the culture. Additionally, the informant must have 

spent at least one year in the culture, be currently involved, and be nonanalytic (Spradley, 

1979). Criteria for inclusion in the study were listed earlier in the chapter. 

Recruitment of Informants 

The planned sample for this study was three to five African American women. 

The researcher consciously selected specific informants for this study based on the 

predetermined inclusion criteria. The researcher distributed flyers about the study at 

several locations frequented by African American mothers and enlisted the assistance of 

several community contacts, who helped with subject recruitment. 

The researcher screened potential informants according to inclusion criteria 

during an initial telephone contact. The researcher then consulted with the research 

associate about the potential informants. The research associate contacted the potential 

informant to set up a meeting place and time for the interview. Potential informants were 

informed about compensation for participation in the study. Nominal compensation was 

provided in the form of a $10 gift certificate to ToysRUs. 

Setting 

This study took take place in a large southwestern city. An audio-taped 

ethnographic interview was conducted at a time and place convenient for each informant. 

The research associate conducted the interviews in the informants home, in a restaurant, 

or in a room in one of the University buildings. 
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Data Collection 

Before each interview, a disclaimer describing the purpose and intent of the study 

was given to each potential informant by the research associate. The disclaimer was 

verbally reviewed by the research associate and she answered any questions. The 

research associate then asked each potential informant if the interview could be tape

recorded prior to the actual start of each interview. 

Using the ethnographic interview, data was collected and recorded. Each 

interview lasted approximately one hour. Two distinct processes took place during the 

interview: developing rapport and eliciting information. This process was described by 

Spradley (1979). Developing rapport involved building harmonious relationships 

between the researcher and each individual informant. Eliciting information involved the 

researcher asking for repeated explanations, restating what informants said, and asking 

for uses of words (Spradley, 1979). 

The Grand Tour question for this study was "Tell me about your experience with 

your health care provider during perinatal care?". Other questions included: "How did 

your health care provider speak to you?", "Tell me what your appointments were like", 

"Tell me what your first thought of your health care provider was, before he or she said 

anything", "How were you treated by staff?". 

Data Analysis 

Per Spradley (1979), data analysis is the search for the particular parts of a 

culture. The informants' perceptions of the culture were related to the parts. The 
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ethnographic analysis process followed several steps: (1) Making a domain analysis, (2) 

asking structural questions, (3) making a taxonomic analysis, ( 4) asking contrast 

questions, ( 5) making a componential analysis, and ( 6) discovering cultural themes 

(Spradley, 1979). 

Domain analysis was a process in which the researcher identified cultural symbols 

in the ethnographic interviews. The symbols were objects or events, and were grouped 

together according to similarities. Each domain contained a list of similar cultural 

symbols (Spradley, 1979). 

Structural questions gave information about the informants' specific cultural 

knowledge. They also assisted the researcher in identifying and verifying folk domains 

and understanding terms used by the informants. Finally, the researcher further clarified 

preliminary domains and added additional cultural symbols to those domains (Spradley, 

1979). 

Taxonomic analysis was a technique used to define internal structures in the 

domains. The hierarchy and structure of the relationships between cultural symbols were 

laid out in each domain (Spradley, 1979). 

Cultural themes were created by linking cultural symbols together in meaningful 

ways. This was possible because the culture contained larger meanings that were more 

than just pieces of customs. The cultural themes had a high degree of generalizability 

(Spradley, 1979). 
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In this study, the ethnographic analysis was conducted after tapes were transcribed 

then integrated with field notes. Interview data was reviewed for content over a 

prolonged period of time by the researcher. The researcher then organized the data into 

domains of meaning. The researcher also identified cultural themes and explored the 

relationship of the themes to the research question. 

Evaluation of Qualitative Research 

Qualitative research is evaluated by different criteria than quantitative researcher. 

The criteria need to be congruent with the qualitative paradigm. Thus the quality of the 

research can be evaluated based on the philosophy of this type of researcher. Leininger 

suggested that the following criteria be used to evaluate qualitative research (Leininger, 

1990): 

Credibility refers to truth and believability of findings. The researcher needs to 

demonstrate prolonged engagements with informants that their reality is believable. 

Credibility is also demonstrated when the researcher reviews the findings with 

participants, to assure that the findings are true (Leininger, 1990). 

Confirmability refers to finding direct evidence from the participants or from 

reviewing primary documents. Key and general informants can substantiate what has 

been experienced by the researcher regarding the phenomenon of the study. 

Confirmability is confirmed when participants agree with the researcher's findings 

{Leininger, 1990). 



Meaning-in-context refers to data that are relevant and understandable within 

certain frames of reference. Cultural symbols, communications, actions, and events are 

meaningful within particular context. Thus, relevancy in situ supports this criterion 

(Leininger, 1990). 

Recurrent patterning is the human experience, event, or lifeways that reflect 

tendencies to recur in patterns over time. Consistency in form, structural features, or 

behavior in the cultural group support this criterion (Leininger, 1990). 
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Saturation refers to the idea that the researcher has gathered all the evidence about 

the phenomenon of the study. The researcher will find that there is redundancy in data, in 

that informants may repeat similar and duplicated ideas, meanings and descriptions 

(Leininger, 1990). 

Transferability is a criterion that refers to the idea that findings may have similar 

significance in a similar context or situation. The researcher looks to find similarities of 

findings in similar conditions and circumstances (Leininger, 1990). 

In this particular study, the researcher and assistant interviewer ensured 

qualitative criterion were met through the following activities. The audio interviews were 

transcribed, and the data was analyzed and organized. The assistant interviewer kept a 

journal and a decision tree throughout the analysis process. During the above processes, 

the researcher consulted with an experienced ethnographic researcher and another 

graduate student performing similar research. The results of the study were formally 

evaluated by the thesis chair and committee, who are experienced ethnographic 



researchers. The data was also validated by participants in the study and by other 

members of the culture. The data was finally compared to the literature base for 

similarities. 

Protection of Human Subjects 
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Approval for this study was obtained by the Human Subjects Committee at the 

University of Arizona. The proposal was submitted to the University of Arizona College 

of Nursing Institutional Review Board before any data collection began. The approval 

letter from the human subjects review committee has been placed in Appendix B. 

Informants were provided with both written and verbal explanation of the study, 

including a detailed explanation of rights and privileges. Informants were assured that 

they could withdraw from the study at any time. Copies of the written disclaimer have 

been placed in Appendix A. 

Summary 

This qualitative study employed an ethnographic method. This chapter contained 

a description of the ethnographic study components based on the methods outlined by 

Spradley (1979). The issues of credibility, confirmability, meaning-in-context, recurrent 

patterning, saturation, and transferability were discussed based on the writings of 

Leininger (1990). The plan for implementing the ethnographic study was outlined 

throughout the descriptions and discussion. 
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CHAPTER IV 

ANALYSIS AND PRESENTATION OF THE DATA 

This chapter contains a description of the implementation of the plan outlined in 

Chapter Three as well as a presentation of the data. The sampling procedure, the data 

collection process, and the data analysis procedure are described. Credibility and 

trustworthiness of the data are discussed. The domains and a cultural theme are presented. 

Sample 

Informants for this study were difficult to recruit and retain. Several methods 

were used to recruit informants. Recruitment efforts began several months before 

potential informants were identified. A research associate distributed flyers at a church 

and school frequented by African American mothers. The researcher and research 

associate contacted several community members who worked with low income African 

American mothers. Each community contact stated she believed she knew several 

women who would be interested in participating in the study. 

Four African American mothers who received flyers indicated to the research 

associate that they would be interested in participating in the study. These women left 

their names and phone numbers on the flyers and returned them to the research associate. 

The research associate later attempted to contact them via telephone. Three of the 

telephones were disconnected, so the research associate was unable to speak with these 

potential informants. Messages were left for the fourth potential informant and she did 

not contact the research associate. 
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Most of the community contacts were unsuccessful in finding women who were 

interested in the study. These contacts included: nurses and health aides at the local 

public health department, the maternal child health coordinator at a local health plan, the 

director of an organization which helps low income pregnant women, members of a 

predominantly African American church in a nearby city, members of a board of directors 

of an African American charity organization, the assistant director of a day care center 

known to have African American clients, and a nurse practitioner at a pediatric clinic with 

African American clients. 

Each community contact told the researcher that she had spoken with three or four 

women about the study, but the potential informants said they were not interested in 

participating in the study. Three women who had spoken with the contacts were referred 

to the researcher. These women either did not fit the criteria or stated they were not 

interested when they spoke with the researcher. One of these women also had her 

telephone disconnected, so it was not possible to speak with her. 

Demographic Characteristics 

The four informants ranged in age from 19 to 31. They all identified 

themselves as African American. All of them spoke English and stated that they had a 

household income of less than $20,000 per annum. All had participated in perinatal care 

in the past. They all initiated prenatal care shortly after they discovered they were 

pregnant. All of the women saw white, non-Hispanic women as their primary perinatal 

care provider for at least one pregnancy. All of the informants lived with one other adult. 



