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Abstract

Obijective: To understand motivators and barriers of aspiring midwives of color.

Data Sources and Study Setting: Primary data were collected via a national online
survey among people of color in the United States interested in pursuing midwifery
education and careers between February 22 and May 2, 2021.

Study Design: Cross-sectional survey consisted of 76 questions (75 closed-ended
and 1 open-ended questions) including personal, familial, community, and societal
motivators and barriers to pursuing midwifery.

Data Collection/Extraction Methods: We recruited respondents 18 years and older
who identified as persons of color by posting the survey link on midwifery, childbirth,
and reproductive justice listservs, social media platforms, and through emails to rele-
vant midwifery and doula networks. We conducted descriptive and bivariate analyses
by demographic characteristics and used exemplar quotes from the open-ended
question to illustrate findings from the descriptive data.

Principal Findings: The strongest motivating factors for the 799 respondents were
providing racially concordant care for community members (87.7 percent), reducing
racial disparities in health (67.2 percent), and personal experiences related to mid-
wifery care (55.4 percent) and health care more broadly (54.6 percent). Main barriers
to entering midwifery were direct (58.2 percent) and related (27.5 to 52.8 percent)
costs of midwifery education, and lack of racial concordance in midwifery education
and the midwifery profession (31.5 percent) that may contribute to racially motivated
exclusion of people of color. Financial and educational barriers were strongest among
those with lower levels of income or education.

Conclusions: Structural and interpersonal racisms are both motivators and barriers
for aspiring midwives of color. Expanding and diversifying the perinatal workforce by
addressing the financial and educational barriers of aspiring midwives of color, such

as providing funding and culturally-competent midwifery education, creating a robust
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pipeline, and opening more midwifery schools, is a matter of urgency to address the

maternal health crisis.

KEYWORDS
birth equity, concordant care, maternal health, midwifery, racism

What is known in this topic

The United States is experiencing a maternal health crisis with maternal morbidity and mor-
tality disproportionately affecting birthing people of color.

Midwifery care and racially and culturally concordant care are important for improving health
outcomes.

Midwives of color are underrepresented in the United States and little is known about the

motivators and barriers of aspiring midwives of color.

What this study adds

In a large national sample, structural and interpersonal racism were found to be both motiva-
tors and barriers to entry into midwifery education and the midwifery profession by people
of color.

Providing racially concordant care for community members, reducing racial disparities in
health, and personal experiences related to midwifery care and health care are important
motivating factors.

Main barriers to entering midwifery are direct and related costs of midwifery education and

lack of racial concordance in midwifery education and the midwifery profession that may

1 | INTRODUCTION
The United States is experiencing a maternal health crisis. Maternal
mortality has been rising steadily since the 1990s, placing birthing
people in the United States at a higher risk of death than in all other
high-income countries.»? Severe maternal morbidities have increased
by over 200 percent in the United States over the last several
decades.® Maternal illness and death are not equitably experienced by
birthing people. Birthing people of color are disproportionately
impacted, with Black and Native American or Alaska Native birthing
people at least 2.5 times more likely to die during pregnancy, birth,
and postpartum, and Hispanic, Native American or Alaska Native, and
Black birthing people 1.2 to 1.7 times more likely to experience severe
maternal morbidity than White birthing people.*>

Racial inequities in health are created and maintained by racism at
multiple levels: structural, institutional, interpersonal, and intraper-
sonal.® Structural racism includes laws and policies that contribute to
differential access to power, privilege, opportunity, and resources;
institutional racism includes policies and procedures in institutional
contexts that contribute to differential access to power, privilege,
opportunity, and resources; interpersonal racism includes discrimina-
tory interactions between individuals; and intrapersonal racism
includes internalized negative racialized ideas and attitudes.®

In the United States, inequitable outcomes in maternal and infant
health are caused by a variety of factors rooted in a long history of
racism, White supremacy, and reproductive coercion.””? Structural
racism, manifest in racially discriminatory practices that exist in

contribute to racially motivated exclusion.

housing, employment, and educational opportunities, is associated
with poorer birth outcomes.’®!? Institutional racism contributes to
racial inequities in maternal health through segregated access to high-
quality care.*? Interpersonal racism in the form of obstetric racism, is
manifest in differential treatment (which may be intentional and coer-
cive) that birthing people of color experience at the hands of health
care providers and includes vital lapses in diagnosis, abusive and disre-
spectful treatment, and neglect, subjection to pain, and pressure to
undergo procedures, leading to adverse negative health outcomes.*®
Furthermore, explicit and implicit biases of health care providers play
a large role in creating and sustaining such inequities within health
care systems.>**> Intrapersonal racism and maternal and infant health
is an understudied area of research, although associations between
intrapersonal racism and obesity, chronic conditions, and stress in
people of color suggest that this type of racism may also be detrimen-
tal to the health of birthing people of color.1618

Midwifery care is an evidence-based model of maternity and
women's health care demonstrated to improve maternal health out-
comes.? In the United States, there are three professional designations
of midwives (i.e., Certified Nurse-Midwife, Certified Midwife, and Certi-
fied Professional Midwife), as well as traditional midwives.2>?* National
data are readily available only for Certified Nurse-Midwives and Certi-
fied Midwives Certified Nurse-Midwives comprise a small proportion
of obstetric care providers, attending 9.8 percent of all births in
2019.22 The midwifery profession is predominately comprised of White
midwives, who made up 85.52 percent of Certified Nurse-Midwives/
Certified Midwives in 2020, followed by Black (6.85 percent), Hispanic
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(4.73 percent), and American Indian or Alaska Native (0.58 percent)
midwives.2®> Midwifery students are similarly predominantly White,
comprising 72.7 percent of students in 2018.2* Yet, of births attended
by Certified Nurse-Midwives in 2012, 56 percent were among White
birthing people, 23 percent were among Hispanic birthing people, and
13 percent were among Black birthing people.?® Therefore, racial and
ethnic identities of midwifery students and professionals in the
United States do not reflect those of the population served.

Racially and culturally concordant care is increasingly recognized
as an important component of holistic, patient-centered care and for
improving health outcomes.?*2® Racially concordant care is associ-
ated with greater health care utilization,?? improved patient-physician
communication,®° greater satisfaction with care,®! and reduced Black-
White disparities in infant mortality.32 Therefore, increasing the num-
ber of midwives of color is an evidence-based intervention to improve
perinatal health in the United States. We use the term midwives of
color as an expansive and inclusive term that includes those who self-
identify as Asian, Black, Indigenous, Latine, or other non-White identi-
ties. To this end, it is important to understand why aspiring midwives
of color are, or are not, entering the midwifery profession by identify-
ing specific motivators and barriers to entry into the profession.

Our review of the literature revealed few studies of motivators
and barriers for aspiring midwives of color in the United States. One
study explored motivators for practicing midwives of color to provide
care at a community birth center and identified three major findings:
(1) importance of offering racially concordant care, (2) care motivated
by racial justice, and (3) motivation to provide physical and emotion-
ally safe care.®® These findings were similar to those from a study
exploring what motivated people of color to become doulas,®* but
diverged in many ways from results of research with White nurse-
midwives, who were motivated by an interest in maternity nursing
and encouragement of other midwives.3>3¢

Research on barriers to entering midwifery for people of color
has not been directly explored, but some potential barriers can be
inferred from research with midwives of color who expressed feelings
of otherness and not belonging within the profession.>” Furthermore,
the prevalence of interpersonal and institutional racism within mid-
wifery education, professional organizations, and clinical settings may
create barriers to the diversification of the midwifery workforce.®®
Given the lack of research on motivators and barriers among people
of color who aspire to become midwives, we conducted the “So, you
want to be a midwife study?” A better understanding of motivators
and barriers of aspiring midwives of color is essential to form policy
recommendations to create and sustain a more diverse midwifery
workforce and accelerate urgently needed improvements in maternal

health care and outcomes in the United States.

