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ABSTRACT 

 

 Background:  Rates of maternal mortality and severe maternal morbidity are 

higher in New York City (NYC) than nationally, with Black birthing people experiencing 

the worst maternal outcomes, followed by Latina/e and Asian/Pacific Islander birthing 

people. This study aimed to understand the barriers and facilitators to engaging in 

maternal self-care and maternal health care to support the design of a stakeholder-

informed maternal community health worker (CHW) model in NYC. The study also 

identified key intervention components and strategies for adoption, implementation, and 

sustainability. 

 Methods: In-depth interviews were conducted with prenatal and postpartum 

people (N=38) from a large teaching hospital in Upper Manhattan serving a racially and 

ethnically diverse patient population and with a cross-section of professionals (N=15) 

delivering maternal health care. Interviews took place between November 2020 and 

August 2022. Thematic analyses were conducted to uncover findings to inform program 
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design, with the Intervention Mapping framework guiding this process. 

 Results: Findings reveal a range of barriers and facilitators to maternal self-care 

and health care engagement. Barriers included lack of transportation and childcare, 

delayed introduction of resources by the health care team, lack of care continuity, and 

experience with and concerns about disrespectful or discriminatory care. Additional 

barriers from the COVID-19 pandemic included disruptions to social support networks, 

childcare, and health care experience.  Facilitators included information and advice from 

family, friends, and social media, positive coping skills, and trusted relationships with 

obstetric providers.  

Prenatal and postpartum participants recommended program components that 

provide emotional and instrumental support, and viewed the CHW as a someone they can 

trust to provide support and advice.  Maternal health professionals recommended patient 

education and skills-building, and a focus on patients with high-risk pregnancies and 

chronic conditions. Maternal health professionals also recommended early staff and 

patient buy-in, clear definition of the CHW role, strong supervisory structure, and 

external seed funding. 

Conclusion:  A needs and assets assessment using the Intervention Mapping 

framework was critical to design a stakeholder-informed and evidence-based maternal 

community health worker model. These findings include lessons learned for similar 

health systems seeking to develop community-based care models to address maternal 

health inequities and improve outcomes.   
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CHAPTER ONE: BACKGROUND AND LITERATURE REVIEW 

 

1.1 Background and Significance 

Maternal Mortality: A Global Problem and U.S. Context 

Maternal mortality and morbidity are a world-wide problem. While some 

countries have made positive gains in recent years, maternal mortality is rising in the 

United States, more than the majority of high and middle income countries.1 The U.S. has 

the highest rate of maternal mortality among high income countries, 84% of which is 

preventable with better access to and quality of prenatal, intrapartum and postpartum care 

and self-management of chronic diseases.2     In 2017–2019, approximately 20% of U.S. 

maternal deaths occur during pregnancy, 13% on the day of delivery, and 65% in the 

postpartum period. Of all postpartum deaths, 12% happen 1–6 days postpartum, 23% 

occur 1–6 weeks postpartum, and 30% during the remaining portion of the postpartum 

year.2 An analysis of 2007–2016 national data found that in the first week postpartum, 

severe bleeding, high blood pressure, and infection are the most common mortality 

causes, while cardiomyopathy is a main cause of later postpartum deaths.1  

 Researchers have highlighted that while the maternal mortality rate is elevated 

among all U.S. birthing people, Black American and American Indian mothers are at the 

highest risk of death in and after childbirth.3–8 A recent study of 2016–2017 data found 

that leading causes of maternal mortality among non-Hispanic Black American mothers 

was cardiovascular conditions (pre-eclampsia and cardiomyopathy), at rates five times 

higher than non-Hispanic white American mothers.9  Overall maternal mortality and the 
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racial and ethnic maternal mortality disparity have only worsened during the COVID-19 

pandemic.10  In 2021 during the COVID-19 pandemic, the U.S. had the highest maternal 

mortality rate in decades, at 45.5 per 100,000 births.11  Factors leading to this increase in 

maternal mortality are unclear but could include co-existing COVID-19 illness,12 health 

conditions exacerbated by COVID-19, strained social services, and care delivery 

distruption.10  

 