Two of the women lived with their husbands, another lived with her fiance, and another 

lived with her mother (Table 1 ). 

62 

The four women who were finally successfully recruited to participate were 

referred by community contacts. Exceptions were made for two of the original study 

criteria so that the potential informants could be included. An exception for the Medicaid 

criterion was made because one of the informants was still in the low income category, 

but used her mother's health insurance plan to cover her perinatal care expenses. An 

exception to the high school criteria was made because one of the informants had finished 

high school, but had no schooling beyond this, and worked in a low income job. All of 

the informants fit the remaining study criteria, and still were low income African 

American mothers. 

A convenience sample of four informants was used in this study. Each woman 

was interviewed for approximately one hour. The interviews took place over the course 

of three months. Two of the women rescheduled their interviews with the researcher 

twice due to family emergencies. The four informants are described in the following 

section. The pseudonyms that the informants selected are used in place of their real 

names. 

The first informant, Shauna, was referred to the study by an organization which 

helps low income African American mothers. Shauna became pregnant at the age of 

eighteen in her last year of high school. She received health care from a white, non-
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Table 1 Demographic Characteristics of Informants. 

Informant 

Demographic 
Characteristic 

Age 

Yearly Income 

Marital Status 

Other Adult in 
Household 

Age of youngest child 

Sex of Primary 
Perinatal Care Providers 

Titles of Primary 
Perinatal Care Providers 

Ethnic Group of Primary 
Perinatal Care Providers 

Shauna Crystal 

19 20 

<$20,000 <$20,000 

Single Married 

Mother Husband 

6 months 1 month 

Female Female 

Doctor Midwife & 
Doctor 

White, White, 
non-Hispanic non-Hispanic 

Gwen Joyce 

31 21 

<$20,000 <$20,000 

Married Engaged 

Husband Fiancee 

5 years 17 months 

Female & Male Female 

Midwife & Doctor 
Doctor 

White, White, 
non-Hispanic; nonHispanic 

Hispanic 
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Hispanic female doctor throughout her pregnancy. She was hospitalized for thirty days 

after she went into preterm labor, discharged for two weeks, then hospitalized for another 

thirty days. She was then admitted to the hospital for another thirty day period. She was 

induced at term and had a healthy baby girl. She and her baby live with Shauna's 

mother. 

The second informant, Crystal, was referred to the study by a pediatric nurse 

practitioner. Crystal became pregnant and miscarried her first child when she was 

eighteen. She saw a female, white, non-Hispanic certified nurse midwife for prenatal 

care during the first pregnancy. She became pregnant three months after the miscarriage 

and returned to the same midwife. The midwife moved out of the area halfway through 

this second pregnancy. She was referred to a white, non-Hispanic female doctor in the 

same practice. She did not have any complications during the second pregnancy. She 

and her baby daughter live with her husband. She is currently staying at home with the 

baby, but plans to return to work in a month or so. 

The third informant, Gwen, was referred to the study by a contact at a local day 

care center. Gwen became pregnant the first time when she was twenty-one. She was 

seen by a group of three midwives for her perinatal care. Two of these midwives were 

white, non-Hispanic and one was Hispanic. She became hypertensive in her seventh 

month and was put on bedrest. She had a healthy baby boy after thirty-six hours of labor. 

She became pregnant a second time at the age of twenty-six. The midwives moved their 

practice, and referred her to a group of male white, non-Hispanic doctors. She saw these 



providers during her second pregnancy. This pregnancy was uncomplicated and she 

delivered another healthy baby boy. She currently lives at home with her husband and 

two children. She works full time at a day care center. 
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The fourth informant, Joyce, was referred by a pediatric nurse practitioner. Joyce 

became pregnant at the age of twenty. She primarily saw a female white, non-Hispanic 

doctor for her perinatal care. She had complications with her pregnancy and was referred 

to a male white, non-Hispanic obstetrician who specialized in high risk pregnancies 

midway through the pregnancy. She saw him, along with her female physician, for the 

remainder of the pregnancy. She delivered a healthy baby boy. She currently lives with 

her fiance and son, and is taking courses to finish high schoo 1. 

Data Collection 

The research associate or researcher set up a meeting place and time with each 

potential informant at her convenience. Three of the interviews took place in the 

informant's home. One interview took place in the staff lounge at the day care center 

where the informant worked. The settings were selected to minimize interruptions and to 

maintain the privacy of the informant. 

Informed consent was gained before each interview. Each potential informant 

selected a pseudonym for use during the interview. These pseudonyms are also used in 

the description of the informants and description of the domains. The researcher or 

research associate asked for permission to tape record each interview before it began. 

The interviews lasted approximately one hour each .. 
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The questions asked during the interview were mainly descriptive. The Grand 

Tour question for this study was "Tell me about your experience with your health care 

providers during your pregnancy and after you had the baby". Other questioning 

statements included: "Tell me about how you found out you were pregnant", "Tell me 

about your pregnancy?", "What were your prenatal care appointments like?", "What was 

your health care provider like?", "How did you talk with your health care provider?", 

"How was your labor?", "What was your care after you had the baby like?", "How did 

you feel during your pregnancy and after you had the baby?" 

The researcher also observed informants during the interview process. After the 

interviews, the researcher recorded observations in the form of field notes. This was not 

done during the interviews so that the informant would not be distracted. Observations 

were recorded in the form of field notes and kept in a personal journal. 

Data Analysis Procedure 

Data analysis began after the first interview conducted by the researcher. This 

analysis was done by clarifying and reflecting on field notes taken during the interviews. 

The interviews took place over three months. The interviews were audiotaped, then 

transcribed for later analysis. All informants selected pseudonyms for use during the 

interview and data analysis process to provide confidentiality. 

The data analysis was the search for the parts of a culture, based on the informants 

perceptions of the culture (Spradley, 1979). The first step in ethnographic data analysis 

is to make a domain analysis. The researcher reviewed the tapes and transcriptions of the 



67 

interviews extensively. The researcher then created an initial list of cultural symbols 

from the ethnographic interviews. These symbols were mainly actions and events, and 

were grouped together according to similarities. These initial similarities were related to 

communication with the providers. Initial domains were formed. These initial domains 

and transcriptions were discussed with another researcher performing research in a 

similar area. Some of the initial domains were excluded from this writing since they do 

not concern the topic of interest. Some of the initial domains were consolidated and were 

then reviewed with an experienced ethnographic researcher, the chair of the thesis 

committee. However, the consolidated initial domains were not consistent with an 

ethnographic study, so they were revised. 

The researcher then reviewed the tapes and transcriptions of the interviews again. 

A new list of cultural symbols was created from the ethnographic interviews. These 

symbols were also grouped together according to similarities. These domains were 

reviewed with the thesis chair and were consistent with ethnographic research. The final 

domains are presented in the next segment of this chapter. 

The researcher also reviewed the notes, transcriptions, and domains for cultural 

themes. Cultural themes are created by linking the cultural symbols together is 

meaningful ways (Spradley, 1979). These themes are also presented in the next segment 

of this chapter. 



68 

Credibility and Trustworthiness of Data 

Leininger (1990) outlined criteria to judge the quality of qualitative research. 

Credibility is demonstrated through prolonged engagement and when the researcher 

reviews findings with the participants of the study (Leininger, 1990). The recruitment 

efforts took approximately seven months. The researcher and research associate 

interviewed subjects over the course of three months. Unfortunately, prolonged 

engagement was not within the scope of this study. The researcher was unable to spend 

years in the culture of low income African American mothers. However, the researcher is 

reviewed findings with the informants. The informants verified that conclusions reached 

by the researcher are valid to their culture. 

Confirmability is demonstrated by reviewing primary documents and asking key 

informants to substantiate what has been experienced by the researcher (Leininger, 1990). 

The researcher in this study reviewed the findings with the informants and the informants 

substantiate that their experiences were congruent with the findings. Meaning in context 

occurs when the data are relevant and understandable within the frame of reference 

(Leininger, 1990). The informants also confirmed that the findings were relevant and 

understandable to them. 

Saturation is demonstrated when informants repeat similar ideas, meanings, and 

descriptions (Leininger, 1990). This was achieved in selected areas in this study, as 

informants described similar actions and events during the perinatal care period. 

Transferability is demonstrated when findings have similar significance in a similar 
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situation (Leininger, 1990). At this point in time, no research into a similar area has been 

found that would demonstrate a similar significance. 

Summary 

A convenience sample of four low income African American women was 

selected, and each informant was interviewed. The date was transcribed and analyzed. 

Domains of meaning and cultural themes were identified by the researcher. Credibility 

. and trustworthiness were addressed by the researcher. 

Presentation of Domains 

A domain analysis is a systematic procedure. For each possible domain, the steps 

in the procedure are (1) selecting a semantic relationship, (2) preparing a worksheet, (3) 

choosing samples in the transcripts of informant interviews, ( 4) looking for included 

terms and cover terms which fit the selected semantic relationship, and ( 5) creating 

structural questions for each domain. After the procedure has been done for each domain, 

the researcher makes a list ofhyothesized domains (Spradley, 1979). 