2 | METHODS

21 | Research approach and study design

We conducted a survey among self-identified people of color inter-
ested in pursuing all types of midwifery education and careers,

between February 22 and May 2, 2021. Our study team included
partners from Commonsense Childbirth Inc. and the University of
California, San Francisco (UCSF). Commonsense Childbirth Inc. is a
non-profit organization located in Florida that operates maternity
clinics and offers education and certification programs in perinatal
health
Childbirth School of Midwifery is the first nationally accredited, Black-
owned, midwifery school in the United States. UCSF is a California

(https://commonsensechildbirth.org). The Commonsense

public health sciences university (https://www.ucsf.edu). We collabo-
rated to design the survey, analyze and interpret the data, and dissem-
inate research findings.

2.2 | Study population, setting, and recruitment

We invited individuals 18 years and older who identified as persons
of color who resided in the United States and were interested in
becoming a midwife to participate in the survey. Respondents were
informed that the purpose of the study was to better understand the
reasons they were exploring becoming a midwife and what in their life
was supporting or hindering their ability to pursue midwifery educa-
tion. We recruited respondents by posting the survey link on mid-
wifery, childbirth, and reproductive justice listservs, social media
platforms, and through emails to relevant midwifery and doula net-
works inviting them to further share the survey link with their constit-
uencies. The project was deemed exempt from human subjects
review by the institutional review board of UCSF (#20-33,105).

A total of 902 surveys were initiated (see Figure S1). Surveys
were excluded if there were no recorded responses (n = 4) or if the
email address or open-ended response was duplicated (n = 9). Sur-
veys were assessed for eligibility and were excluded if age (n = 9),
race (n = 25), or residence (n = 10) were missing, or respondents did
not identify as people of color (i.e., White non-Latine or White and
unknown ethnicity; n = 29) or were not currently residing in the
United States (n = 17). Almost 90 percent of surveys that were initi-
ated were included in the analysis. While comparative data on aspiring
midwives of color are not available, a higher proportion of respon-
dents identified as Black or African American, Indigenous, or more
than one race, compared to a national sample of Certified Nurse-
Midwives and Certified Midwives of color.2® Respondents in this
study had a younger age distribution, more diverse gender identities,
and lower levels of income and education than Certified Nurse-

Midwives and Certified Midwives of all races.?®

2.3 | Measures and instrument

We used a socioecological framework® to develop survey questions
to assess the degree to which personal, familial, community, and soci-
etal factors influence individuals to pursue a career as a midwife. Per-
sonal factors included one's own experiences with pregnancy or
discrimination in a health care setting. Familial factors included family
members' health care experiences and careers. Community factors

included community members' health care experiences and the
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presence of birth workers in the community. Societal factors included
racial disparities in health care and maternal health outcomes. The sur-
vey included a total of 76 questions: 53 closed-ended questions about
motivators and barriers to pursuing a midwifery career; 12 closed-ended
questions about immediate intentions related to pursuing midwifery
education; 10 demographic questions; and 1 open-ended question: “Is
there anything else you would like us to know about your interest in
becoming a midwife or what would help you achieve your goal?”
Closed-ended questions on motivators and barriers typically used a
5-point Likert scale ranging from 1 (no effect) to 5 (very strong effect). For
questions on personal factors, a ‘not applicable’ option was added.
Respondents self-identified their race by choosing all races that applied.
We categorized race as one race, more than one race, or other race
specified by respondents (see Table 1). For respondents who indicated
multiple races, we did not collect data on their primary identity or
whether they considered themselves to be multiracial. Study data were
collected and managed using REDCap.*° The survey was pilot tested for
understandability and ease of use by six aspiring midwives of color.

24 | Data collection

Respondents signed an electronic informed consent before initiating
the survey. Upon completion of the survey, respondents had the
opportunity to enter a raffle to receive one of 10 $25 gift cards. A link
to an exclusive video on the history and contributions of Black mid-
wives from Jennie Joseph at Commonsense Childbirth Inc. was pro-
vided to thank respondents who completed the survey. To maintain
confidentiality, the survey was anonymous, however, respondents
who volunteered to participate in interviews provided their email
addresses.

25 | Analysis

We calculated descriptive statistics and bivariate analyses (chi-square
and Fisher's exact tests where appropriate) to examine differences in
survey responses, which may vary by demographic characteristics,*!
using SAS software (version 9.4, SAS Institute Inc., Cary, NC, USA). In
bivariate analyses, survey responses were dichotomized as very
strong effect or not. We used a Bonferroni corrected p-value of
0.00031 based on 159 bivariate analyses. One author open-coded
responses from the open-ended question using Dedoose (Version:
9.0.17. SocioCultural Research Consultants, LLC, Los Angeles, CA).
We then met to discuss and reach a consensus on the codes and cate-
gorization of codes, and identified exemplar quotes that illustrated

findings from the descriptive data.

3 | RESULTS

Demographic characteristics of 799 eligible respondents included in

the analysis are shown in Table 1. Nine out of 10 respondents were

TABLE 1

Characteristic
Gender identity
Female
Genderqueer/gender nonconforming
Different identity®
Missing
Age (years)
18-19
20-29
30-39
40-49
50-59
260

Race

Asian and Native Hawaiian or other Pacific

Islanders alone
Black or African Americans alone
Indigenous alone®
White Latine
Other races alone®
More than one race

Ethnicity
Latine
Not Latine
Missing

Education
High school degree or equivalent or less
Some colleges, no degree
Associate degree
Bachelor's degree
Graduate degree
Missing

Income (individual)
$0 to $19,999
$20,000 to $39,999
$40,000 to $59,999
$60,000 to $79,999
$80,000 to $99,999
2$100,000
Missing

Residence
Urban
Suburban
Rural
Missing

Region®
Midwest
Northeast

Number

721
35

38

257
378
122
24
14

18

534
61
17
18

151

161
582
56

25
237
82
301
150

263
202
150
76
34
33
41

398
311
82

110
142

Demographic characteristics of respondents (n = 799)

Percent

90.2
44
0.6
48

0.5
322
47.3
15.3

3.0

1.8

23

66.8
7.6
21
23

18.9

20.2
72.8
7.0

31
29.7
10.3
37.7
18.8

0.5

32.9
253
18.8
9.5
4.3
4.1
51

49.8
38.9
10.3

1.0

138
17.8
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TABLE 1 (Continued) Islands. Almost half of the respondents lived in an urban location
Characteristic Number  Percent (49.8 percent).
South 348 43.6
West 192 24.0 . g
3.1 | Key findings

Other 7 0.9

Note: Missing encompasses the following responses: prefer not to answer, 311 | Motivators for becoming a midwife

do not know, and no response.

2Different identity includes non-binary woman, femme, and gender
questioning.

bIndigenous includes American Indian or Native American people of North,
South, or Central America.

