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INTRODUCTION  

Despite leading the world in health care advances for newborns, 

the United States has the highest infant mortality rate of any devel-

oped country in the world.1 A closer examination of infant mortali-

ty rates in the United States revealed stark disparities between 

White and non-White infants.2,3 For example, in the United States, 

African American infant mortality rates were 10.8 per 1 000 live 

births compared to 4.6 per 1 000 live births for Whites in 2018.4  

Ohio has one of the highest infant mortality rates in the United 

States.5 Rankings released by the Centers for Disease Control and 

Prevention revealed that Ohio ranked 10th in the nation in infant 

mortality rates in 2018 (the most recent data reported).4 Specifi-

cally, the report noted that there were a total of 938 infant deaths, 

thus reflecting an infant mortality rate of 6.9 per 1 000 live births.4 

Further examination of Ohio infant mortality rates reveals that 

while African Americans comprise 12.4% of the population in Ohio 

and Whites make up 81.5% of the population in Ohio, African 

American infants were 3 times more likely to die than White in-

fants.6  

In light of these numbers, this study focused on gaining a better 

understanding of pregnant women’s communicative experiences 
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when receiving prenatal care in Ohio. This paper presents a brief 

background on patient-provider communication and prenatal 

care, followed by our study methods and results, discussion, and 

public health implications.  

Patient-Provider Communication 

Patient-provider communication, which includes multiple aspects 

of communication such as verbal and nonverbal interactions be-

tween patients and providers,7,8 is a vital provision of safe and  

high-quality health care.9,10 Important aspects of patient-provider 

communication include enabling patient self-management, foster-

ing healing relationships, making medical decisions, respect, trust, 

effective communication skills, and exchanging information.11 Ef-

fective patient-provider communication affords patients the ability 

to engage in their health care, comprehend health information, and 

communicate with providers. 

In the context of prenatal care, research suggests that patient-

provider communication is important in determining pregnant 

women’s prenatal care utilization rates.12 However, although effec-

tive patient-provider communication plays an important role in 

influencing pregnant women’s beliefs regarding prenatal care,13 as 

many as 40% of pregnant women reported ineffective communica-

tion with their prenatal care provider.14,15 Ineffective patient-

provider communication is perceived as a barrier to prenatal care 

and impacts infant morbidity and mortality rates,16 in part due to 

the prenatal care provider’s negative attitudes and interpersonal 

characteristics, which decrease utilization rates of prenatal care 

services and facilities.17 

A vast body of literature calls attention to commonly noted com-

munication-related issues between providers and their racial and 

ethnic minority patients.18 In short, racial and ethnic minorities 

are more likely to experience inadequate communication when 

interacting with their provider.19 Previous studies also suggest 

that inadequate patient-provider communication can, in part, be 

explained by clinician biases, stereotypes,19 and the pervasive no-

tion that racial and ethnic minorities are noncompliant or less 

intelligent than their White counterparts.20  

Therefore, 2 empirically validated factors may be useful concern-

ing pregnant women’s health outcomes.20-22 First, the provider’s 

use of culturally competent health care, which is the ability of 

health care providers to provide high-quality care to patients from 

diverse racial and ethnic backgrounds, is an important strategy in 

reducing racial and ethnic disparities in health care outcomes and 

in effective patient-provider communication, access to health care, 

and health care service utilization.21 Second, social concordance, 

which includes shared characteristics such as race, age, gender, 

and education, between the provider and patient influences posi-

tive patient perceptions.20 Further, when assessing racial concord-

ance, which involves shared characteristics of race, findings from a 

comprehensive review of literature containing 27 studies revealed 

that provider and patient race concordance was associated with 

positive health outcomes, specifically for minorities.19 

Patient-Provider Communication: A Conceptual Framework 

The patient-provider communication framework is especially use-

ful when examining one-on-one conversations between patients 

and their health care providers.23,24 This framework has been pre-

viously used to examine patient-provider communication among 

cancer patients. Because the infant mortality rates in Ohio have 

been relatively high in the country, infant mortality and prenatal 

care are closely related, and poor communication between prena-

tal care provider and patient may lead to poor birth outcomes, we 

extended the patient-provider communication framework to focus 

on pregnant women’s communicative experiences. The patient-

provider communication framework encompasses 4 tenets:  