By using this procedure, the researcher is able to identify cover terms and a large 

number of included terms. Cover terms are related semantically to the included terms 

(Spradley, 1979). domains were discovered from the interviews of informants. These 

included: (1) ways of finding out you're pregnant, (2) reasons for choosing a primary 

perinatal care provider, (3) ways of taking care of yourself while pregnant, (4) ways of 

making sure by care providers and female family members, ( 5) ways of checking by care 

providers, (6) ways of being there by care providers and family/friends, (7) ways of 
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talking to me by care providers and family/friends, and (8) ways of behaving and feeling 

when a mother. Tables will be presented with the description of each domain {Tables 2 -

9). 

Ways of Finding out You're Pregnant 

All of the informants in this study discussed how they found out they were 

pregnant The domain of ways of finding out you're pregnant is presented in Table 2. All 

of the informants stated that they were "surprised" by the pregnancies. Most stated they 

began to investigate prenatal care shortly after they found out they were pregnant. 

Shauna and Joyce both discovered they were pregnant after they felt sick. Crystal found 

out about her first pregnancy after feeling sick as well. All of the informants went to the 

doctor and took a test. Shauna describes her experience in the following passage. 

Four days, I got sick four days, four days in a row. And that's prior to me 

knowing that I was pregnant. And I went to the doctor, I was like, 

"There's something wrong with me" and I sincerely didn't know that I was 

pregnant or had any idea. And, um, I didn't believe it when he told me .. .I 

cried, I guess like out a shock ... And I didn't believe the doctor, so I went 

to the store and bought more tests. This whole thing that you know, that 

those tests would come out negative. But, no they didn't. But I wasn't 

depressed about it. . .I figured out what I'm gonna do now, I got myself 

into this, so I have to deal with it. (Shauna, informant #1) 
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Table 2 

Domain of Ways of Finding out You're Pregnant 

Feeling sick 
Getting sick 
Missing your period 

· Getting a test at the doctor's 
Buying a test 
Remembering a dream 
Having a family member tell 
you 



Joyce described having "four bad days" of sickness in her third month prior to 

going to the doctor and finding out she was pregnant. Crystal felt pain in her abdomen 

and was "shocked" to find out she was pregnant. 

[I] got sick with fever and pain that they called bladder infection 

discomfort .. .I thought it was a bladder infection. I didn't think I was 

pregnant, so I wasn't really taking care of myself. . .I didn't go see a 

doctor ... then I went and got a pregnancy test. (Crystal, informant #2) 

Crystal miscarried the first baby and had a dream that she was pregnant three 

months later. 

I found out I was pregnant the day I missed my period. It was like, I had a 

dream that I was pregnant, and it was a girl. . .I went to take a pregnancy 

test the same day ... I went to [ the prenatal care center], and the test came 

out positive. I was shocked, but I was happy, very happy, after losing the 

first baby ... happy and ... really surprised. (Crystal, informant #2) 
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Gwen stated that other people informed her she was pregnant with both of her 

children. Her cousin told her she was pregnant with her first child. Then her first child 

told her she was pregnant with her second child. She was surprised that she was pregnant 

because she wasn't sick, and didn't feel any pain with either pregnancy. 

It was a surprise. My cousin told me that I was pregnant. And then I went 

to the doctor and she was right ... She said she could see signs ... Like your 

shoulder gets broader. And I think right here [pointing to clavicular notch] 



you start, you get real soft. So she told me that I was pregnant ... I couldn't 

tell because I didn't have any pain ... She told me I had to go to the doctor. 

I go so they would put me under prenatal care ... With my second baby, I 

didn't even know I was pregnant, until my son - he was 4 years old then -

and one morning he came to me and he told me that, he said, "Mommy, 

you're gonna have a baby .. .I was surprised .. .I heard before that babies 

could, they could tell that, when their Mom is pregnant .. .I went to the 

doctor that same day. And sure enough, he was right. (Gwen, informant 

#3) 

Reasons for Choosing a Primary Perinatal Care Provider 
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After confirming that they were pregnant, all of the informants decided on a 

primary perinatal care provider. All of the informants stated that having a close 

relationship with their primary perinatal providers was important to them. The fact that 

providers relayed caring, support, and comfort in verbal and nonverbal communication 

built this close relationship. Most of the women described their providers as being "nice" 

and "great. Shauna stated that having a close relationship with your perinatal care 

provider "is very important. You feel more comfortable. Like you can trust them, and 

they're gonna give you the right direction in which way to go". 

Several of the informants stated that their insurance companies or a hospital gave 

them a list of providers to choose from. They then chose a provider from the list based 

on several factors. The domain of reasons for choosing a primary perinatal care provider 



is presented in Table 3. Three of the women chose their providers because a female 

friend, relative, or health care professional recommended them. 
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When Crystal was pregnant the first time, she planned to go to the white, non

Hispanic male doctor her sister had seen during her pregnancy. She received a list of 

doctors from the hospital and a different doctor with the same last name as her sister's 

obstetrician was on the list. This doctor was female and white, non-Hispanic. She made 

an appointment at that doctor's office, but was scheduled with a white, non-Hispanic 

midwife in the same practice. She felt the midwife was very supportive and "like a 

counselor" when she miscarried her first baby. She then chose the midwife to be her 

primary prenatal care giver during her second pregnancy. The midwife then moved out 

of the area halfway through her pregnancy, and she saw the female doctor for the 

remainder of the pregnancy. 

Gwen also chose a provider for her first pregnancy based on a female family 

member's recommendation. She also heard about the midwives from a nurse at her 

doctor's office. She asked the midwives about their training, and this factored into her 

decision to see them. She stated that their were three midwives in the practice; one was 

Hispanic, and two were white, non-Hispanic. 

My cousin, she, she helped me because I had different doctors, you know. 

And she said, "Why don't you try the midwives, since you have this 

insurance .... The nurse [at my doctor's office] told me that they had 

midwives here. And I asked them a lotta questions - if they were trained 
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Table 3 

Domain of Reasons for Choosing a Primary Perinatal Care Provider 

my sister had that doctor 
my cousin suggested the midwives 
the midwives told me the doctors were nice 
saw provider in previous pregnancy 
the midwives were trained 
the doctors were close to home 
pediatrician·in the same office 



to do that. And they said, yeah, they had to go to school and do 

everything, so they're fine to go to. And so I said I would give them a try 

and I did ... and I'm glad I did. (Gwen, informant #3) 
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However, the midwives moved their practice to another part of town after her first 

pregnancy. When she found out she was pregnant with her second child, she contacted 

her insurance company and was given a list of doctors to choose from. She chose the 

male doctors who were closest to her home. She also asked the midwives about the 

doctors she had selected. She stated that "the midwives told me that they were nice, they 

were nice doctors". There were three male white, non-Hispanic doctors in the practice. 

When comparing the different providers, Gwen stated, "I think the, the mid[wives], the 

ladies, they are much, they're more comfortable to, to talk to. But the men, they were, 

they were nice to me too". 

Joyce also considered several factors in choosing a prenatal care provider. She 

signed up for AHCCCS and was told to pick a health plan. There were several doctors 

available in the health plan. She did not have any friends or family who had been 

pregnant and referred her to a provider. She chose the female white, non-Hispanic doctor 

because she was close to where she lived and so that she could go to the same office for 

pediatric care. 

Ways of Taking Care of Yourself While Pregnant 

All of the informants talked about needing to take care of themselves while they 

were pregnant. The domain of ways of taking care of yourself while pregnant is 



presented in Table 4. They all mentioned physical symptoms of pregnancy that were 

uncomfortable. Three of the informants talked about how they had gained too much 

weight with a pregnancy and that this disturbed them. 
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Shauna talked about taking prenatal vitamins to help with her nausea. She stated, "the 

prenatal care, it was good. But when I was nauseous, I took my prenatal care pills, and it 

helped". On the other hand, Crystal talked about how her prenatal vitamins made her 

sick. She stopped taking them so she would not feel nausea. She was concerned with her 

own well being and that of the baby. She stated, "my prenatal vitamins made me sick so 

I stopped taking them. I just ate a lot more. I made sure I ate food with good nutrition". 

Crystal also worked a job where most employees stood on their feet all day. She was 

allowed to sit down and "put her feet up" at work and felt this helped her take care of her 

body when pregnant. 

Gwen discussed feeling fatigued while working during her first pregnancy. She 

was "working full time ... I'd just get like tired .. .I might get real sleepy, like in the 

afternoon .. .I could lay down while the baby's taking her nap. I would stay right there in 

one room together". During her second pregnancy, she tried to eat well and exercise. 