“Other race includes Arab, Hebrew, and other race not specified.

dRegions based on United States Census Bureau regions; other includes,
Puerto Rico, United States Virgin Islands, and more than one state.

female (90.2 percent) and 4.4 percent were genderqueer or gender
non-conforming. About two-thirds of respondents were 30 years or
older (67.3 percent) and a similar proportion identified as Black or
African American alone (66.8 percent). Almost two out of 10 respon-
dents identified as more than one race (18.9 percent). A more detailed
description of respondents' race and ethnicity is shown in Table S1.
Over half of respondents (56.4 percent) had a bachelor's degree or
higher. More than half (58.2 percent) reported an annual individual
income of less than $40,000. Of those with a bachelor's degree or
higher, 27.7 percent had an income of less than $40,000. Respon-
dents resided in every state except Montana, New Hampshire, and

Vermont, as well as in Puerto Rico, and the United States Virgin

Own positive experiences with pregnancy/birth

Own negative experiences with pregnancy/birth

Prior experience with a midwife or with midwifery care

Personal experiences of discrimination in a healthcare setting during perinatal period

Personal experiences of discrimination in any other healthcare setting (not perinatal)

Personal Factors

Ability to provide maternity care to people who have the same racial or ethnic identity as me
Deep personal commitment to social and reproductive justice

Family members' positive experiences with pregnancy/birth

Family members' negative experiences with pregnancy/birth

Family members' experiences of discrimination in a healthcare setting during perinatal period

Family members' experiences of discrimination in any other healthcare setting (not perinatal)

Familial Factors

Careers of family members

Community members' positive experiences with pregnancy/birth

Community members' negative experiences with pregnancy/birth

Community members' experiences of discrimination in a healthcare setting during perinatal period
Community members' experiences of discrimination in any other healthcare setting (not perinatal)

Presence of birth workers and birth justice seekers in my community

Community Factors

Level of engagement or activism in my community
Racial disparities that exist in maternal and child health
Racial disparities in maternal health care workforce

Maternal justice issues

Societal Factors

Reproductive justice issues

100

FIGURE 1

A high percentage of respondents reported personal and societal fac-
tors had a very strong effect on their desire to become a midwife (see
Figure 1). The highest rated motivating factor for becoming a midwife
was the ability to provide maternity care to people who have the
same racial or ethnic identity as themselves, with 87.7 percent of
respondents reporting this as a very strong motivating factor. Having
a deep personal commitment to social and reproductive justice was
also a very strong motivating factor for 83.6 percent of respondents.
In their comments, respondents expressed their desire to provide
birthing people-centered and traditional midwifery care to improve
outcomes among underserved populations who have the same iden-
tity as themselves, including Black, Indigenous, genderqueer, and trans
birthing people. A multiracial woman in her 20s from the West wrote:
“As a mother, a Black woman and a doula, becoming a midwife is some-
thing | feel is necessary for not only myself, but my community and my
lineage. | feel strongly about traditional midwifery where the mother is in
control of her birth. Where birth isn't something she feels disconnected
to. Women and birthing people should feel empowered as they usher in

new life. Birthing should feel supported and joyous. | feel like western

80 60 40 20 0 20 40 60 80 100
Percent of Respondents
Moderate Effect = Strong Effect = Very Strong Effect

u No Effect = Slight Effect

Level of effect of motivating factors on wanting to become a midwife (n = 799). 1 Indicates factors in top tertile of percent of

respondents who indicated that the factor had a very strong effect on their desire to become a midwife. Respondents could respond “Not

applicable” to personal factors and if so, were not included in this figure.
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medicine has taken that away from birthing and birth is now handled
with lots of fear masked as prevention. | want to provide mothers with
internal resources to navigate birthing. | want Black mothers to deal with
less trauma around birthing and have healthy pregnancies, babies and
motherhood.” See Table 2 for additional exemplary quotes related to
motivators and barriers to becoming a midwife.

Approximately two-thirds of respondents reported societal fac-
tors, such as racial disparities in maternal and child health (67.2 per-
cent) and the maternal health care workforce (65.7 percent), and
maternal (65.4 percent) and reproductive (62.6 percent) justice issues,
were very strong motivating factors (see Figure 1). In their comments,
respondents described urgency in wanting to become a midwife to
address racial disparities in maternal health as a result of systemic rac-
ism. A Black woman in her 20s from the Midwest wrote: “My mother
passed away in childbirth with me because of systemic racism. The way
that | played as a child and my passion for learning about birth is my pur-
pose. | feel this work so deeply and understand that we cannot wait any
longer.”

Over half of respondents reported personal factors such as a prior
experience with a midwife (55.4 percent) and personal experiences of
discrimination in a health care setting not during the perinatal period
(54.8 percent) as very strong motivating factors. While not among the
strongest motivating factors, experiences of discrimination in health
care settings among community members were also important moti-
vating factors (49.5 percent reported experiences of discrimination
during the perinatal period and 47.2 percent reported experiences of
discrimination not during the perinatal period as strong motivating
factors). Respondents described how they desired to provide a safe
space for birthing people of color, in part to overcome the mistreat-
ment communities of color experience in health care settings and
resulting distrust of White health care providers. A Black woman in
her 30s from the South wrote: “Through my journey | have come across
S0 many women in my community with horror stories about their hospital
experiences and yet were too dfraid to step outside the box because no
one looked like them. | want to bridge the gap for my sisters who may feel
distrustful of a midwife who doesn't look like them even though they may
be great. There is a lot of mistrust of people who are not Black/or brown
in my community and | would like to be a safe place for my sisters.” The
fewest respondents (9.3 percent) reported careers of family members

as a very strong motivating factor.

3.1.2 | Barriers to becoming a midwife

A high percentage of respondents reported personal financial factors
and educational and professional community factors were barriers to
becoming a midwife (Figure 2). Leading financial barriers to becoming
a midwife were the cost of tuition (58.2 percent), lack of scholarships
and funding (52.8 percent), cost of books and supplies (43.0 percent),
reduced work hours to study to be a midwife (40.2 percent), cost of
housing (34.7 percent), and loss of health insurance if they had to quit
work or reduce hours to participate in midwifery education (27.5 per-

cent). In their comments, respondents explained how they had desired

to become a midwife for years, however, financial barriers delayed or
prevented them from entering and remaining in a midwifery education
program. A Cuban/Latine woman in her 30s from the South wrote: “I
feel the barrier to entry really boils down to the massive financial commit,
with no opportunity to utilize state grants, financial aid or scholarships.”

Almost one-third of respondents reported racial inequities in mid-
wifery education and the profession of midwifery (31.5 percent) as
being a very strong barrier to entry into a midwifery program. Respon-
dents also reported professional community factors were barriers,
including a lack of midwives with the same racial identity as respon-
dents (38.4 percent), lack of mentorship (29.0 percent), and lack of
business or entrepreneurial support (27.2 percent). Respondents
described a lack of support for midwifery students of color and
expressed the importance of having Black-owned midwifery schools,
Black teachers, and learning about ancestral and cultural teachings of
Black midwifery educators and mentors. A Black woman in her 30s
from the Northeast commented: “I have been on this path for years.
Just signed up to finish. | have to advocate for myself, my school wasn't
backing up the support they said they had for Black student midwives.
So, moving forward | feel like | will always have to ‘fight’ to become a
midwife. | have to fight to save my people. That is just crazy to me.”

Respondents described a lack of clinical preceptors with whom to
apprentice near to where they lived, and specifically a lack of precep-
tors of color, as a barrier to becoming a midwife. Respondents felt
existing midwives were gatekeepers of the profession and respon-
dents' perceived racism was the reason they were unable to find a
midwife with whom to do an apprenticeship. A Black woman in her
30s from the Midwest wrote: “Support in my area would be nice. No
local midwives so far have wanted to do an apprenticeship with me. The
only thing (sic) | could think is the color of my skin.” Respondents also
expressed a lack of midwifery programs as an important barrier to
becoming a midwife. A Black woman in her 30s from the Northeast
wrote: “There is always a waiting list to get into programs that you don't
need the pre-requisites like bio or chem. We need more programs and
mentors for future midwives.” The fewest respondents (2.7 percent)
reported lack of support for English as a second language learner as
being a very strong barrier.