(1) the health care provider and patient interaction to establish 

goals; (2) the health care provider and patient’s needs, values, 

beliefs, skills, and emotions used to address their goals; (3) the 

communication process, which encompasses verbal, nonverbal, or 

silent communication that focuses on conveying and receiving 

messages; and (4) the environment in which the communication 

occurs.23,24 We aimed to explore the third tenant of prenatal care 

providers and pregnant women in this study. 

We found that the insight gained from Feldman-Stewart and col-

leagues,24 particularly the third tenet (ie, the communication pro-

cess), is useful to assist prenatal care patients in receiving prenatal 

care while supporting prenatal care providers in providing prena-

tal care through effective communicative experiences. Therefore, 

the purpose of this study was to gain a better understanding of 

pregnant women’s communicative experiences when receiving 

prenatal care in Ohio. The research question that guided this study 

is “How does your primary prenatal health care provider com-

municate with you?”  

METHODS  

Setting 

All interviews were conducted face-to-face at a public library, a 

YMCA, or via phone based on the participant’s preference. The 

decision to conduct interviews face-to-face or via telephone was 

mutually determined based on availability and geographical loca-

tion of the interviewee. 

Design 

Semi-structured interviews, which are structured conversations 

using an interview script with pre-drafted questions, were con-

ducted.25 These interviews are beneficial because they allow inter-

viewers the flexibility to modify questions within the interview 

script as needed to collect rich descriptive data.25 The interview 

script was prepared in advance, yet interviews deviated from the 

script whenever necessary to gain more insight or understand the 

context of the discussion.26   
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Participants 

The eligibility criteria for the study required women to be between 

the ages of 18 to 45 years, reside in Ohio, and be in their second or 

third trimester of pregnancy. As recommended by the American 

Academy of Pediatrics and the American College of Obstetricians 

and Gynecologists, pregnant women should have one prenatal visit 

a month during weeks 4 to 28, two visits a month during weeks 28 

through 36, and weekly visits beginning at 36 weeks of their preg-

nancy.27 In reality, only about three-quarters of pregnant Ohio 

women with live birth started their prenatal care from the first 

trimester. 28 Therefore, women in their second or third trimester 

of pregnancy have a higher likelihood of experiencing recurrent 

visits with their prenatal care providers. Because patient provider 

communication may influence the quality and frequency of prena-

tal visits, focusing on Ohio pregnant women’s communicative ex-

periences may shed the light for future investigations on infant 

mortality. 

Thirty women were recruited from health fairs, hospitals, neigh-

borhood clinics, private medical offices, a county health depart-

ment, and other community-based agencies located in Ohio using 

convenience sampling. Recruitment strategies included flyers 

posted at the various recruitment sites as well as referrals made 

by social workers and hospital, clinic, and health department staff.  

Procedures 

Study approval was obtained from the Institutional Review Board 

(IRB) of the first and second author’s institution prior to the start 

of recruitment and data collection. Our colleagues reviewed the 

interview guide and made recommendations to help improve face 

validity. Further, the research team improved content validity by 

inviting an expert panel to review the interview guide to seek 

feedback on the wording of the interview questions.29  

Pregnant women interested in participating in the study were 

directed to contact the first author to complete an eligibility 

screening. Participants deemed eligible and who agreed to partici-

pate were instructed to complete an informed consent and demo-

graphic questionnaire prior to their scheduled interview. Consent 

forms and demographic questionnaires were collected in person 

or via email prior to the start of the interviews.  

The first author conducted all interviews. Each interview started 

with an explanation of the purpose of the study. All participants 

were given the opportunity to ask questions about study proce-

dures, were reminded that interviews would be audio recorded for 

later transcription, and were told that their answers would not be 

shared with their provider or affect their current or future care. At 

the end of the interviews, the participants were thanked and given 

a pack of diapers in exchange for their time. The interviewer 

worked with a research assistant to transcribe each file. On aver-

age, each interview lasted from 20 to 30 minutes.  