With my first pregnancy, I, I didn't take care of myself so good. I used to 

eat a lot of junk. And so with my second, I used to eat more healthier 

food ... and I did a lot of exercise. I went walking, and I did exercise at 

home. (Gwen, informant #3) 
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Table 4 

Domain of Ways of Taking Care of Yourself While Pregnant 

Taking prenatal vitamins 
Eating food with good nutrition 
Laying down when tired 
not eating junk 
Going walking 
Leaving work when spotting 
Doing exercise 
Eating healthy 



Joyce also exercised during her pregnancy. She stated that she ate "six large 

meals a day" and exercising prevented her from gaining too much weight. She has 

continued to walk for exercise, and now encourages her pregnant sister and cousin to 

walk with her several times per week. She also had an experience when she started 

spotting while at work. She was afraid to leave work and see the doctor. She did leave 

so that she could take care of herself and the baby. 

Ways of Making Sure by Health Care Providers and Female Family Members 

All of the women mentioned that their perinatal care providers "made sure" that 

they and the baby were "okay" and "safe" during the pregnancy, labor, and postpartum 

period. The domain of ways of making sure by health care providers and female family 

members is presented in Table 5. Most of them also mentioned that their mothers or 

cousins "made sure" they were taking care of themselves during the pregnancy. 

Health Care Providers 
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Gwen described her midwives as people who made sure she was okay at her visit 

and that she was safe when she had arrived home. She stated "they [the midwives] make 

sure you're okay before you leave [your prenatal care visit]. You know, when I get 

home, they usually call to make sure that I get home safe". She also talked about how the 

midwives made sure she was okay by "checking for everything" during examinations. 

Joyce also felt that her doctor made sure she was okay. She described this in the 

following passage. 
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Table 5 

Domain of Ways of Making Sure 

Care Providers Female Family Members 
Prenatal Period calling at home after watching over me 

prenatal visit 
sending me to the hospital working with doctor to get 

me to come home 
communicating with other bringing fruit and stuff 
doctor 
seeing if the baby is okay pushing the bed rest 
making sure the baby is calling to remind me to go 
fine to prenatal visits 
checking for everything 
keeping a close eye on me 

Labor and giving me the LV. 
Delivery 

cleaning me off like 
you're supposed to 

Postpartum coming in the room 
Period 

seeing if the baby is okay 
checking the baby 



I started bleeding. And I had started dilating, I was dilating one centimeter 

pretty early. So I was walkin' around like, "Okay, I hope I ain't gonna 

go". But after bed rest and some stuff, it had stopped. But they still 

wanted to keep a close eye on me ... they're going to monitor me a lot. .. I 

was in there [the hospital] pretty much a lot. (Joyce, informant #4) 

She also discussed how her primary perinatal care provider made sure she talked 

with the high risk pregnancy obstetrician. She felt that they made sure they talked with 

each other, so they could each care for her effectively. 
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Two of the informants also talked about how their care providers made sure that 

the baby was okay in utero. Shauna stated that she had "a sonogram done, to see if she 

[the baby] was okay, see if she was growing fine". Joyce also had a sonogram done when 

she was bleeding during the pregnancy. She stated, "They musta sent me to the hospital 

[for a sonogram], so they can make sure that it's really what they thought, that it's safe 

for the baby". 

Two of the women also described that nursing staff was "making sure" they were 

safe while going through labor. Joyce stated, "I had to get the IV - I didn't want it. I 

tried to talk them out of it, but with the complications, they wanted to just make sure, 

that's what they told me". Crystal also felt her day nurse made sure she did procedural 

things safely, so that she would not get another infection from the second insertion of a 

catheter. She stated, "when she [the day nurse] used the catheter, she cleaned me off and 

everything, like 3 or 4 times, like you're supposed to." 
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Three of the women described that their care providers make sure that both they 

and their babies were okay in the postpartum period. Joyce described the hospital staff 

making sure her baby was okay shortly after birth. She stated, "they didn't tell me until 

afterwards that my baby came out sunnyside up. But he came out. They checked him 

and everything. And he wasn't a crier. But he came out fine. But he was healthy." 

Crystal described nursing staff as checking on her and the baby to see if she needed 

anything. She stated, "It was good, it was really quiet, and you know, they [ the nurses] 

kept on coming in and checking on me, and the baby. They [ the nurses] kept on coming 

in and ... to make sure that you know, ifl needed anything". Gwen also stated that "they'd 

[the nurses] come in the room ... to make sure we were okay". 

Female Family Members 

All of the women also described that female family members made sure they were 

taking care of themselves in the prenatal period. Shauna described her mother wanting 

her to live with her so she could make sure she was okay. She had mixed emotions about 

this. She described the situation in the following passage. 

Me and my Mom, we have a good relationship. She wanted me to come 

back home ... so she could kind of watch over me ... And she [my mom] 

was kind of working with the doctor to get me to come back [home] .... so 

they're like fighting against me, and were playing tug-of-war. (Shauna, 

informant #1) 
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Crystal described her mom making sure she was okay. She stated "My mom was 

there. Mostly my mom - always being a mom. She was bringing me fruit and stuff, 

making sure I was eating okay". Gwen described her cousin as the person who made sure 

she was okay throughout her pregnancy. 

Joyce also described her mom as making sure she went to prenatal visits and took 

care of herself. 

She [my mom] made sure we was there [at prenatal visits]. .. and she would 

remind me on top of the doctor's office calling, she would remind me, like 

"Don't forget to go, and such. And it's at 10:00" ... My Mom, she pushed 

with the bedrest. I'm not the type of person that likes to stay in bed. I 

want to get up and get out ... but the baby came out healthy. (Joyce, 

informant #4). 

Ways of Checking by Health Care Providers 

Two of the informants described ways in which health care providers checked 

them. The domain of ways of checking by health care providers is presented in Table 6. 

Checking was frequently mentioned as a way of "making sure" by health care providers. 

Checking occurred in the prenatal period, during labor and delivery and during the 

postpartum period. 

Crystal described how she was checked during prenatal care appointments. 

We had, I basically every time I went in, every month. So I had a 

Sonogram done, to see if she was okay, see if she was growing fine. And 
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Table 6 

Domain of Ways of Checking by Health Care Providers 

Prenatal Period having a sonogram done 
checking me carefully 
doing a checkup 
sending a nurse to my home 

During Labor and coming in my room and checking me out 
Delivery 

checking for contractions and taking my 
blood pressure 

Postpartum Period being like a counselor 
checking and talking to me 



see her heart beat and stuff. Heart beat check every month. They checked 

me carefully ... it was a great feeling, just going there to find out. (Crystal, 

informant #2) 

Gwen described how a home health nurse came to check on her during her first 

pregnancy. 

When I was 7 months pregnant, I had high blood pressure. So I had to quit 

working and stayed home. Then they [ the midwives] would send a nurse 

to check on me, like 3 times every day .. .it was fun. I didn't have to get up 

and go in the car, to drive around. (Gwen, informant #3) 

She also described the doctors "doing checkups" at their office during her second 

pregnancy. 
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Checking also occurred during the labor and delivery phase. Crystal described 

her labor nurse as someone who was "in and out, in and out. .. [she'd] come in there and 

check on me, taking my blood pressure, checking for contractions and stuff." Gwen also 

describes her labors as being "real nice" and coming in her room to check her out. 

Crystal also described checking in the postpartum phase, after she had lost her 

first baby. She went into see her midwife frequently to "get checked and talk to her and 

stuff'. This period was difficult for her and she described her midwife as being "like a 

counselor" when she checked her. Additionally, Crystal described checking in the 

hospital in the postpartum phase. She stated that nurses gave her a checklist to check on 
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what she needed to know about baby care. She felt she did not need any education about 

baby care, because she had learned this by caring for her sister's baby in the past. 

Ways of Being There by Health Care Providers and Family/Friends 

All of the informants discussed ways that their health care providers "were there" 

for them. The women also talked about how their family and friends were there for them 

during the above periods. The domain of ways of being there by health care providers and 

family/friends is presented in Table 7. Ways of being there occurred during the prenatal 

period, labor and delivery, and the postpartum period. 

Health Care Providers 

Crystal described her midwife as someone who was always there for her. She 

miscarried her first baby and felt like her midwife was a counselor during that time. She 

also felt she was there for her when she was uncertain about losing the baby in the first 

months of the second pregnancy. She describes her midwife in the passage below. 

She [the midwife] was great. She was a lot of help to me. She was really 

funny and friendly, you know ... she was there when I, when I called or 

something, I needed to talk to her about everything. 'Cause I had 

questions, a lot of questions. But she was like a counselor too ... They [her 

midwife and doctor] were always there. If you have any questions - if this 

happening to you just call me". (Crystal, informant #2) 
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Table 7 

Domain of Ways of Being There by Health Care Providers and Family/Friends 

Health Care Provider Family/Friends 
Prenatal Care Period talking to me when I called Not throwing 

me away 
helping even when you have a Not allowing 
hateful attitude what other 

people thought 
to affect the 
way she acted 
towards me 

telling me he was gonna be being right there 
there until after I had the baby every day 

During Labor & telling me what to expect staying right 
Delivery beside me 

giving me some medication standing there 

staying there 
until the baby 
came 

PostPartum Period running in if I pushed the cleaning the 
button house 
coming when I called 
sitting there with me and trying 
to show me what to do 
telling me to call 



Shauna described a nurse at the hospital who was there for her when she was 

angry and upset about having to be in the hospital. She describes this in the passage 

below. 