3.1.3 | Bivariate analyses by demographic
characteristics

A higher percentage of respondents who identified as Black or African
American alone (91.5 percent) or Indigenous alone (89.5 percent),
than those who identified as White Latine (37.5 percent), indicated
that the ability to provide maternity care to people who have the
same racial or ethnic identity as me had a very strong effect on their
desire to become a midwife (p < 0.0001, Table S2). A higher percent-
age of respondents with lower incomes, than those with higher
incomes, indicated that cost of tuition (p < 0.0001) and child care
(p = 0.0003) had a very strong effect as a barrier (Table S3). Whereas,
a higher percentage of respondents with higher incomes, than those

with lower incomes, indicated that reducing work hours or leaving a
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TABLE 2 Exemplary quotes of motivators and barriers to becoming a midwife from open-ended survey question

Factors Topic Quotes
Motivators  Racially “I have been a doula for the past 3 years and have attended over 30 births. My purpose is to serve the Immigrant and
concordant care Indigenous community. My family is from Oaxaca Mexico and | aspire to honor and represent traditional and

natural ways of birthing. | wish to empower the community to reclaim ancestral healing through birthwork. I'm the
first in my family to graduate from college and a daughter of immigrant Indigenous parents, | am walking a path
that's been paved by my ancestors also being the first in my family, it is intimating and imposter syndrome is real!”
(Indigenous Latine woman in her 20s from the West)

“Queer and trans midwifery is important to me! This is a highly underserved population even within the Black
community. Not enough practices are inclusive let alone queer centric - | find that | always have to silence being
with Black or Queer in order to navigate the birthkeeping world and it's discouraging.” (Genderqueer/gender
nonconforming, multiracial Latine in their 30s from the Midwest)

Maternal and “| see the mortality rate in black women, | want to be a part of that change.” (Black woman in her 50s from the
reproductive South)
justice

“Three factors that have given me a greater interest in midwifery was the disadvantages as a black mother in America,
the lack of opportunities for people who are LGBTQIA and/or have a disability (mute, blind or deaf).” (Black woman
in her 20s from the South)

Barriers Financial barriers “Scholarships would be a huge help or even paid internships to get experience and earn wages at the same time. |
have always wanted to serve families but | will not be able to afford school full time with no incoming money.”
(Black woman in her 20s from the South)

“No Certified Professional Midwife program is supportive for the person that must work full time to support
themselves. | am single, yes, but | pay all my own bill's, some of my family's (mother, niece, grandma) [bills], and prior
educational loans. Since this is my second degree or program, | pay out of pocket. | cannot do that and not work. |
really wish my program was work at your own pace. There needs to be an option for a work at your own pace for
Bachelors (sic) of Midwifery. This is what will help minority women succeed.” (Black woman in her 30s from the
South)

“I am already enrolled in school and | am in the middle of my first year. The hardest part of the process was finding
funding and now it is choosing to stay in a program that has so many structural issues within it. Having mentors tell
me that midwifery education (for Certified Midwives and Certified Licensed Midwives) ‘sucks’ everywhere is very
disheartening. We already lost 1/4 of our cohort because how our program is structured and not able to support
people of Color through this process.” (Indigenous woman in her 30s from the West)

Lack of midwifery “It's not just important to have a Black OWNED midwifery school, but also have a Black midwifery school with Black
educators and teachers/professors.” (Black woman in her 40s from the Northeast)
mentors
who are people “I'm currently in a traditional midwifery school, it is a good program but it's run by a White woman, so | do feel that as
of color a Black birth worker | am lacking in so much ancestral and cultural info that | would receive working with

birthkeepers that look like me.” (Black Latine woman in her 20s from the South)

Lack of preceptors “Preceptorship and finding a midwife to practice with that have enough births in my area is a barrier. There are limited
and midwifery services and | work as a midwife assistant, she does not want to be my preceptor though and | do not get
apprenticeships called to enough births. I'm willing to travel to attend under a midwife, but cannot move. Midwifery feels like a
for locked glass door.” (Black woman in her 30s from the Northeast)

people of color
“I'm looking to study and though my area is saturated with midwifes and birth centers there aren't many midwifes of
color or ones that are preceptors.” (Black woman in her 20s from the South)

“I have reached out and tried reaching out to White midwives in my area to see if | can study under them, but | get no
response. We only have two midwives in the area and | do not want to relocate, because | am a single mom and my
family support is here.” (Black woman in her 20s from the South)

“The schooling is hard to get in without the money and either already college credit. Finding apprenticeship is even
harder. It's as if someone wants to keep certain people out of the industry.” (Black woman in her 30s from the
West)

job to study to be a midwife (p < 0.0001) and loss of health insurance level of education, than those with a higher level of education, indi-
through a job to study to be a midwife (p < 0.0001) had a very strong cated that barriers such as cost of books and supplies (p < 0.0001),
effect as a barrier. A higher percentage of respondents with a lower prior education status (p < 0.0001), ethnic, cultural or socioeconomic
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Cost of tuition [ t
Cost of books and supplies | t
Cost of housing ] +
Cost of food [
Cost of transportation I
=y Cost of childcare I
§ Time commitment B ]
E‘ Travel to and from a school or clinical site [ .
o My prior educational status [ s
My ethnic, cultural, or socioeconomic background [
Reducing work hours or leaving job to study to be a midwife B +
Loss of health insurance through job to study to be a midwife ] t
Having to find childcare or support with caregiving [
Lack of family support |
’g 4 Lack of community knowledge about midwifery ] |
g ,‘:? Lack of community support for midwives and midwifery care I
z Lack of current support network to help me pursue midwifery ] -
é B Lack of access to other midwifery students or midwives [
% j% Lack of access to mentorship or professional support -7 +
g Lack of access to business/entrepreneurial support [ .. t
g Lack of midwives who have the same racial identity as me I T
T Unsure about job prospects upon graduation |
é g Unsure about my career path and goals 0
& ® Unsure about business or entrepreneurial prospects [
Midwifery school academic prerequisites | |
g Midwifery school prior experience prerequisites I .
g Length of program e a
©
;% Racial inequities in midwifery education/profession | +
§ Lack of scholarships and funding B +
Lack of support for English as a second language learners =~ [
100 80 60 40 20 0 20 40 60
Percent of Respondents
= No Effect = Slight Effect Moderate Effect u Strong Effect m Very Strong Effect
FIGURE 2 Level of effect of barriers on decision or ability to become a midwife (n = 799). 1 Indicates factors in top tertile of percent of

respondents who indicated that the barrier had a very strong effect on their decision or ability to become a midwife.

background (p < 0.0001), and midwifery school academic prerequi-
sites (p < 0.0001) had a very strong effect as a barrier (Table S4).

4 | DISCUSSION

Results of this survey provide the first national description of motiva-
tors and barriers to entry into midwifery education and the midwifery
profession by people of color. Our findings indicate structural and

interpersonal racisms are both motivators and barriers for aspiring

midwives of color. Providing racially concordant care for community
members and reducing racial disparities in health are among the stron-
gest motivating factors for aspiring midwives of color. Furthermore,
personal experiences related to midwifery care and health care are
important motivating factors. Main barriers to entering midwifery are
direct and related costs of midwifery education and lack of racial con-
cordance in midwifery education and the midwifery profession that
may contribute to racially motivated exclusion.

Much of the limited existing research on what motivates people

of color to become midwives come from qualitative studies. Our
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findings on motivators, such as providing racially concordant care and
a commitment to social and reproductive justice, are consistent with
these studies.>® These motivating factors are similar for other birth
workers of color, such as doulas.3* Our findings that both positive and
negative personal birth experiences are motivating factors are consis-
tent with motivating factors among mostly White people entering
midwifery.2>*? In contrast to one qualitative study among mostly mid-
wives of color which found one-third of midwives were descendants
of midwives,®” we found in our large national study that family career
path was ranked the lowest motivator. This finding speaks to the sys-
tematic eradication of midwives of color throughout the 19th and
20th centuries by the medical profession, public health officials, and
modern-day nurse-midwifery. Black and Indigenous midwives in the
US played an important role in their communities while providing a
measure of agency and control in an environment where both had
been forcibly taken through a long legacy of forced removal and
forced labor.***° Federal programs, first with the Sheppard-Towner
Maternity and Infancy Protection Act of 1921 and later with the
Hill-Burton Act of 1946, divided midwifery along racial and educational
lines and efficiently ended the long tradition of midwives of color safely
serving their communities.** Current aspiring midwives may be several
generations removed from their grand midwife ancestors and uplifting
this important history and heritage may be crucial to the recruitment
and retention of a new generation of midwives of color.