Maternal Mortality and Severe Maternal Morbidity in New York City 

In New York City (NYC) between 2011–2015, the number of pregnancy-

associated deaths was 273, with 115 determined to be pregnancy-related (directly caused 

by pregnancy). The pregnancy-related mortality ratio (PRMR) was 18.9 per 10,000 in 

2015.13 Except for in 2013, the pregnancy-related mortality ratio in NYC was higher than 

the national average from 2001–2015.13 The leading causes of pregnancy-related deaths 

in NYC from 2011 to 2015 were cardiovascular conditions (25.2%), embolism (21.7%), 

infection (13.0%), hemorrhage (12.2%) and pregnancy-induced hypertension (10.4%).13  

Causes of pregnancy-related deaths in the years following 2015 are consistent 

with the 2011–2015 analysis, but mental health problems (suicide, substance overdose) 

were re-categorized as pregnancy-related by New York City Department of Health and 

Mental Hygiene (NYC DOHMH) in 2018.  Mental health was a leading cause of the 

2018 and 2019 deaths (17% of deaths both years).14–16 Upcoming DOHMH analysis of 

2016–2021 data will provide a more reliable picture of drivers of NYC maternal 

mortality during those years.  
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Similar to the US as a whole, racial and ethnic inequities in maternal health 

outcomes exist in New York City.  From 2011–2015, the pregnancy-related mortality 

ratio was eight times higher for Black non-Latina/e birthing people than non-Latina/e 

white birthing people in NYC.13 Latina/e and Asian / Pacific Islander pregnancy-related 

mortality was twice that of non-Latina/e white birthing people during the same time 

period.13  There are similar trends in racial and ethnic inequities for NYC severe maternal 

morbidity (SMM), a composite of 21 indicators that represent either a serious diagnosis 

or complications of pregnancy, delivery, and post-delivery.17   

The leading indicators of SMM in NYC are aligned with the leading causes of 

pregnancy-related mortality: hemorrhage, hypertension, and embolism.18 For that reason, 

SMM is often considered a “near miss” event. Severe maternal morbidity has increased in 

NYC overall, with 195.4 per 10,000 births in 2008, 253.4 in 2010, 277.8 in 2014, and 

283.7 in 2017.18–20  In addition to racial and ethnic disparities, the severe maternal 

morbidity rate was highest in the lowest income zip codes in NYC, which include 

neighborhoods in Brooklyn, Bronx, and East Harlem in Manhattan.18 Of note, these lower 

income zip codes are supported by New York City Department of Health and Mental 

Hygiene District Public Health Offices (DPHOs), yet still face challenges, as reflected by 

these place-based disparities.18 In East Harlem, where Mount Sinai operates, severe 

maternal morbidity occurred in 327.9 per 10,000 births, compared with 141.1 in the 

neighboring high-income Upper East Side in 2013–2014.18  The reasons for race and 

place disparities in maternal health outcomes are complex, and recent studies have 

attributed them to a high burden of pre-existing chronic illness, structural racism, and 
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discrimination and racial bias in health care.18 Based on available data to date, in 2023 

the NYC DOHMH provided recommendations based on leading causes of maternal 

mortality among NYC Black and Latina/e mothers: cardiovascular conditions, mental 

health conditions, and hemorrhage, with some recommendations focused on addressing 

discrimination in health care settings.16 

A review of the most recent data regarding the burden of chronic conditions and 

psychosocial stressors among birthing people in New York City found that 15.3% were 

diagnosed with gestational diabetes and 13.4% with gestational hypertension; 27.5% 

experienced emotional distress in the 12 months before delivery; 48.9% experienced 

financial stress; and 6.4% experienced traumatic stress.21  These data highlight the 

importance of comprehensive approaches and supports to improve maternal health 

outcomes in New York City.  