Regardless of how I acted towards her ... she had like a humble spirit about 

her. And she still helped me ... Her attitude it didn't change. You know, 

some people, some people can be so hateful, and then that, that makes you 

want to change, like "Okay, I'm here tryin' to help you, and you give me 

hateful attitude - so I'm not gonna help you no more." But instead, she 

was just like, "I understand where you're coming from. I know you don't 

want to be in here. But come on Shauna, I know you better than this". 

(Shauna, informant # 1) 

The women also talked about their care providers being there for them in 

the hospital during labor. Gwen stated that the idea of the doctor being there for 

her was comforting. She stated, "He [ the doctor] came in there and he introduced 

himself. And he told me that he's gonna be there, right until after I had the baby. 

So that was comforting." Crystal described a labor nurse who was there when she 

was experiencing some complications during the labor period. She stated, "she 

was there to tell me what to expect, like with the fever and stuff'. 

Some of the women describe nursing staff being there for them in the 

postpartum phase. Crystal stated, "ifl needed anything .. .lfl pushed that button 
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the nurse crune running in." Joyce was more reluctant to call the nursing staff, but 

felt they were there for her if she did. 

I was like, well I can do it myself. My mom, we was always in and out of 

the hospital. .. I didn't worry about calling the nurses too much. 'Cause I 

know it was full that day. And everybody they were busy. So I just did 

what I could on my own - and when I needed somethin', I would call 

them, and they would come". (Joyce, informant #4) 
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Gwen described the hospital nurses being there by sitting with her and helping her 

with breastfeeding. 

We tried every day [to breastfeed] ... and the nurses, they helped me. 

They'd sit there with me and try to show me what to do, and 

everything ... we tried all different, different things, but it still didn't work. 

Family/Friends 

All of the informants also talked about how their frunily and friends were there for 

them. Shauna explained how she was fearful that her mother would not be there for her if 

she told her she was pregnant. 

I told my parents about it and they were ... very supportive. My mom, I 

was scared to tell her. I told her while she was at work. And I left a 

message on the answer machine. And the only thing that I can remember 

her telling me - and I'll always remember it - she told me, that what's 

done, is done, and we're going to have to take it from day, one day at a 



time ... All I could say was "Thank you". 'Cause you know there's a lotta 

Mothers that I know, they'd throw their child, their daughters away, when 

they get pregnant ... But she didn't like, allow what she thought that other 

people would think, to affect the way that she acted towards me. So I was 

happy about that. (Shauna, informant # 1) 
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Other women described support people being there for them throughout the whole 

pregnancy experience. Gwen stated, "she [my cousin] was right there every day. Right 

through from the beginning to the end. From when I found out I was pregnant ... she was 

right in the hospital with me". Joyce stated "my mom was there the whole time". Crystal 

described her mother as always being there as well. 

She was always there ... she was a lotta help. I feel bad because I was 

yelling at her when I was in labor, but I was very much in pain .. .I was 

upset that I was gonna be in pain forever. But she was great. She just 

stayed there until the baby came. And then a little afterwards, she asked 

me if there was anything I need .... My cousins were there ... and my Mom's 

cousin. And then my friends came. I was like everybody just leave. I have 

my mom. (Crystal, informant #2) 

Gwen also had her cousin and husband with her while she was in the hospital. "I had my 

cousin right beside me [ during labor] ... My husband was standing right there, in case 

anything happened". 



91 

Two of the women talked about family members being there after they came 

home from the hospital. Crystal stated, "''My mom was always over there [ at my 

house] ... My sister was there to clean the house so I could relax". Gwen had the help of 

her cousins. 

baby. 

The good thing it was, I had my cousins right here. We used to stay 

together, so they helped me ... they told me what to do, showed me how to 

bathe the baby. They helped me take care of him .. .It's nice when you 

have somebody around that you are already used to ... she [ my cousin] was 

like a teacher to me. (Gwen, informant #3) 

Crystal described how her husband was there for her after she miscarried her first 

My husband was there. He was there all the time and comforted me a lot. 

He said we'll have another one, and you know, everything happens for a 

reason and God didn't want us to have a baby right now. (Crystal, 

informant #2) 

Ways of Talking to me by Care Providers and Family/Friends 

All of the informants discussed how their care providers talked to them. Some of 

the informants also discussed how family and friends talked to them during the perinatal 

period. The domain of ways of talking to me by care providers and family/friends is 

presented in Table 8. The type of talking seems to fit into four categories. These include 



(1) getting to know us, (2) giving explanations, (3) telling me I did a good job, and (4) 

making me feel better. 

Health Care Providers 

Getting to Know Us. 

Gwen talked about how the doctors introduced themselves and she "got to sit 

down and talk to them .. .I got to know each of them" before they checked her. Shauna 

described her doctor as someone who was more like family. 

It was almost like they became like really close friends, like to the family. 

And, um, almost like family. She's like a personal doctor. She wasn't just 

like, "Okay let me check. Okay bye." She, you know, she had just, you 

know, appropriate manners. (Shauna, informant #1) 
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Joyce felt her doctor was "like a big brother, you know. [He would say] 'Make 

sure you do this. Gotta do that,' you know." Joyce described that she had several nurses 

in the hospital. She stated they all took time to get to know her and her family. She 

stated, "[they] all introduced themselves, so it was real nice". 

Giving Explanations. 

Several of the women also talked about how their care providers gave them 

explanations. Crystal stated, 

My midwife ... she would help me a lot, you know, what to expect, what to 

do, and how to take care of myself. .. [ my midwife] talked to me about that 

[pregnancy being high risk] and things, you know, before the pregnancy ... 
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Table 8 

Domain of Ways of Talking to me by Care Providers and Family/Friends 

Care Providers Family/Friends 
Getting to know us getting to know each of 

them 
becoming like close friends 
being a personal doctor 
being like a big brother 
introducing themselves 

Giving explanations telling me what to expect showing me 
telling me about different telling me what to 
things during prenatal care do and look for 
telling you this is going to telling me 
happen and you're going to everything 
feel like this 
explaining pretty thorough 
telling me how to breath 
and push 
telling me what to do 
telling me the baby's not 
interested in the bottle 

telling me I did a good job saying "I was 18 too and I 
know you can do a good 
job" 
saying I did good by 
leaving work 
saying I was doing good 
cause I only gained 27 
pounds 

making me feel better talking with midwife about telling me not to be 
pregnancy scared 
telling me as long as I pass 
this time period 
trying to keep my mind of 
the pelvic exam 



I started seeing ... [ the doctor] towards the end. She was kinda in and out 

really fast ... we didn't sit down and talk like ... [my midwife] ... and I did. 

(Crystal, informant #2) 

Gwen stated that she was given information at her prenatal care visits. Joyce stated, 

that her care providers also gave her information during her visits. 

[They did] a lot of talking to me. They would give me stuff to read 

too ... Before I had him, they would, you know, talk to you so much. This 

is going to happen and you're going to feel like this. And then each time 

they would try to remind me, do I, ask if you have any questions or forgot 

something, they were more than happy to tell you. (Joyce, informant #4) 

The women also described gaining information while in labor. Shauna 

stated "I just kept dilating and, um, having contractions. But as far as the doctors, 

they explained things pretty thorough. And they helped me out a lot." Crystal 

described her midwife as "great, when I was having her [the baby] she'd tell 

me ... what to expect, how it was gonna go, and what to feel, and stuff like that". 

She also described her labor nurse as someone who told her what was happening 

and going to happen. 

She was telling me, you know, I'm going to do this right now. You know, 

telling me that she's gonna do before she did it. And you know, she did a 

great job ... telling me how to breathe and how to push, and what to do and 

stuff .. .! learned it in the hospital. (Crystal, informant #2) 
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Gwen was the only informant who discussed her providers giving explanations in 

the postpartum period. She talked about how she had difficulties breast feeding with her 

first baby. She stated," they [the nurses] told me that he's not interested in taking the, the 

breast milk. So we might just as well give him the bottle. He used to like the bottle more 

than the breast milk". 

Telling Me I Did a Good Job. 

Some of the informants talked about how some health care providers talked with 

them about how they were "doing good". Shauna described talking with a lab technician 

during the prenatal care period. 

You know like this lady [lab technician], she was like, "Oh yeah, my 

daughter was 18," or, "I was 18 too, and so I know you can do a good job. 

And I did." And so that helped me. It's just that one particular person 

(Shauna, informant #1). 

Joyce talked with her doctor about leaving work when she started spotting blood. 

She stated "my doctor said I did real good by just leaving". She also stated that her 

doctor told her she was "doing pretty good" because she did not gain an excess amount of 

weight during her pregnancy. 

Making Me Feel Better. 