To our knowledge, our study is the first to examine a wide range
of barriers to entering midwifery education among people of color.
We found costs of midwifery education were a major barrier. It is
striking that over half of respondents had a bachelor's degree and yet
over a quarter of these respondents reported having an income of less
than $40,000. This disparity in education and income may indicate
that highly educated people of color are unable to find gainful
employment or are undercompensated for their knowledge and skills,
which then impedes their ability to pursue midwifery. Our findings are
consistent with qualitative studies on barriers Black student midwives
experience, including institutional and interpersonal racism in mid-
wifery education, professional organizations, and clinical practice, par-

ticularly overt racism and lack of willing preceptors.®”*®

41 | Strengths and limitations

We recruited a large and diverse national sample of people of color
who aspire to become midwives. However, because of the recruit-
ment strategy using social media and other public channels, we were
unable to report non-response bias. We conducted the survey in
English, and therefore our results may not be generalizable to aspiring
midwives of color for whom English is a second language. Our sample
included people who desired to or were on the pathway to becoming
a midwife, including some who indicated in their comments they were
already enrolled in a midwifery program. Respondents already
enrolled in midwifery education may have different barriers and moti-
vators than those who have not yet enrolled or are still considering

their next steps.

4.2 | Implications

To address both structural and interpersonal racism, our findings sup-
port a national imperative to recruit and educate a diversified perina-

tal workforce as a matter of urgency to address the maternal health

5720,46,47

crisis in the U especially in communities of color. Policy inter-

ventions to increase diversity in nursing and other health care work-

forces suggest providing funding to students of color,*34?

50,51

providing

culturally-competent midwifery education,
49,50

creating a robust pipe-
line for midwives of color, and opening more midwifery schools,
especially in Historically Black Colleges and Universities,’? or through
collaborations between community and state colleges and private and
public entities. Multiple funding streams are needed to support enroll-
ment and retention of students of color, particularly those with lower
levels of income or education, including scholarships for tuition,
books, child care, and other living costs; publicly and privately funded
grants; federally-backed low-interest loans; and loan forgiveness pro-
grams for those who work in underserved areas.*®*’ Midwifery
schools should redevelop their curriculum to address the interests of
students of color in providing holistic care that incorporates tradi-
tional or ancestral midwifery practices. Midwifery schools that are
committed to addressing racial disparities in health must create a
robust pipeline that includes enrolling more students of color; training,
mentoring, and paying preceptors of color for their labor; and hiring
more faculty of color at all levels.>* Opening midwifery schools in His-
torically Black Colleges and Universities would be a logical step in
attracting more Black students and providing a supportive educational
environment for aspiring Black midwives to succeed.>? Additionally,
support for midwives of color to become directors of midwifery edu-
cational and clinical programs, and owners of private businesses and
private practices are also necessary to address racial disparities in
health.

Future research should examine factors that predict enroliment
and retention of midwifery students of color, retention of preceptors
of color, and retention in the profession. Longitudinal studies are
needed to better understand facilitators and barriers related to differ-
ent educational pathways to midwifery and retention in the profes-
sion. Comparative studies are needed to evaluate the effectiveness of

different interventions to address the barriers to midwifery education.

43 | Conclusions

Structural and interpersonal racisms are both motivators and barriers
for aspiring midwives of color. Providing racially concordant care in
the community, reducing racial disparities in health, and experiencing
discrimination in health care settings are among the strongest moti-
vating factors for aspiring midwives of color. However, costs of mid-
wifery education, lack of racial concordance in midwifery education
and the midwifery profession, and racially motivated exclusion from
the profession are major barriers. Generational harms and a legacy of
discrimination have erased Black and Indigenous midwives and

healers from their communities, which may have a significant impact
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on who pursues midwifery education and careers. The urgent diversi-
fication and inclusion of professional and academic midwifery leader-
ship, as well as public health, medical, and institutional leadership that
understands the impact of these inequities and the need for funding,
must become a priority in order to address this drastic workforce defi-
cit and to mitigate the alarming maternal health disparities among

communities of color.
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Anti-Racist Midwifery Training & Practice

* How is anti-racist and culturally congruent practice being
incorporated into health care education and training?

* What shifts in curriculum and practice have you seen that are
meaningful and impactful in shifting practice to be more equitable?

* Over time, how will this work help to recruit, train, and retain a more
diverse workforce to serve MIH clients?



From Listening to Action:
Impact of Racism Within Midwifery Education

SOURCES

ACNM Midwives of Color (MOC) Survey, May 2020

“How does racism in midwifery education negatively impact diversity within midwifery and
disparities in maternal and child health” conference presentation at the 2019 ACNM Annual
Meeting; May 18-22, 2019; Washington, DC

ACNM CEO listening session with students and faculty at the University of California San Francisco,
2019

“Women of color entering midwifery: an assessment of unmet needs” by Nancy Anderson, MD,
MPH; National Association of Professional Nurse-Midwives (NACPM) webinar, March 2017

Into the Light of Day: Reflections on the History of Midwives of Color Within the American College
of Nurse-Midwives; ACNM; 20126



From Listening to Action:
Impact of Racism Within Midwifery Education

FINDINGS

* Isolation/belongingness

* Aggressions - macro and micro

* Lack of faculty, preceptors, and students of color

* Exclusion of BIPOC midwives from midwifery history/celebration of racist midwives in organizational history
* Repeatedly seeing race, rather than racism, listed as a risk factor for health inequities

* Programs wanting BIPOC graduates and not having structures in place to support this

* Biases in clinical settings: harder time getting placement

* More financial and social responsibilities than white classmates

* Learning in the context of currently living with racism and racial violence and learning in/from a racist institution
» Experience as child/parent/doula informing the choice to become a midwife

* Determination to achieve educational goals

* Preference for distance education



From Listening to Action:
Impact of Racism Within Midwifery Education

RECOMMENDATIONS

Increase scholarships, financial assistance & endowments

Increase peer support & networking spaces specifically for BIPOC midwives and students
Support mentorship opportunities

Highlight the scholarly work and contributions of BIPOC midwives

Increase program transparency regarding cost

Commit to hiring and increasing BIPOC faculty and staff and hire a DEI officer

Adapt testing and teaching to be inclusive of various learning styles

Eliminate harmful and traumatic course content Incorporate the history of BIPOC midwives including Into the
Light of Day

Include the impact of racism and social determinants of health (SDOH) into curricula and core competencies

Acknowledge the role of historical trauma, the related need to stay safe, and the need to facilitate avenues for
increased safety



m AMERICAN COLLEGE
: . of NURSE-MIDWIVES

Addressing Racism and Advancing
Equity in Midwifery Education:

A PROGRAM CONTENT
TOOLKIT FOR ACTION

American College of Nurse-Midwives
Racism in Midwifery Education Task Force

Toolkit Goals:

* Help midwifery educators reflect on
their own racism

* Recognize how racism is present in
midwifery education

e Offer tools to address racism and build
antiracist programes.




Tools for Assessing Program
Content for Racism

e Curriculum assessment

* Program content evaluation
* Didactic
* Practicum

* Assignment suggestions
* Scripting

[nto the Light of Day
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Reflections on the History of Midwives of Color
Within the American College of Nurse-Midwives

Linda Janet Holmes, M.PA.




Recruitment & Training

#MidwivesforMOMS

Help increase access
to evidence-based

MIDWIFERY CARE!

H.R. 3352/S. 1697

Midwives for Maximizing Optimal
Maternity Services Act

In June, New Jersey Gov. Phil
Murphy signed into law the
2023 state budget, which
included $1 million to
increase opportunities for
midwifery education - the
first time that state funds
have been earmarked for these
services.