 

Determinants of Severe Maternal Morbidity and Mortality  

Structural racism is a critical societal determinant of severe maternal morbidity 

and mortality in the U.S. and NYC. In the U.S., structural racism shapes environments 

and social and economic opportunities, especially for lower-income Black birthing 

people.22–23 On the community level, racist policies and institutions past and present, 

including redlining and residential segregation, policing and incarceration,24 have 

decreased economic opportunity for communities and families and limited health-

promoting resources such as housing quality and stability, food quality and security, 

transportation, safe and available physical activity spaces, and clean air and water.25 
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Along with material hardship, the chronic stress caused by covert and overt racism can 

also contribute to an allostatic load, or physiologic burden, that worsens health and leads 

to chronic conditions such as hypertension and diabetes, often with onset at younger 

ages.26–28 In NYC, research by Howell et al. (2016, 2020) also suggests that differences in 

care quality by hospital site contribute to racial and ethnic disparities in severe maternal 

morbidity in the city, meaning that health systems in lower income communities of color 

lack adequate funding, resources, or processes.17, 29–30 Lack of mental health services in 

these communities can also contribute to negative maternal health outcomes.31 

Individual determinants of maternal health, often shaped by the social 

determinants, include underlying chronic conditions such as hypertension, diabetes or 

heart disease. Birthing New Yorkers with these conditions were three times as likely to 

have SMM as women with no chronic conditions.18 Among NYC people with a 

pregnancy-related death, 59.0% had a pre-existing chronic condition.18 Much of the 

chronic condition burden is driven by the social determinants discussed above. Alcohol 

and substance use are other key individual determinants of maternal health, and use of 

alcohol and drugs increased during the COVID-19 pandemic.32 

Interpersonal determinants such as lack of social / partner / family support,33–35 

intimate partner violence,36 and interpersonal trauma,37 and implicit bias of health care 

providers,38 all have a negative effect on maternal health outcomes.  At the intersection of 

the interpersonal and institutional, discrimination and racism within health care are also 

driving poor maternal outcomes. Providers have been found to spend less time with 

African American patients,39 downplay complaints, and undertreat pain.40–41 High-profile 
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media case studies (Serena Williams) have highlighted how health care providers do not 

effectively listen to Black American pregnant, birthing, and postpartum people.42–43  

Quantitative studies have supported these individual experiences, where suboptimal 

communication and care are provided to Black American women even when controlled 

for other factors such as income.44–47 Qualitative studies provided further insight about 

birthing people and women’s perceived racial and ethnic discrimination during childbirth 

in NYC,48–50 with one study noting negative provider communication attributes 

(impersonal, judgmental) and negative provider experience (not listened to, preferences 

not respected).48  Another qualitative inquiry into birthing people’s experiences with 

severe maternal morbidity in NYC found that participants who experienced disrespectful 

care in the midst of a SMM event reported feeling traumatized physically and 

emotionally.49 The researchers also found that how providers interact with patients can 

profoundly impact experience and recovery from SMM, with participants preferring 

respectful engagement and a mutual respectful partnership with the provider.49  

The U.S. has an overall system of care that does not optimally support maternal 

health, particularly when patients have chronic conditions. Postpartum people especially 

fall through the cracks in the system,51 and preventable emergencies occur, such as 

hypertensive crisis, stroke, hemorrhage, ketoacidosis and worsening comorbid conditions. 

Few mothers with gestational diabetes return for the recommended postpartum glucose 

testing to make sure blood sugar has returned to normal.52–55 Low-income mothers in 

particular have low rates of receiving critical postpartum blood pressure checks, 

depression screenings, and other support.56–58 Using the example of postpartum women 
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with gestational diabetes (GDM), studies have described multiple system health care 

system-based barriers at every step of the maternal health journey that inhibit postpartum 

follow-up for GDM. They include lack of outreach and scheduling systems, competing 

priorities in the postpartum visit or simply not ordering the tests,55 and lack of connection 

between obstetrics and primary care.59–60 Postpartum people do not have adequate 

breastfeeding support, with disparities in breastfeeding initiation and maintenance by race 

and income.61  Evidence-based programs like the Special Supplemental Nutrition 

Program for Women, Infants, and Children (WIC) fill gaps in breastfeeding support, 

depression screening,62 social service referral, and nutrition education, but lack 

comprehensive chronic condition programming needed to prevent complications and 

maternal morbidity, which would include disease management education and an 

escalation process to the OB provider to address emerging risks. 