 

Instruments  

This study used 2 instruments during data collection. For the first 

instrument, participants were provided a 12-item questionnaire to 

assess participants’ demographic characteristics, including race, 

ethnicity, age, educational attainment, household income, type of 

prenatal health care provider, length of prenatal health care pro-

vider relationship, gender of prenatal health care provider, type of 

prenatal health care facility, type of insurance, trimester status, 

and current relationship status. 

The second instrument was a semi-structured interview guide 

developed by the research team to conduct the individual  

interviews. The semi-structured interview guide focused on  

patient-provider communication practices during prenatal care. 

All interview questions were drafted with the intent to capture 

pregnant women’s communicative experiences while receiving 

prenatal care. Because pregnant women may have encounters 

with multiple providers during prenatal care, participants were 

directed to discuss the provider they interacted with the most.  

Data Analysis 

Researchers applied a thematic analysis approach to analyze the 

data. Thematic analysis is a multistep process that guides re-

searchers through the process of identifying recurring patterns 

within the data that can be categorized into themes.30 Consequent-

ly, themes are the outcome of patterned responses most relevant 

to our research questions.31  

We followed the two-staged thematic analytic technique to con-

duct data analysis.32 The first stage, open coding, consisted of line-

by-line coding of each individual transcript in order to develop 

codebooks. To enhance the validity of our findings, the first and 

second authors independently coded during the open coding 

phase of data analysis. The authors then discussed each code until 

consensus was reached among the authors. Data were then com-

pared and categorized in order to create a master codebook that 

represented all interview data.33 In the second stage of analysis, 

axial coding was employed. In this stage, transcripts were re-

viewed, and recurrent themes and specific quotes within each 

theme were extracted and categorized.32,34 

All data were analyzed inductively using NVivo version 12 data 

analysis software (QSR International).35 NVivo 12 data analysis 

software allows researchers the ability to browse text, link ideas, 

search and explore patterns during coding, and annotate respons-

es.36,37 Further, NVIVO 12 data analysis software is designed to 

reduce divisions between data and the researchers’ interpretation.  

Data saturation was reached through our interviews with 30 preg-

nant women. Data saturation is an exhaustive process of continu-

ing to collect data until no new data are discovered. The research 

team was also mindful to ask each participant interview question 

in the same manner.31,38  
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RESULTS  

Participant demographics are shown in Table 1. The final sample 

consisted of 30 pregnant women between the ages of 19 to 39 

years. The vast majority was aged 19 to 30 years. Only 3  

participants were between the ages of 34 to 39. The majority of 

participants self-identified as African American women with an 

education of high school/GED or less. Most participants utilized 

governmental health insurance (Medicaid/Medicare), earned less 

than $20 000, were not married, and saw a female midwife in a 

clinic. It is also important to note that 10 participants were in their 

second trimester of pregnancy and 20 were in their third trimester 

of pregnancy during data collection. 

Qualitative findings suggest that pregnant women’s communica-

tive experiences receiving prenatal care are based on 4 overarch-

Characteristics n (%) 

Race 
African American 

White 
Multiple 

Other 

 
20 (66.7%) 
6 (20.0%) 
3 (10.0%) 
1 (3.3%) 

Age 
19-20 years old 
21-25 years old 
26-30 years old 
31-40 years old 

 
5 (16.7%) 
8 (26.7%) 
14 (46.6%) 
3 (10.0%) 

Level of education 
Some high school 
High school/GED 

Some college or technical school 
Bachelor’s degree or master’s degree 

 
2 (6.7%) 

12 (40.0%) 
11 (36.6%) 
5 (16.7%) 

Annual household income 
Less than $9,999 

$10,000 to less than $14,999 
$15,000 to less than $19,999 
$20,000 to less than $49,999 

   $50,000 or higher 

 
15 (50.0%) 
3 (10.0%) 
3 (10.0%) 
3 (10.0%) 
5 (16.7%) 