HRSA Scholarships for Disadvantaged Students

e 2020 first time set-aside funding for midwifery programs
* 5-year grant: $3.25 million dollars

* Scholarships for students from economically or educationally
disadvantaged backgrounds

* 100% to student scholarships to pay for their tuition, books & fees,
living expenses and travel to campus

Funding to:

e CSU Fullerton

e State University of New York

e University of Washington

* Bastyr University

Case Example

e 3-year period, 45 scholarships given




Midwitfery Mentoring & Belonging

MIDWIFERY MENTORING
AND BELONGING

GUIDEBOOK FOR
MENTORS AND

MENTEES
2022

MMB AT A GLANCE

Orientation
1 (1 hour; once, virtually)
1:1 mentor/mentee
2 (1 hour; monthly)
- Drop-In Group Peer Space
2 (1 hour; quarterly, virtually)
Workshops
4 (1 hour; quarterly, virtually)
Real Talk
5 (1 hour; monthly, virtually)
6 Aspiring Midwives Panel
(1 hour; quarterly, virtually)
1:1 Check-Ins with Program Leads
7/ (1 hour, as needed)
8 Annual Social Gathering

(4 hours; in-person)




Rutgers Midwifery

Diversity Strategic Planning & Implementation Process

The Road to Creating a Diversity, Equity, and School of Nursing

Inclusion Plan

Staying true to our motto of embodying Excellence in Action, Rutgers School of Nursing was among

sment Committs

The newly farmed Dive

egic Planning Implementation and A

Strategic Planning Implementation and Assessment Committee (SPIAC) Members

Diversity, Equity, and
the first Rutgers’ schools to take several initial steps to actively work against racism and bias, while . .
intentionally cultivating a community of diversity and inclusion at the school. I n C I U SI O n U n lt G O a | S a n d

Sangeeta Lamba, MD, MS-HPEd Gwendolyn M. Mahon, MSc, PhD
vice President for Faculty Development and Diversity, Rutgers University Dean 2
In July 2020, Rutgers School of Nursing Dean Linda Flynn launched a three-part approach to actively Rutgers Biomedical and Health Sciences Rutgers Scheol of Health Professions
combatting racism and bias at School of Nursing. This initial tripartite initiative included: Kyle D. Warren, PhD, MAE Linda R. Flynn, PhD, RN, FAAN Submitted by: Dean’s Committee on Anti-Racism and Anti-Bias
Senior Vice Dean, Administration and Student Services Dean and Professor
1 The formation of the Dean’s Committee on Anti-Racism and Anti-Bias Rutgers Schaol of Nursing Rutgers School of Nursing Charlotte Thomas-Hawkins, PhD, RN, FAAN, Co-Chairperson
Mehtap Ferrazzano, MSW, Co-Chairperson
Teri E. Lassiter, PhD, MPH Patricia N. Whitley-Williams, MD

2 The implementation of “impact Dialogue Circles"—a series of listening sessions with faculty, Assistant Dean for D
Assistant Dean for Dive

ity, Equity and Inclusion Professor of Pediatric

Faculty Members:

staff, and students designed to listen to the community and implement action based on feedback RBHS Diversity Leadership RBHS Diversity Leadership Council
Assistant Professar, Department of Urban-Global Public Health Associate Dean for Inclusion and Diversity Thomas Loveless, PhD, MSN, CRNP
3 The development of an anonymous digital hotline to report incidences of racism and bias Rutgers School of Public Health Rutgers Robert Wood Johnson Medical School John Nelson, PhD, CPNP
directly to the dean Rarvi Maharajh, EdS. LPC. ACS Mamilda Robinson, DNP, APM, PMHNP-BC
L : e B L A o Herminio Perez, DMD, MBA Constance Sensor, PhD, RN, CTN-A, NJ-CSN
. 8 anc Comimunicatio Assistant Dean, Student Affairs, Diversity and Inclusion Kyeongra Yang, PhD, MPH, RN, CNE
In January 2021, President Jonathan Holloway announced five priorities that encapsulated areas REvS Diversly Leadershp Counc RBHS Diversity Leadership Counci
ry, 4 Yy P P Co-Chair, UBHC Diversity, Equity, & Inclusion R e D N | Med
where Rut iversi iversity’s instituti Rutgers Uriversity Behavioral Health Care Rutgers School of Dental Medicine Staff Members:
gers University needed to make progress to further the University’s institutional Y st P heski, EdD
i even Glogocheski,
commitment to Diversity, Equity, and Inclusion (DEI). Those priorities include: Humberto Jimenez, Pharm.D Robin Eubanks, PhD Gregory Hughes
Director of Diverse Scholar Engagement and Advancernent and Assistant
Professar Associate Professar
e RBHS Anti-Racism Task Forc 3
1 Recruit, Retain and Develop a Diverse Community RBHS Anti-Racism Task Force e Ractsm Task Foree Student Members:
Ernest Mario School of Pharmacy Rutgers Scheol of Health Professions Candace Elam, DNP student
2 Promote Inclusive Scholarship and Teaching Abigail Armstrong, FhD Adrignne Ettinger, ScD Adrt'n Mat!apatra, Second-degree student
. . . ) Postd 1 Felloy Chief of Staff for Re h Leslie Wright-Brown, PhD student
3 Define Sustainable and Substantive Community Engagement ostdoctoral Fellaw Chief of Staff for Researd
Center for Advanced Biotechnelogy and Medicine Rutgers Biomedical and Health Sciences Al b
" " " " umnus member:
4 Build the Capacity of Leaders to Create Inclusive Climates Pamela Valera, PhD Marla Soto-Greene, MD, MS-HPEd, FACP e T
- . Director, Doctoral Studies and Assistant Professor Executive Vice Dean and Professor
5 Develop an Institutional Infrastructure to Drive Change Rutgers School of Public Health Rutgers New Jersey Medical School

RUTGERS

School of Nursing




Building the Necessary Workforce to
Achieve Birth Equity and Quality

New Jersey Health Care Quality
Institute

Ellen Maughan, JD, IBCLC
Feb. 13,2023




2022-2027 New Jersey Breastfeeding Strategic Plan

2022-2027 N tiealthy ¥
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e - - A blueprint of concrete actions to be taken
STRATEGIC PLAN v
by government, the healthcare sector,
iInsurance, business, education, and the
community to promote and support
breastfeeding and create a statewide

environment that normalizes breastteeding.
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NJBSP goals and strategies for respectful, culturally

congruent care

Goals

Goal 1:
Provide families the support they
need to breastfeed their babies.

Goal 2:

Ensure that maternity practices are
fully supportive of breastfeeding and
lactation and are free of bias

Strategies

1.1 Eliminate systemic barriers in lactation support to
provide all families the support they need in a statewide
environment where breastfeeding is normalized, and
racial and ethnic disparities are eliminated.

2.1 Increase support of breastfeeding and breast milk
feeding that is free of cultural bias in maternity care
practices.

2.2 Develop systems to guarantee continuity of skilled
support for lactation among hospitals, healthcare
settings, WIC, home visitation programs, and community-
based breastfeeding support organizations.



NJBSP: New Jersey Hospital Licensing Standards

* Apply to all hospitals that have a separate,

designated unit or service for obstetrics. N.J.
Admin. Code § 8:43G-19.1

* Require that each maternity hospital have a \
program that ensures the cultural competence |
of obstetrics staff regarding childbirth, J
lactation, and the provision of patient care
services that is delivered in a language the
mother understands. N.J. Admin. Code § 8:43G-19.2




Needed education and
next steps

1

Recognize the importance of
lactation for overall maternal and
infant health and health equity.

. Make support for human milk

feeding a public health imperative
in New Jersey.



More steps

3.Recognize the crucial role of skilled
lactation support in maternal and
infant health systems.

4. Expand equitable employment and
internship opportunities for lactation
consultants, breastfeeding educators,
peer to peer breastfeeding counselors
and physicians, midwives to increase
lactation workforce diversity.

Photo: USDA, WIC Works Resource System




5. Educate community institutions, families,
children, policy-makers and others to
eliminate lactation barriers and stigma and
to normalize breastfeeding and human milk
feeding in our communities.

Photo: USDA, WIC Works Resource System




Finally...

6. Include diverse
community members
and other stakeholders
in the planning,
leadership and
implementation of
education and further
action steps.