Crystal and Joyce both discussed talking with their care providers helping them 

feel better. Crystal described talking with her midwife during her pregnancies. 
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I would call later ... [and say] This is the problem I'm having ... She would 

sit and talk to me and tell me what to do and stuff ... My mom, when I was 

pregnant the first time, she was like, you don't need to be pregnant 

anyway ... everything happens for a reason .. .I didn't feel really 

comfortable talking with my Mom and Dad ... so I called [my midwife] and 

she made me feel a lot better. .. [in the initial weeks of my second 

pregnancy]. She [ my midwife] said as long as you pass, I think it was 12 

weeks, or 9 weeks - one of those two ... she was telling me ... as long as you 

pass this time period that that's the highest pregnancy risk time. I knew it 

was going to be better then - less stressful. She said, for now take care of 

yourself, rest a lot, don't do anything, just get past this time period, this 

one point. (Crystal, informant #2) 

Joyce stated her providers made her feel better so she could get through pelvic 
I 

exams. 

They would like talk to me, trying to keep my mind off it, so it was easier 

for me to go through it. I would, I would still tense up a lot, but I would 

get through it. (Joyce, informant #4) 

Female Family/Friends 

Three of the informants discussed family or friends talking to them during 

the pregnancy. Shauna described her friend talking to her about her pregnancy. 

She told her "This is what you should do ... this is what you should look for". She 



stated, "she showed me and told me". Shauna also mentioned that the information 

was "more helpful" from her friend because "she is like kinda on the same age 

level as I am". 

Gwen described talking to her cousin. She said that her cousin was "right 

there to tell me everything. 'Cause she went through all that". She also discussed 

how her cousin "told me not to be scared, cause she'll be right there to help me". 

Joyce mentioned that her mother gave her "a lot of motherly advice" while she 

was pregnant. 

Ways a Mother Feels and Behaves 
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Several of the informants discussed ways a mother feels and behaves after having 

a baby. The domain of ways a mother feels and behaves is presented in Table 9. 

Shauna stated, 

[A mother should] take it slow, and just have an open mind. Don't, you 

might as well just close the door to the clubs ... 'cause I mean, you can still 

do it, but a good mother knows what she needs to do. And she, my whole 

mind frame just changed, like through ... each month was like a new test 

for me, in maturing me more. So ,um, to have an open mind, positive 

outlook towards things .... And I do mainly everything myself ... I'm on 

AHCCCS right now ... until I can go back to work. (Shauna, informant #1) 

Crystal discussed some of what it is like for her as a mother who breastfeeds. She 

also quit smoking since "it's better for the baby". 
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Table 9 

Domain of Ways of Feeling and Behaving when a Mother 

Knowing what she needs to do 
Having an open mind 
Closing the door to the clubs 
Breastfeeding her baby 
Stopping smoking 
Looking at the baby 
Watching over the baby 
Taking care of the baby 



I didn't know much about it [breastfeeding] It hurt, so, my breasts felt 

pretty raw ... there's lot of benefits to breast feeding - you know it's better 

for her. Formula fed babies are chunky, I don't want her to get chunky. 

Plus you get smaller faster ... It's the best thing for the baby, you give her 

antibodies ... I definitely wanted to do this ... you have to change for your 

baby .. .I like breastfeeding. It brings me closer to the baby .. .I used to 

smoke before I get pregnant and stuff. .. I wanted a cigarette after she was 

born ... I knew it would be better for her so I didn't smoke. (Crystal, 

informant #2) 

Gwen described some of her feelings after having her baby. 

It didn't really hit me until I, until I had the baby in my hands, when he 

was born, that you know. Mine, I have a little baby. I have to take care of 

him now. Yeah. That's when it really hits you is when, you know, when 

they actually put the baby in your hands. Yeah. You have a little person 

you're gonna have to take care of, and watch over now. Yeah. It was a 

good feeling though. You can't even tell if the baby is looking at you, but 

you know you're looking at the baby. Yeah. And wondering if they know 

that you're their Mom. Yeah. It's a good feeling". 

Ways of Judging and Controlling Me by Perinatal Health Care Providers 

Two of the informants described judging or controlling by their perinatal 

health care providers. As this was mentioned by only two of the informants, there 
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was not enough data to reach saturation. Thus, a separate domain was not formed 

to describe ways of judging and controlling. However, the data is included in this 

sections since this may be an area for future research. 

Shauna described an encounter with a nurse in her doctor's office. She felt 

that the nurse judged her to be too young to have a baby and said things she 

"shouldn't have". 

The only thing that I didn't like, when I first went to like my doctor. .. was 

the nurse .. .I thought she should of had a better attitude towards me. 

Because she was like ... "Oh, you're only 18, you're having a baby" and 

you know ... You don't say those kind of things, you know, even if you feel 

them you just keep them to yourself. She's just like, "What are you gonna 

do now?". (Shauna, informant # 1) 

Shauna also felt her physician and mother were threatening to sue her if she did 

not do what they wanted. 

[My mother] was kind of working with the doctor to get me to come back 

[home] ... So they're like fighting against me, and were playing tug-of-war. 

And so I felt that the reason why I had to go back into the hospital, 'cause 

I wouldn't go home. Then they started throwing things at me, like well, if 

somethin' happens to the baby, ifwe lose the baby, then we're gonna sue 

you, and this and that, for, um negligent. So I was angry at that, I had no 

choice. (Shauna, informant # 1) 
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Gwen also described her midwives as saying "ifl didn't quit eating so much junk 

food, they would put me in the hospital ... so I had to give up all my junk food." 

Summary 
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The interviews and field notes were analyzed using the process of domain 

analysis. Eight domains were identified. These included (1) ways of finding out you're 

pregnant, (2) reasons for choosing a primary perinatal care provider, (3) ways of taking 

care of yourself while pregnant, (4) ways of making sure by care providers and mothers, 

( 5) ways of checking by care providers, ( 6) ways of being three by care providers and 

support people, (7) ways of talking to me by care providers and support people, and (8) 

ways of behaving and feeling when a mother. The domains were presented and 

described. Additionally, a section on "ways of judging and controlling me by health care 

providers" was included. 

Cultural Themes 

Spradley (1979) wrote that subtle and explicit cognitive principles recur in the 

domains. These themes are related to the cultural meaning that are present in many of the 

domains. 

The researcher identified one cultural theme: 

1. Low income African American women describe women watching over them 

during the perinatal period. Most of informants were seen by female care 

providers. Other women recommended female care providers to them. based 

on recommendations from women. Low income African American mothers 
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found that their female providers and family/friends talked to them, checked to 

make sure they were okay, and were there for them throughout the pregnancy, 

labor and delivery, and postpartum period. 

Summary 

The chapter began with an overview of the recruiting and interview process, a 

description of the demographic characteristics of the informants, a review of the data 

analysis procedure. Eight domains were presented and described. One cultural theme 

was presented. 



CHAPTERV 

CONCLUSIONS AND RECOMMENDATIONS 
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This chapter contains a summary of the findings, recruitment issues, limitations of 

the study, recommendations for health care providers, and suggestions for future research. 

Summary of the Findings 

The purpose of this study was to describe low income African-American mothers' 

perceptions of communication with their white, non-Hispanic care providers during 

perinatal care visits. Informants reported their perceptions from the emic perspective in 

an ethnographic interview The grand tour question was "Tell me about your experience 

with your health care provider during your pregnancy and after you had your baby?". 

Several interesting factors were found in the analysis of the data. Some of the 

data related specifically to communication with providers, but much of the data related to 

their experiences during the perinatal period. Domains were identified using the domain 

analysis procedure, as outlined by Spradley (1979). The domains which were identified 

included ways of finding out you're pregnant, reasons for choosing a primary perinatal 

care provider, ways of taking care of yourself while pregnant, ways of making sure by 

care providers and female family members, ways of checking by care providers, ways of 

being there by care providers and family/friends, ways of talking to me by care providers 

and family friends, and ways of behaving and feeling when a mother. 

All of the informants were surprised when they found out they were pregnant. 

None of them had planned a pregnancy. Two of them were told they were pregnant by 
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another person or in a dream. The other two women went to "take a test" because they 

felt physically sick. All of them reported they were "happy" and "surprised" about their 

pregnancies. The fact that they were all happy about unplanned pregnancies may reflect 

the high value of motherhood in the African American culture, as described by Greene 

(1994) and Codgill and Wilson (1980). 

All of the women in this study saw a white, non-Hispanic female providers for at 

least one pregnancy. None of them stated that the sex of the provider was a factor in the 

decision making process of choosing that provider. Additionally, none of the women 

discussed the ethnic background of the provider as a factor. The reasons for selecting a 

particular provider were related to recommendations from other women. Specifically, 

female family members recommended female providers as perinatal care providers. 