Length of primary prenatal care provider relationship 
Less than 2 months 

2-4 months 
5-7 months 

8-10 months 
Was already provider 

 
7 (23.3%) 
4 (13.3%) 
9 (30.0%) 
5 (16.7%) 
5 (16.7%) 

Type of primary prenatal care provider 
Medical doctor or physician assistant 

Midwife 
Multiple providers 

 
10 (33.3%) 
18 (60.0%) 
2 (6.7%) 

Gender of primary prenatal care provider 
Male 

Female 

 
3 (10.0%) 
27 (90.0%) 

Location of care received 
Hospital 

Clinic 
Private Office 

Other 

 
2 (6.7%) 

24 (80.0%) 
3 (10.0%) 
1 (3.3%) 

Type of insurance 
Medicaid/Medicare 

Health insurance (from work/spouse) 

 
24 (80.0%) 
5 (16.7%) 

Trimester status 
2nd 
3rd 

 
10 (33.3%) 
20 (66.7%) 

Relationship status 
Married 

Single 
Unmarried, in committed relationship 

 
8 (26.7%) 
15 (50.0%) 
7 (23.3%) 

Table1. Demographic Characteristics of Participants (N= 30)  
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ing salient themes: (1) dialogue with the prenatal care provider, 

(2) time required for the prenatal care visit, (3) the prenatal care 

provider’s interpersonal and personality characteristics, and (4) 

continuity of care. A description and frequency of participant 

themes are shown in Table 2. These results are organized by 

theme names and definitions and frequencies for each theme, and 

include supporting quotes. As such, the most salient themes are 

discussed first.  

Theme One: Dialogue with Prenatal Care Provider  

A total of 90% (27) of the participants’ communicative experienc-

es were classified as “dialogue with prenatal care provider.” Inter-

view data coded in this category indicated words or phrases that 

highlighted women’s experiences asking questions, getting their 

questions answered, receiving explanations from providers, and/

or conversing with prenatal care providers. Overall, participants 

valued dialogue with their prenatal care provider and considered 

it an important aspect of the communication process.  

For instance, a 22-year-old African American participant stated, 

“She [the provider] just basically explains everything that is 

going on in my pregnancy and if there is anything wrong she 

explains everything. . . . She breaks down what I need to be do-

ing or how I need to be doing it.”  

Similarly, a 39-year-old African American participant stated,  

“She [the provider] tries to explain things clearly, and she will 

ask, like, ‘Are you sure that we discussed this?’ or ‘Do we need to 

discuss this again? Did we discuss this?’” 

Likewise, a 27-year-old White participant mentioned,  

 “She normally comes in first, asks me if I have any questions or 

concerns, before she kind of talks about whatever she needs to 

discuss.” 

The majority of participants valued the opportunity to communi-

cate with their prenatal care providers and felt positively about 

their communicative experience. This result signified the im-

portance of the dialogue between prenatal care providers and 

pregnant women. Pregnant women are more favorable of an inter-

active communicative experience when the prenatal care provider 

stays patient and receptive, converses with patients in a warm, 

caring, supportive attitude, and listens and answers their ques-

tions. 

Theme Two: Time Required for Prenatal Visit 

Half of the participants’ communicative experiences were around 

“time required for prenatal visit.” This theme coded from the in-

terview data indicated words or phrases that highlighted time 

with the prenatal care provider and wait time. Participants spoke 

negatively of feeling rushed or long wait times and saw this as an 

important aspect of the communicative process.  

For instance, a 29-year-old African American participant stated,  

“I mean, sometimes it feels like it might be a little rushed or 

whatnot. Usually, I have to wait a while once I’m actually back 

there, and then when she [the provider] does come in, but it’s 

super quick, and usually I have to tell her, like, ‘I have a ques-

tion too’ because she’s already about to go out the door.” 

Table2. Description and Frequency of Themes that Emerged from Interviews 

Theme Description Example Quote 
Frequency 

N (%) 

Dialogue with prenatal care 
provider 

Words or phrases that highlighted  
women’s experiences regarding asking 
questions, getting their questions an-
swered, receiving explanations from  
providers, and/or conversing with  
prenatal care providers. 