"Whatever the question, the
answer is in the community."

--KIMBERLY SEALS ALLERS, FEMTECH FOUNDER,
WRITER, SPEAKER, AND MATERNAL AND INFANT
HEALTH STRATEGIST
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My charge today:

* Discuss the DEIB curricula and training being used in
medical centers and academic settings for physicians and
other health care providers

* What is the impact of this work and the ability to track
and understand change and progress because of training

and curricula changes?

* Over time, how will this work help to recruit, train, and
retain a more diverse workforce to serve MIH clients?

Cooper Medical School

of Rowan University



Why the Need for DEIB?

Current and changing demographics of
United States

To improve quality of services and health
outcomes

To meet legislative, regulatory and
accreditation mandates

Disparities in health status of people of
diverse racial, ethnic and cultural
backgrounds



Examples of existing disparities

* Black patients are significantly less likely to
be prescribed proper pain medication in
part related to false beliefs that Black people
experience less pain. (Hoffman, 2016)

* Black non-Hispanic women 3-4 times more
likely to die from pregnancy-related causes
(Oribhabor, 2020)

* Nearly 1in5 transgender and gender non-
(i conforming people have been refused care
0, e _y outright.
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Support for Physician Diversity:

* Race concordance results increased length of visit and patient
satisfaction (Cooper, Roter, et al 2006)

* Language concordance results in improved treatment
compliance (Traylor, Schmittdiel, et al 2010)

e African American, Latino, American Indians and Alaskan Native
physicians are:
— More likely to practice primary care
— More likely to work in MUAs



Organizations need to put their commitment to DEI in writing.

MISSION

Cooper Medical School of Rowan University is committed to providing humanistic education
in the art and science of medicine within a scientific and scholarly community in which
excellence in patient care, inclusivity, innovative teaching, scholarly activity, and service
to our community are valued.

VISION

Cooper Medical School of Rowan University will distinguish itself as an innovator in medical
education and biomedical research that will lead to the transformation of healthcare.

CORE VALUES

Our core values include a commitment to: diversity, equity and inclusion, mentorship,
professionalism, patient advocacy, wellness, the communities we serve, and scholarship.

Cooper Medical School

of Rowan University




Organizations need to put their commitment to DEI in writing.

Diversity, Equity, and Inclusion
Strategic Priorities (Goals)

CMSRU strives to build a more diverse community and cultivate an
environment that promotes a more inclusive culture through strengthening
institutional infrastructure and systems to support diversity, equity, and
inclusion effort.

1. Increase enrollment for disadvantaged and URM students of excellence in order to

prepare a physician workforce to meet the needs of the increasingly diverse
population and underserved communities

2. Enhance the environment by building greater diversity among faculty and staff;
create anti-racism programming for students, staff, and faculty

3. Enhance opportunities for southern New Jersey learners via pipeline programs

4. Develop new programming and enhance current programming for community health

and health equity
g Cooper Medical School

of Rowan University
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Efforts to address workforce diversity through Pipeline programs

Pipeline programs

« Primary Urban Partnership (PUP) - science program for elementary
school students

« Junior Urban Medical Pioneers (JUMP) High School program- Saturday
Academy

« Black Male Collective - program targeted to AA/Black males at Rowan
University

* Premedical Urban Leaders Summer Enrichment (PULSE) program - three
phases for undergraduate underrepresented and disadvantaged students

* Admission pathways to medical school in place
* MCAT preparation program

Cooper Medical School

of Rowan University




Diversity Education at CMSRU and CUHC

Diversity training as part of orientation

DEI Education Sessions as part of the Service Learning curriculum - all students
DEI Grand Rounds session through Office of Faculty Affairs

Unconscious bias training required for all Admissions Committee members
Unconscious bias training for all faculty - Harvard Implicit Bias plus modules

CMSRU Diversity Month - varied range of topics covered - LGBTQ, disability,
culture, ethnicity

Racism in Medicine -conference 2019

Antiracism lecture series - in collaboration with William Beaumont School of
Medicine

Antiracism Weekly Education - delivered via our Weekly Update
Hospital library - Racism in medicine book collection

Diversity Council / Diversity in the Learning Environment Committee
Cooper Medical School

of Rowan University



Office of Diversity and Community Affairs - DEI services

« Safe Zone training for faculty and staff

« Community service opportunities with our local partners

* Microaggression education/discussion

« Cultural Cafe sessions

« Town Hall for CMSRU on Racism

« Book Club discussion - Fatal Intention (facilitated by trained faculty/M2 students)
« Assistance in developing diversity plans (for department chairs)

« Assistance with recruitment and interviewing of diverse faculty

« Assistance identifying donors for programming and scholarship

* Led department or division discussions on how to begin dialog on racism

Cooper Medical School

of Rowan University



Current
Messaging that ties changes in
curriculum to school mission
and values

Develop competencies for
medical education program
objectives

Complete curricular mapping to
identify existing content and

gaps

Create assessment strategies for
students and faculty

Cooper Medical School

of Rowan University

Short Term
Faculty wide unconscious bias training

Targeted DEI training for Active
Learning Group facilitators

Cultural Diversity and Anti-Racism
Libguide

Task Force assistance for initial course
revisions

Formation of Peer faculty support (PFS)
group for for on-going antiracism
course development

DEI Certification for PFS

CMSRU Process of Integration of Anti-racism into the Curriculum / Prep and support for faculty / On-going updates

Long Term
Annual review of anti-racist
principles at Curriculum
retreat

Ongoing faculty
development on race and
racism for teaching faculty

Quarterly updates at Phase
1 and 2 committee levels

Support from Offices of
Faculty Affairs and
Diversity/Community Affairs
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MED academy

@ Please feel free to Email questions

to Jocelyn Mitchell-Williams at
PUP williamsjo@rowan.edu

UMED

PARTNERSHIP URBAN MEDICAL

EDUCATION & DEVELOPMENT

JUMP PULSE

PREMEDICAL URBAN LEADERS
SUMMER ENRICHMENT

JUNIOR URBAN
MEDICAL PIONEERS

Cooper Medical School
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MAP to Action: Workforce Session
Breakout Room Summary
February 13, 2023

Theme 1: Workforce Training on DEIB and Antiracism to
improve the culture of health care settings

Theme 2: Supporting the growth and availability of a
diverse MIH workforce that improve birth equity and
quality

What messages/ideas/information from the presentations resonated with you?

Further discussion on specific ways to introduce the
issue and anti-racism training into hospitals and
academic setting.

There is a generational divide and differing
awareness and comfort levels on the topic so
leadership across the institutions had to be trained
because they were less comfortable with the topic
than their own students.

Resource suggestions: 1619 podcast episode 4 “How
the Bad Blood Started”. Why emancipated slaves
didn’t have access to care. This isn’t something that is
new. This is something that has been worked on and
the historical context hasn’t been there. People will
sit in a training but how do you get them interested
in being a part of the change.

Interest in how to get people to be emotionally
invested in the work? People will go to trainings and
be uncomfortable. Are there resources that get
people to emotionally commit beyond being required
to participate?

Just last week one of a nurses said this is
unacceptable and we must do better. We have many
nurses that are unaware of this as an issue.

e Providers who have caused harm in birth places
are not being held accountable. Should they
continue to be board certified or by what means
should they be held accountable? What are we
doing when we hear women and families talk
about being traumatized by a particular provider
or hospital? While improving the diversity of the
workforce is an important component, we can’t
continue to allow/pay providers causing harm.

e An activation of the law and evidence-based
policies to pursue remedies, to react and protect
harms that occur. There has been a failure of law
to this point. A lot of room for opportunity here.

e No proactive enforcement of regulations. We rely
on parent/birthing person to be aware of and act
on them. Often, people who have been harmed
don’t know how to report or that they can report.

e What does patient engagement look like? Do we
provide a safe environment for birthing people to
share that the care they received was not safe?

e Often times it is not that mothers are afraid to fill
out the surveys but it is in knowing nothing is
going to be done about the experiences they
share.

e Birthing people do not share their experiences
because their voice isn’t heard. Many institutions
are not willing to ask the questions because if
they get the answers, then what are they going to
do/they’ll need to act on it, and they aren’t ready
to do that. How do we change the culture?