The informants may not have deliberately chosen white, non-Hispanic women as 

perinatal care providers, but the choice of female caregivers may have seemed natural to 

them. The selection of female providers speaks to the emic traditions of the African 

American culture. This may be based on the history of interactions between African 

American females and white, non-Hispanic men. African American women were raped 

by white, non-Hispanic slave owners. If she had children fathered by the white, non

Hispanic slave owner, they were taken from her and sold (Greene, 1994). Thus, it may 

not be common in current society that an African American woman would seek out a 

white, non-Hispanic male to care for her during pregnancy and childbirth. These 

informants may have selected providers who are white, non-Hispanic because there are 



not many African American physicians and midwives available. The percentage of 

midwives who are African American was not available. Only 4.2% of physicians were 

African American in 1997 (U.S. Bureau of the Census, 1998). An even smaller 

percentage of the African American physicians specialize in obstetrics. 
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Female providers may have been selected because African American women are 

more comfortable talking with women than men. Women generally tend to be more 

verbally expressive than men, especially in discussing emotional issues. African 

Americans believe that individuals should express emotions freely (Boykin & Toms, 

1985), so communication with women may feel more natural to them. Additionally, the 

style that women use to speak may also be closer to the "call and response" pattern of 

orality in the African American culture (Boykin & Toms, 1985). 

Two of the informants stated that proximity of the prenatal care clinic to the 

woman's home was an important factor in choosing a provider. One informant stated that 

her midwife group moved to another part of town after her first pregnancy. When she 

became pregnant a second time, she chose not to see the midwives because their new 

office was too far away for her to drive. The other informant stated that she selected her 

care provider because her office was close to where she lived. It seems that convenience 

of care was important in follow through with prenatal care, as McCallister and Boyle 

(1998) found. 

All of the informants talked about ways to take care of themselves while they 

were pregnant. These included eating well, taking prenatal vitamins, lying down when 
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tired, and exercising. Lia-Hoagberg et al. (1990) found that these same behaviors were 

encouraged in pregnant women by "advice-givers". The advice givers for African 

American pregnant women in the Lia-Hoagberg study were most frequently their 

mothers. The informants in this study did not specifically mention that their mothers told 

them how to take care of themselves. This may also be part of the emic tradition, where 

it makes sense that an African American woman's mother would tell her how to take care 

of herself while pregnant. The African American woman would then take care of herself 

the way her mother told her to. 

The informants in this study all described interactions with health care providers 

that were similar to interactions with their family members and friends. They felt their 

providers and family/friends made sure they were okay, checked them, talked to them, 

and "were there" for them throughout the pregnancy and postpartum period. All of these 

interactions seem to contain a theme of helping the woman and her baby stay healthy and 

safe throughout the pregnancy. 

Some of the women stated that their interactions with their friends and family 

were "more meaningful" because they were closer to them. Several women also 

described their care providers being "like family". This may be related to the concept of 

"fict kin" in the African American culture (Bolin, 1997). A care provider could be seen 

as a person to trust if she were considered "part of the family". 

The informants' perceptions of communication with their care providers were 

seen in the "ways of talking to me" domain. All of the informants stated that their 
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providers "talked with them" during pregnancy, labor and delivery, and postpartum 

period. Three of the informants described that providers took the time "get to know 

them". When the providers got to know them, the informants felt they became "like 

family". Again, this process may be a way that African American mothers include 

providers in the "fict kin" support network (Bolin, 1997). Two of the women also 

mentioned that "appropriate manners" and "introducing themselves" made the health care 

providers more "personal". Brody et al. (1989) found that patients who found their health 

care providers to be more "personal" were more satisfied with their health care. 

Three of the informants described "giving explanations" as a way of talking to 

them. Their health care providers told them what to expect during the pregnancy and 

labor, reminders of what was going to happen, and telling them what they did before 

doing it. The providers also encouraged asking questions and explained things "pretty 

thorough". The informants in this study appeared to be satisfied with communication 

with their providers overall. This is to be expected, since Kavanagh and Broom (1997) 

found that women who did not understand explanations and felt that they could not ask 

questions were less satisfied with the health care provided by their obstetricians. 

Two of the informants discussed how providers helped them by telling them they 

"did a good job". Two of the informants also discussed how their providers talked to 

them and "made them feel better". These ways of communicating convey "caring" on the 

part of the provider. Patients who felt that providers cared about them, were more 
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satisfied and less likely to switch to another provider (DiMatteo, Prince, & Taranta, 

1979). 

It is interesting to note that none of the informants stated that they felt ethnic 

background created a problem in communicating with their care providers. One 

informant felt she was seen as Hispanic, instead of African American, but that this did not 

effect her care. When asked if cultural issues were ever a problem, all of the informants 

said "no". 

Communication between the informants and health care providers appeared to 

follow the models proposed by Roter and Hall (1997) and King (1981). The women 

described that information was exchanged with the provider, and that women were 

satisfied, overall, with feedback from the provider. The women also described perceiving 

verbal and nonverbal information, as well as informational and socioemotional content. 

The women described different types of communication with providers. This was based 

on perceptions during the interactions with health care providers. It appears that since the 

women in this study had meaningful interactions with their health care providers, that 

they were able to participate in prenatal care and follow recommendations for care. This 

led to patient satisfaction and positive birth outcomes. All of the women had healthy 

children, despite most having serious complications during their pregnancies. 

Several of the informants discussed ways a new mother feels and behaves after 

she has had her baby. One informant stated that "a good mother knows what she needs to 

do". Another described changing so that she could "do the best thing for her baby". A 



third described that knowing she needed to take care of her baby was "a good feeling". 

All of these concepts relate to the high value of motherhood in the African American 

culture (Greene, 1994). 
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Some hint of cultural activities and practices were present in the interviews. Some 

of the women discussed being late for appointments, and that their care providers 

''worked with them" on this area. This could be an example of the women believing that 

events should be completed in their own time, and not in strict time categories. 

The women did speak in a unique lyrical style. None of them used ebonies while 

speaking with the researcher. This would be expected since this is used for 

communication among African Americans, and would not be used by an African 

American to speak with a white, non-Hispanic person. These women may have all been 

bilingual in this sense. 

It is not clear whether the informants in this study belonged to the acculturated or 

bi cultural subgroups of the African American culture. The researcher was not able to 

observe the informants when interacting with only other African Americans. These 

women met their health care needs in the white, non-Hispanic culture, while their 

personal needs were met in the African American community. One would expect cultural 

differences to be less of an issue for acculturated African Americans than for biculturally 

oriented African Americans. 
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Recruitment Issues 

The informants who participated in this study stated they felt they did not have 

communication problems with providers. They initiated prenatal care almost 

immediately after finding out they were pregnant and continued with prenatal care visits 

throughout the pregnancy. The group of four informants who did participate in this study 

may have been a more motivated than most low income African American women. This 

may be true since most of the potential informants for this study declined to participate. 

The four who participated in the study may have been more comfortable speaking with a 

white, non-Hispanic health care provider than other African American women. 

The women who self selected out of the study may have been women who were 

less motivated to attend perinatal care visits. La Veist, Keith, and Gutierrez (1995) found 

that 84.1 % of African American participants attended less than 5 prenatal care visits. 

Only 6% of the African American participants attended nine or more prenatal care visits. 

Nine visits is considered an "adequate" amount of visits so that prenatal care is 

considered "quality care" (La Veist, Keith, & Gutierrez, 1995). Many of the women who 

did not participate in the present study stated they were busy with work demands and 

child care demands. This has been identified as a barrier to care in previous research 

(Kelley, Perloff, Morris, and Liu, 1992). 

Strengths and Limitations of the Study 

There are strengths in this study. The researcher reviewed the findings with the 

informants who confirmed that the findings were valid to their culture, and that the 
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findings were relevant and understandable to them. Saturation of data was reached in all 

domains. The age range was broad, with the youngest informant being nineteen and the 

oldest thirty-one years of age. The women all experienced complications in at least one 

pregnancy, which would be expected in the low income African American population. 

The informants saw both physicians and certified nurse midwives for perinatal care. 

There were also limitations to this study. The researcher had a short term contact 

with informants. The contact was limited due to difficulties recruiting informants, so that 

interviews took place towards the end of the time line for the study. This study used a 

small sample of low income African American mothers. The data used for this study was 

shared with the researcher and assistant interviewer over a short time frame. The data 

presented is a small portion of the interview content, and this is not an account of the total 

cultural experience. There are individual variations in the African American culture, so 

each informant had her own experience and interpretation of communication with 

perinatal care provider. 

The research associate was an African American woman and the researcher was a 

white, non-Hispanic woman. The research associate conducted one of the interviews, 

while the researcher conducted the remaining three. The fact that the researcher was a 

white, non-Hispanic health care provider may have influenced the content of the 

interviews. The informants may not have been comfortable in describing problems or 

negative experiences with white, non-Hispanic health care providers with someone from 



that culture. Finally, the researcher was inexperienced in ethnographic methods which 

may have affected the quality of the interviews. 

Recommendation for Health Care Providers 
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The African American women who participated in this study were all women who 

attended perinatal care visits, generally followed the advice and recommendations of their 

providers, and had satisfactory birth outcomes. The informants indicated that they were 

satisfied with interactions and communication with health care providers. 

All of the women stated that the care providers were nice to them. Their care 

providers encouraged open communication and gave them their "after hours" numbers. 

Therefore, it would be important for care providers to encourage low income African 

American women to talk freely during visits and to call in between visits if they had any 

questions. 