A 20-year-old mixed race woman stated, “She 
[the provider] will answer it [my questions]. She 
will sit there and listen. She’s really good, you 
know, being able to listen and answer the 
questions without acting like I’m dumb.” 

27 (90%) 

Time required for prenatal 
visit 

Words or phrases that highlighted time 
with prenatal care provider and wait time. 

A 29-year-old African American woman not-
ed, “I’m not asking you to stay for like 10 
minutes or something, but just at least for a 
few minutes to see if there is anything else 
going on that I may need.” 

15 (50%) 

Prenatal care provider’s  
interpersonal and personality 
characteristics 

Words or phrases that highlighted  
patient’s perceptions of their prenatal 
care provider’s personality traits 

A 39-year-old African American participant 
explained, “She is very respectful.” 

12 (40%) 

Continuity of care 

Words or phrases that highlighted  
concerns with receiving quality of  
care over time with one provider or  
communication between providers  
when specialists are required to join a 
patient’s care team 

A 20-year-old African American participant 
explained, “So I didn’t really like that [seeing 
multiple providers], and that is also what 
turned me off.” 

7 (23%) 
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A 27-year-old African American participant shared a similar per-

spective:  

“I mean . . . she [the provider] kind of made me feel rushed and 

stuff like . . . kind of like I was a customer at a store.” 

A 27-year-old White participant mentioned,  

“He doesn’t spend much time with you. It is pretty quick, in and 

out.” 

Further, wait times to see the prenatal provider were also identi-

fied as an important aspect of a participant’s communicative 

experiences.  

A 30-year-old African American participant described the follow-

ing:  

“Sometimes I’m in the office waiting a long time, [which] is the 

only thing that I do have an issue with. I might be there for 45 

minutes to an hour before she comes to the door.”  

A 29-year-old African American participant shared a similar per-

spective:  

“Sometimes it’s like 30 minutes of just sitting in the back [in the 

exam room] after I already sat in the waiting room.” 

Similarly, a 30-year old White participant stated,  

“She normally comes in first, asks me if I have any questions or 

concerns before she kind of talks about whatever she needs.” 

Long time spent waiting for and short time conversing with the 

provider appeared a concern among half of the participants when 

the voicing women’s age tend to be older (27+) without obvious 

difference in their race or gender of the providers. Pregnant wom-

en felt the 30 minute to one hour waiting time in the examination 

room before the providers showed up was too long without men-

tioning the time in the waiting room. 

Theme Three: Prenatal Care Provider’s Interpersonal and 

Personality Characteristics 

More than one-third of the participants’ communicative experienc-

es were related to “prenatal care provider’s interpersonal and 

personality characteristics.” Interview data coded in this theme 

indicated words or phrases that highlighted patients’ perceptions 

of their prenatal care provider’s personality traits, including but 

not limited to being “nice” or “respectful.” Several participants 

noted that their interactions with their provider were positive, 

particularly in cases where they were pleased with their provid-

er’s interpersonal skills or personality.  

A 25-year-old African American participant provided a similar 

perspective:  

“She treats me with respect. You know, she is real nice.” 

A 20-year-old mixed race patient said,  

“They are doing pretty well. They were respectful, like if I have 

questions, if it’s a weird or stupid question, she doesn’t look at 

me like I’m dumb. 

Similarly, a 30-year-old White participant shared,  

“She was really nice.” 

This theme showed individual differences among prenatal care 

providers. Pregnant women (without similar age or race) felt posi-

tive about their communicative experiences when the provider’s 

personality traits are nice and respectful. However, only under half 

of the pregnant women perceived their providers being nice and 

respectful. The finding from Theme Two (long wait time and short 

contact time) may contribute to participants’ perception about 

providers being nice or respectful. 

Theme Four: Continuity of Care 

Close to a quarter of the participants’ communicative experiences 

exhibited the fourth theme, continuity of care.39 Interview data 

coded in this theme indicated words or phrases that highlighted 

concerns receiving quality care over time with one provider or 

within a health care facility. Some participants explained the nega-

tive communicative experiences, such as seeing a different doctor 

for each visit or having to switch health care facilities, resulted in 

poor patient-provider communication.  