Theme 1: Workforce Training on DEIB and Antiracism to
improve the culture of health care settings

Theme 2: Supporting the growth and availability of a
diverse MIH workforce that improve birth equity and
quality

In your own work/industry/sector, are you engaged ina p

roject or pilot that relates to this work? If not, where do

you see potential to engage in the projects or priorities we’re discussing today?

e One hospital shared: 2019-2020 NJ mandated
bias training for maternity workers. We held a
viewing of Aftershock .We also used a free HHS
education tool with new hires. We facilitate a
conversation and then do a viewing of Aftershock
and then a debrief. We provide more resources
for staff to do a deeper dive if they want to. The
feedback we’ve received is that it’s the first-time
Black women have had a safe space to have these

e Attending weekly childbirth education can keep
you connected to what people are experiencing.
They want equitable, respectful high quality
maternity care. But not don’t know how to
navigate that - questions of access, insurance,
culturally congruent care.

e Burke Foundation is doing work with ido.org, a
research initiative. They are working with doulas,

regionally based, to hear from them on how to




conversations. White women have recognized
they possess implicit bias. And it’s important to
be aware of it and learn. Interrupt that narrative
because if we don’t then we are saying it’s OK.
We are going to mandate this education for all
our staff.

Others use a shorter version of Aftershock for
shorter trainings and encourage people to go
home and watch the full movie with their family
and friends. Also, can use a trailer and series of
reaction videos on the new Little Mermaid movie
where Ariel is Black. People wonder why | use
this in a health training. White people don’t
understand the harm in lack of representation.
We have less implicit bias toward children. When
people see the reactions of the children there is
less room for deniability.

A Foundation raised shifting power. Talking to the
doula community about working with other
clinicians in the hospital. They hired a human
centered design firm to work with doulas to talk
about barriers. Presented barriers and solutions
last week.

Dr. Mitchell-Williams shared that Cooper is a
relatively new medical school. Early in the
development process leadership recognized that
diversity was a major aspect of our institution.
Needed a full-time person to build diversity
initiatives. That was Dr. Mitchell-Williams. And it
was the springboard to a lot of what’s happening
at Cooper, our affiliated health system. There
were not diversity initiatives in place until
recently. Had to get out and talk to the
community to find out what was lacking to best
address them. Heard kids in their community
were not going into the health care profession.
Started a pipeline program in the elementary
school with our medical students and faculty to
introduce science and medicine. Now they have a
pipeline of elementary, high school, college etc.
The summer programs expose kids to becoming a
physician or other health professional. We track
that progress and use it to get state and federal
funding. They got a $2 million grant to get kids
from disadvantaged backgrounds to explore
careers in health. They continue to listen to
students to better understand how to retain
them. That is a big part of DEI — how do you get
to conversations about bias even though they are
uncomfortable? As the Dean of Education, now
including racism in our coursework each year.
Students are even better at it than the faculty.

improve their experiences as a doula and
sustainability of their work. A co-op approach
was a named solution, two doulas per birth.
More to come on the findings and next steps.
GNHCC and Rutgers School of Public Health are
working together through the Merck safer child
initiative, 31 interviews with Black women who
gave birth. They are disseminating themes that
were learned and looking toward next steps. This
work is meant to complement the richness of
work and conversations happening.

The work being done is piecemeal; this will not
help move forward the quality and experience of
Black birthing persons.

We need to address the root cause of systemic
racism to truly move things forward. And while
we may have worked in a piecemeal way,
everyone is here today because we are vested in
this work to improve outcomes together.




Integrating that in everything you do is so
important.

e Summer long webinar series for students around
the country interested in midwifery. Reached out
to cities that may have students that are
interested. For example, an afterschool program
in Trenton. Faculty preparation — study found
that faculty weren’t prepared to be teaching
about racism. That shows us the work that still
needs to be done.

Theme 1: Workforce Training on DEIB and Antiracism to | Theme 2: Supporting the growth and availability of a
improve the culture of health care settings diverse MIH workforce that improve birth equity and
quality

How would we collectively measure success for some of these ideas or projects? What are the near-term impacts?
What does success look like a few years down the road?

Did not discuss e While cultural congruent care is pivotal, harm
occurs across cultures. Accountability is key. How
do we hold people accountable and talk about
the bottom line because that is what others are
interested in? Particularly focusing on the need
to engage hospitals and others who can hold
them accountable in these conversations. Those
who work in safety and quality and insurance
companies, and others in charge of ensuring
patient safety, are often not at the table. How do
we hear more about how they implement safety
measures and use data to have a broader
conversation with them about their practices?

e Accountability and funding are important to
focus on. She shared that Mississippi BCBS covers
less if the hospital is not a baby friendly status —
not that baby friendly status is the answer but
shared more to point out how insurances should
be in the conversation to add levels of
accountability.

e Within quality/patient safety in a hospital, many
of the issues raised here are on the forefront of
NJ hospital administrators mind, including board
members. One area all hospitals participate in is
trying to incorporate the AIM bundles, and they
are members of NJ perinatal quality care
collaborative. Outcomes drilled down to
race/ethnicity. Each hospital required to develop
action plan to address.

e We must be cognizant of data we are looking at.
The aspects of harm that are caused can be
disrespectful treatment and micro aggressions —
and how do you measure those? They have a
huge impact on outcomes and wellness of the
pregnhant person.

e Participant reported that a hospital in Essex
County issued a new policy that severely restricts
doulas.




e Many organizations are not talking to each other.
We are trying to break down our own silos, but
hospitals also have silos which further impedes
the work.

If you or your organization has held back or hesitated in engaging in new projects or pilots, what has held you back
(resources, financial impact, connection and support from other organizations and partners, uncertainty about
where to start, etc.)?

One challenge is in labor and delivery we see a
dynamic between OBs, Nurses, Midwives, Doulas
that may be tense. How do we build multi-
disciplinary teams that include lactation
consultants etc.? Equity among different team
members.

Discussed whether anyone is thinking about
training the care team?

O

Dr. Blumenfeld has been involved in
efforts to speak to health system
administration about this. Why we
should champion doulas for patient
support. Interprofessional dynamic —
great program called educational
redesign from ACOG and ACNM where 4
academic programs implemented an
interprofessional curriculum that has
been replicated. Great preliminary
outcomes. When learners collaborate, it
serves patients with better outcomes.
Dr. Mitchell-Williams has been trying to
develop interprofessional education at
Cooper and the women'’s clinic. There is a
power dynamic and we’re not doing
enough to reduce disparities, so we need
to work together better. Clinic can
embed social workers for mental health
services but only 2 days a week. Other
places can’t afford to add social workers.
Must be a leadership priority and funded.
She worked on labor and delivery
yesterday while her daughter was giving
birth. It was only the second time in her
25-year career that she worked with a
black nurse. In a community with 90%
black and Hispanic population, that’s
crazy.

Did not discuss




MAP to Action
Additional Resources: Workforce

Maternity Action Plan: https://njhcqi.info/MAP4N

MAP Executive Summaries: https://www.njhcqi.
org/wp-content/uploads/2023/02/MAP_Summa-
ries_ALL 2023 _v2.pdf
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Key Themes - These are the
main concepts that rose to

the top throughout the MAP

to Action Series: https://www.
njhcgi.org/wp-content/up-
loads/2023/06/MAP-to-Action-
Themes-State-suggestions.pdf

MAP TO ACTION CONNECTION GUIDE

Connection Guide - Use this tool to guide
continued collaboration—to share ideas,
nurture relationships, and build a coalition:

https://www.njhcgi.org/wp-content/
uploads/2023/04/Connection-Guide.pdf
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