It also appeared important to these women that providers take the time to "sit and 

talk" with them and their families . Although time is generally at a premium in health 

care, it seems wise for health care providers to spend time talking with these women and 

their families. This seems to make the care provider to become "personal" and "almost 

like family". 

Additionally, the women's family members and friends played an important part 

in their perinatal health care. Family and friends often complemented the interventions 

by providers. For example, some of the mothers encouraged the informants to go to 
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prenatal care visits and follow recommendations. It would be wise for care providers to 

work as a team with the woman and her family and friends. 

Several of the informants mentioned that "proper manners" from their health care 

providers was important. They found that this showed respect for them and their 

families. These manners consisted of providers introducing themselves to their patients 

and families when they enter a room, as well as spending some time talking with patients 

before beginning technical procedures. Therefore, it would be important for health care 

providers to make sure they introduce themselves to low income African American 

women and to talk with patients before beginning procedures. 

Recommendations for Future Studies 

Several recommendations for further studies were generated from this study. 

These are outlined in the following section. 

Low income African American women were the subject of this study. Women 

who have a moderate income or a high income could be studied. The phenomenon of 

communication with white, non-Hispanic providers could be viewed differently from this 

group. They may have different levels of acculturation and assimilation within the 

dominant culture. They also may be more aware of cultural issues, due to increased 

levels of education. They also may experience different barriers to accessing and 

participating in prenatal care. 

Additionally, low income women who did not fully participate in perinatal care 

could also be interviewed. The group of women that participated in this study all 
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participated fully in care. There may have been something different in the nature of their 

relationships with white, non-Hispanic providers that caused this to happen. This is not 

always the norm in this group, as research has indicated. It would be important to hear 

how women perceived communication with providers where they did not have a close, 

personal relationship. 

It would also be important to study African American women who have had sick 

newborns or experienced the death of a young infant. The tie between prenatal care and 

this phenomenon could be further explored. Research might indicate whether 

communication issues and problems contribute to a higher infant mortality rate. 

Finally, research into the role of support people in the African American mother's 

life during pregnancy would be important. It became evident in this study that support 

people played a key role in the selection of care providers and the continuation of care. 

Research in this area may allow providers to incorporate the assistance of support people 

in perinatal care activities and enhance compliance with appointments. 
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DISCLAIMER 

Title of Project: LOW INCOME, AFRICAN-AMERICAN MOTHERS' PERCEPTIONS 
OF COMMUNICATION WITH WHITE PROVIDERS DURINGTHE PERINATAL 
PERIOD 

Principal Investigator: 
Elaine Jones, PhD, RN 
Associate Professor 

Research Associate: 
Deanette Deveraux, MS, RN 
Graduate Student 

University of Arizona University of Arizona 
Purpose of the Project: The purpose of this project is to describe African American mothers perceptions of 
communication with white health care providers, during their last pregnancy, birth and postpartum 
experiences. 
Participants: We will be interviewing five African American mothers who: 

1) are between 18-40 years of age 2) are living in a household with another adult 
3) receive health care through Medicaid (AHCCCS in Arizona) 
4) have not completed high school or GED 
5) received prenatal care from a white/non-Hispanic health care provider during their last 
pregnancy 
6) are willing to be interviewed about study topic 

You do not need to sign you name to any forms in order to participate. Participating in the interview will 
constitute your consent to be in the study. 

Potential risks and benefits: There are no known risk to you for study participation. You will receive a $10 
gift certificate to Toys-R-Us in appreciation. 

Interview Procedure: You are being asked to participate in one or two interviews with Deanette Deveraux 
RN. We expect the interviews to last about 1-2 hours. The interviews will be audiotape recorded, and 
transcribed into written form later on. Your real name will not be used during the interviews, or on the 
transcriptions. Rather, you will be asked to select a pseudonym (false name of your choosing) for use 
during the interviews. 

Confidentiality: The only people who will hear the audiotapes or read the original interviews will be the 
person who interviews you, Deanette Devereaux, RN (a graduate student), her supervisor, Dr. Elaine Jones 
( a faculty member at the University of Arizona College of Nursing, and two other graduate students who 
will assist in analyzing interview data. Your real name will not appear on the transcriptions, and we will 
alter any identifying data for reports or presentations. Interview data, and study results will be used in Ms. 
Carnegie's thesis, summarized in a report to the Pima County Public Health Department, and may be used 
in manuscripts submitted for publications, professional presentations, and applications for funding other 
studies related to perinatal care for African-American mothers. 

Freedom of Inquiry & Freedom to Withdraw: You can ask questions at any time during the interview, and 
your questions will be answered. You can change your mind about participating in the study at any time. 
Your decision to participate in the study or not to participate will not affect your health care services or 
care in any way. If you have any questions or concerns, please contact Dr. Elaine Jones at the University 
of Arizona College ofNursing: Phone 626-7124 Address: 1305 N. Martin, Room 320B, Tucson, AZ 
85721-0203. If you have questions concerning your rights as a research subject, you may call the Human 
Subjects Committee office at 626-6721. 
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Title of Project: LOW INCOME, AFRICAN-AMERICAN MOTHERS' PERCEPTIONS 
OF COMMUNICATION WITH WHITE PROVIDERS DURING THE PERINATAL 
PERIOD 

Principal Investigator: 
Elaine Jones, PhD, RN 
Associate Professor 

Research Associate: 
Susan Carnegie, RN 
Graduate Student 

University of Arizona University of Arizona 
Purpose of the Project: The purpose of this project is to describe African American mothers perceptions of 
communication with white health care providers, during their last pregnancy, birth and postpartum 
experiences. 
Participants: We will be interviewing five African American mothers who: 

1) are between 18-40 years of age 2) are living in a household with another adult 
3) receive health care through Medicaid (AHCCCS in Arizona) 
4) have not completed high school or GED 
5) received prenatal care from a white/non-Hispanic health care provider during their last 
pregnancy 
6) are willing to be interviewed about study topic 

You do not need to sign you name to any forms in order to participate. Participating in the interview will 
constitute your consent to be in the study. 

Potential risks and benefits: There are no known risk to you for study participation. You will receive a $10 
gift certificate to Toys-R-Us in appreciation. 

Interview Procedure: You are being asked to participate in one or two interviews with Susan Carnegie RN. 
We expect the interviews to last about 1-2 hours. The interviews will be audiotape recorded, and 
transcribed into written form later on. Your real name will not be used during the interviews, or on the 
transcriptions. Rather, you will be asked to select a pseudonym (false name of your choosing) for use 
during the interviews. 

Confidentiality: The only people who will hear the audiotapes or read the original interviews will be the 
person who interviews you, Susan Carnegie, RN (a graduate student), her supervisor, Dr. Elaine Jones (a 
faculty member at the University of Arizona College of Nursing), and one other graduate students who will 
assist in analyzing interview data. Your real name will not appear on the transcriptions, and we will alter 
any identifying data for reports or presentations. Interview data, and study results will be used in Ms. 
Carnegie's thesis, summarized in a report to the Pima County Public Health Department, and may be used 
in manuscripts submitted for publications, professional presentations, and applications for funding other 
studies related to perinatal care for African-American mothers. 

Freedom of Inquiry & Freedom to Withdraw: You can ask questions at any time during the interview, and 
your questions will be answered. You can change your mind about participating in the study at any time. 
Your decision to participate in the study or not to participate will not affect your health care services or 
care in any way. If you have any questions or concerns, please contact Dr. Elaine Jones at the University 
of Arizona College ofNursing: Phone 626-7124 Address: 1305 N. Martin, Room 320B, Tucson, AZ 
85721-0203. If you have questions concerning your rights as a research subject, you may call the Human 
Subjects Committee office at 626-6721. 
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: i£ALTH SCIENCES CENTtR 

- ·-.. ~= ~...;.. 
Tucson, Arizona 8572-J-5137 
(520) 626-6721 

13 August 1999 

Elaine Jones, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: AFRICAN AMERICAN MOTHERS' PERCEPTIONS OF PERINATAL 
COMMUNICATION WITH WHITE PROVIDERS 

LOW INCOME AFRICAN AM:ERICAN MOTHERS' PERCEPTIONS OF 
COMMUNICATION WITH WHITE PROVIDERS IN THE PERINATAL PERIOD 

Dear Dr. Jones: 

We have received your Project Approval Forms, sample interview questions, and revised Subject's 
Disclaimers for the above referenced projects . Regulations published by the U.S. Department of 
Health and Human Services [ 45 CFR Part 46.101 (b) (2-)] exempt this type of research from review 
by our Committee. 

Please be advised that clearance from official authorities for site(s) where proposed research is 
to be conducted must be obtained prior to performance of this study. Thank you for informing 
us of your work. If you have any questions concerning the above, please contact this office. 

Sincerely, 

(Jk;r,{} {: (}j,,41\ /I!!) 
Institutional Redw.so~d Member 
(Human Subjects Committee) 

IRB/js 
cc: Department/College Review Committee 
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