Other institutions that contribute to poor maternal outcomes include workplaces 

with discriminatory or unsupportive policies and practices towards pregnant and 

postpartum people  and new parents.63–64 This includes lack of accommodations for any 

pregnant person (for example lifting heavy weights),65 high risk pregnancies,66 or for 

breastfeeding.67 In addition to access to transportation and housing at the community 

level, the quality of these institutions also influence maternal health, including public 

transportation routes, cost, and seating,68 and housing amenities, cost, and available space 

(square footage).69–70  

Finally, policy, society, and cultural factors affect maternal health outcomes. 

Policies such as access to paid family leave and postpartum health insurance coverage, 
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ingested by political dynamics and priorities at local, state, and national levels, contribute 

to the health of mothers in the U.S.71–72  The Family Medical Leave Act (FMLA) has 

historically provided unpaid leave; therefore, inequities exist in terms of who can take 

advantage of the benefit, with many lower income women returning to work very soon 

after birth.73–74 Paid Family Leave, while passed into law by certain U.S. state 

legislatures, has yet to gain the bipartisan congressional support to be enacted on the 

national level.75  In terms of insurance coverage, states that have opted in to Medicaid 

expansion often allow longer postpartum coverage, leading to increased postpartum visit 

attendance76 and reduced postpartum hospitalizations.77 In addition, affordable childcare 

policies, while not yet widespread, could support maternal well-being78 and 

employment.79 Society norms and culture can also influence maternal health experience 

and outcomes.  Trust in women and their health care decisions can foster trust and 

maternal well-being, while stigma against mothers for their socioeconomic status,80 

health conditions,81–83 health beliefs, health practices, or obstetrical care decisions84 can 

create mistrust and maternal distress. 

 Finally, the global and local context of the COVID-19 pandemic was an important 

factor affecting maternal health.  All of the determinants of poor maternal health 

outcomes presented above were exacerbated by the pandemic. Structural inequities by 

race and income widened;10 individual factors such as someone’s chronic condition status 

were worsened if sick with COVID-19; institutions were strained under the demands of 

carrying out policies to protect patients, members, and staff; and political priorities 

shifted starkly in response to the economic and public health demands of the pandemic.  
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Data collection for this study took place during the COVID-19 pandemic (2020–2022), 

with the majority of interviews conducted in 2021. Therefore, the pandemic was a major 

factor in this research inquiry and related findings, as will be discussed further in future 

chapters. 

 

Maternal Perceived Barriers and Facilitators to Maternal Health Care and Self-Care 

 

Birthing people’s perceived barriers to maternal health care and self-care explored 

in the literature often focus on endpoints of breastfeeding and postpartum depression 

screening and care.85–90  Maternal perceptions of barriers to health care and self-care 

include policy-level issues such as lack of insurance coverage and paid leave,91 at the 

institutional / health systems-level such as poor care coordination and integration,91–92 

and at the interpersonal and individual levels such a psychosocial stressors and lack of 

support.33, 93 Another interpersonal factor that mothers perceive as a potential barrier or 

facilitator is whether they have a trusting relationship with their OB provider.94–95  

Maternal perceived barriers to a positive care experience for birthing people who 

had experienced a severe maternal morbidity (SMM) event included lack of continuity of 

care as well as poor communication and follow-up after the SMM event.49 Birthing 

people’s experience of bias and discrimination is another clear barrier to positive care 

experience and health care engagement. A 2021 study of maternal experience during the 

COVID-19 pandemic cited health care discrimination as a barrier to maternal well-being, 

with one or more discriminatory incidents associated with higher levels of postpartum 

stress and birth-related PTSD.95 
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Maternal perceived barriers to maternal self-care or health care engagement at the 

community level include stigma, especially among mothers with substance misuse,96–98  

overweight / obesity stigma,99 or mental health conditions.100–101 Lack of availability, 

access, or awareness about community resources (social services, community-based 

organizations, Women, Infants, and Children) can also affect maternal health self-

care.102–103 Maternal perceived community-level facilitators to maternal self-care and 

maternal health care engagement included resources such as doula programs104–105 and 