For example, a 27-year-old African American participant stated,  

“I wish that I saw one doctor. I just see too many new people.”  

A 20-year-old African American participant stated,  

“I switched over because [the hospital] wasn’t doing what they 

[the provider] were supposed to do, and they had me very 

backed up on the things I was supposed to be getting.” 

The Continuity of Care theme reflected participants’ intentional or 

unintentional switches of prenatal care providers, exhibiting lower 

satisfaction in their prenatal care and interruption in their com-

municative experiences. While African American women tended to 

report the lack of continuity of care, a larger and representative 

sample is required to examine this hypothesis. 

DISCUSSION  

Our findings provide insight into pregnant women’s communica-

tive experiences receiving prenatal care in Ohio. Participants’ ex-

periences were made up of 4 salient themes related to how they 

described patient-provider communication during their prenatal 

care visits. We list these themes in the order of significance:  

(1) dialogue with the prenatal care provider, (2) time required for 

the prenatal care visit, (3) the prenatal care provider’s interper-

sonal and personality characteristics, and (4) continuity of care. 

Ultimately, these communicative experiences reveal not only what 

the women experienced but also what they value during their in-

teractions with their prenatal care provider. 

According to participants in this study, 90% of the participants 

stated that dialogue with a prenatal care provider was the most 

important component of communicative experiences, thus indicat-

ing that it was the most relevant theme. Consistent with previous 

findings, dialogue with prenatal care providers may improve pre-
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natal care communicative experiences.40,41 Further, Handler et al42 

revealed that participants’ satisfaction increased when their pre-

natal care provider explained procedures, asked questions, and 

answered their questions. These findings suggest that pregnant 

women value their interactions with prenatal care providers.  

Conversely, dissatisfaction was most commonly attributed to time 

required for the prenatal care visit, specifically the wait time and 

time with the prenatal care provider. Fifty percent of participants 

stated that time required for prenatal visits impacted their visits. 

Participants frequently noted that ineffective communication from 

prenatal care providers resulted in long wait times or in them  

feeling rushed during their encounter. Long wait times to see a 

prenatal care provider were noted by participants as a factor that 

impacted their communicative experiences. Consistent with the 

literature, it was reported that wait times were the most common 

complaint for prenatal care patients.43 When examining time spent 

with the prenatal care provider, similar to findings by Handler et 

al,42 our study determined that participants encountered more 

favorable communicative experiences when their prenatal care 

providers spent more time with them. Health care systems should 

address wait times and the lack of time spent with prenatal care 

patients in order to provide effective communicative experiences.  

Forty percent of participants stated that the prenatal care provid-

er’s interpersonal and personality characteristics influenced their 

prenatal care outcomes, which is consistent with previous re-

search.44 For example, Korenbrot et al11 reported that a provider’s 

interpersonal style and personality characteristics, which included 

friendliness, courteousness, respectfulness, the provision of emo-

tional support, and a lack of perceived discrimination, were found 

to positively influence patient-provider communication. When 

patient patient-provider communication practices and interper-

sonal skills are improved, providers are able to offer patients with 

increased support, prevent medical crises and expensive interven-

tions, and detect problems earlier.45  

In terms of continuity of care, 23% (7) of participants experienced 

negative experiences with continuity of care, and it was found to 

negatively influence communicative experiences. Dissatisfaction 

most often resulted from being seen by multiple providers rather 

than by a single provider across the participant’s pregnancy. Alt-

hough there has been limited assessment of the role that continui-

ty of care plays in prenatal care, there is a large body of literature 

to suggest that continuity of care plays a role in a patient’s satisfac-

tion in other contexts.41,46 For example, Lori et al46 found that 

women stressed the importance of being able to see the same pre-

natal care provider at each prenatal visit.  

We expanded implementation of the patient-provider communica-

tion framework outside the cancer context to better understand 

patient-provider communication among pregnant women in Ohio. 

This conceptual framework may assist with patient-provider com-

munication during prenatal care. Feldman and colleagues22,23 not-

ed that the patient-provider communication framework assists 

health care providers in promoting discussion and influencing 

patient engagement, thereby enhancing prenatal care patient out-

comes. By implementing the patient-provider communication 

framework, we can determine how inadequate communication 

during prenatal care visits may be improved.23 Additionally, by 

focusing on the third tenet, the communication process, we can 

identify outcomes that can be used in evaluating the effectiveness 

of prenatal care during communicative experiences.  

This study provides additional insight into gaining a better under-

standing of pregnant women’s communicative experiences receiv-

ing prenatal care in Ohio. Many of the results are consistent with 

findings from previous investigations and, therefore, help confirm 

some of what is known about the importance of patient-provider 

communication within the context of prenatal care. However, our 

study focused on pregnant women in Ohio; therefore, data re-

vealed information that has not, to our knowledge, been reported 

previously in the research literature, thus adding new insights.  

We would like to acknowledge study limitations, especially from 

sample composition due to geographic region, sample size, de-

mographics of participants, and unmatched race/age composition. 

First, because we opted to have in-depth discussions with preg-

nant women receiving prenatal care in Ohio to better understand 

their experiences, the sample was drawn from a particular region 

in Ohio. Thus, our findings may not be representative of pregnant 

women’s experiences outside of our study context. Second, our 

analysis reached saturation at the sample size of 30. We acknowl-

edged a potential in which new theme may not be included.  

Additionally, while we attempted to recruit a diverse sample, our 

sample was composed mostly of African American women (20 out 

of 30), Medicaid recipients (24 out of 30), females earning less 

than $20 000 per year (21 out of 30), and females having low-risk  

pregnancies, who therefore used a midwife (18 out of 30). Fur-

thermore, we did not account for ethnic or age differences in the 

recruitment of participants. Such a convenient sample may  

present voices without matching the racial or age composition of 

the pregnant women in the Ohio population. We acknowledge that 

the women are not homogenous and that experiences vary across 

ages and race and ethnicity.  

PUBLIC HEALTH IMPLICATIONS  

Recent statistics revealed that approximately 1 in 6 infants in Ohio 

is born to a woman who did not receive adequate prenatal care 

during pregnancy.47 A closer look at these statistics highlight stark 

racial and ethnic disparities among the women who receive inade-

quate prenatal care. From 2016-2018, 25.6% of African American 

women received inadequate prenatal care in Ohio compared to 

13.4% of White women.47 Likewise, infant mortality rates by race 

and ethnicity in Ohio follow this same pattern. Between 2015-

2017, the average infant mortality rate (per 1 000 live births) was 

highest among African American infants (14.6 per 1 000 live 

births) and then Whites (5.7 per 1 000 live births).47  
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To increase effective patient-provider communication to reduce 

infant mortality rates in Ohio, we suggest that attention be paid to 

increasing societal awareness on how the health care systems and 

prenatal care providers impact infant health outcomes, specifically 

for pregnant African American women residing in Ohio. Conversa-

tions are needed to dismantle the structural inequalities that exist 

at the micro- and macro-levels to counter systemic barriers to 

prenatal care that ultimately impact infant mortality rates in Ohio. 

Prenatal care providers should work to offer culturally competent 

prenatal care to their patients. Providing culturally competent 

health care may be a key strategy and initiative to reduce racial 

and ethnic disparities during prenatal care.21 Therefore, cultural 

competency trainings may be beneficial to increase effective pa-

tient-provider communication by increasing health care providers’ 

awareness.22 

We suggest that future studies examine the communicative experi-

ences of at-risk pregnant women, such as African American  

women receiving prenatal care in Ohio. Doing so will aid in better 

understanding patient-provider communication experiences  

during prenatal care among groups that are disproportionately 

impacted. Additionally, future research should consider exploring 

how our findings influence infant mortality, preterm birth, and low 

birth weight metrics to determine how prenatal appointments can 

be used to improve health outcomes.  
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