WIC.106 

 

Provider Perceived Barriers and Facilitators to Maternal Health Care and Self-Care 

Studies have been conducted that explore physician perceptions on barriers and 

facilitators to maternal health care and self-care are available in multiple country 

contexts.107–110 Similar to gaps in the maternal viewpoint, literature on U.S. provider 

perceptions of barriers and facilitators are mostly on depression care,111–112 

breastfeeding,113–115 and prenatal or postpartum care.57, 116–117 Health system- (lack of 

resources or organization), provider- (lack of expertise), and patient-level (lack of 

engagement) barriers are often named.59,108–111 One U.S. study on community health 

worker-perceived barriers and facilitators to engaging with maternal mental health 

services for low-income urban women identified factors previously described in the 

literature: mental health stigma, racial discrimination in the health care system, lack of 

social support and transportation, and competing demands of parenting / care-giving.118 

Very few studies look at provider perceptions of barriers and facilitators to 
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maternal self-care and self-management of chronic conditions. One study on provider 

perceived barriers and facilitators to diabetes care and self-care identified only barriers 

(and no facilitators) at all levels of the social ecological model, including overburdened 

clinics, low health literacy, and low patient motivation.116 

Facilitators not covered by the provider literature but important to center in this 

study are community assets that can mitigate social and economic stressors and improve 

outcomes, including the Special Supplemental Nutrition Program for Women, Infants, 

and Children (WIC),119 the Supplemental Nutrition Assistance Program (SNAP, formerly 

the Food Stamp Program),120 home visiting services,121 and community-based 

organizations.  Social network facilitators include family, friends, or professionals such 

as doulas, to provide social and emotional support.122–123 Social support specifically from 

doulas,124 peer support programs,125–126 and online social support127 are all documented 

facilitators of maternal health. Finally, there are individual facilitators that can support a 

healthy pregnancy, including a person’s coping mechanisms for managing stressors.128–

129 These and other community, interpersonal, and individual assets were explored in 

depth in this study, along with institutional (health care) assets.  

Due to the complexity of the problem, poor maternal health outcomes and 

maternal health disparities can and must be addressed from many angles, including on the 

policy, institutional, and community levels. One institutional-level approach is to 

improve health care quality and processes, such as with best practice maternal health 

safety “bundles” for training and supplies.130 Policy approaches include addressing social 

determinants of health and improving access to equitable health care, continuous health 



 

 

12 

 

insurance coverage, WIC, and paid family / sick leave. An additional area of intervention 

at both the community and institutional levels is to work on developing systems of care 

outside of but in conjunction with the hospital.131–132  Community health worker 

interventions are one such community-based system of care that can potentially improve 

maternal health through support of expectant people in their home communities.133–134   

 

Evidence for Community Health Worker Interventions for Maternal Morbidity and 

Mortality 

The community health worker, also known as health coach, peer mentor, or 

promotora/e de salud, are “frontline public health workers who are trusted members of 

and / or have an unusually close understanding of the community served.”135 Maternal 

health community health worker programs have improved outcomes for pre-eclampsia in 

India and Mozambique.136–138 While these countries face a different set of contributing 

factors for poor maternal outcomes, the studies in India and Mozambique highlight the 

function of community health workers as early detectors of risk and emerging 

complications through their trusted relationships and community presence and network. 

Many cases of postpartum near-miss or fatal hypertension and pre-eclampsia in the U.S. 

could benefit from this function. Social support provided by lay health workers or nurses 

also reduced cesarian section rates across studies in middle- and high- income 

countries.139  

In the U.S. and abroad, community health worker programs have improved 

prenatal and postpartum depression and stress, 140–143 breastfeeding practices,144–145 and 
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infant care.146–148 Community health workers / health coaches have improved weight and 

gestational blood sugar levels,148–149 and can improve the rate of postpartum follow-up, a 

critical action for maternal well-being.131,150–153 Finally, a few studies show promise that 

CHW interventions reduce maternal morbidity in the U.S.: a peer navigator pilot program 

in a New York health system reduced hospitalizations for pregnancy-related life 

threatening problems,154 a Philadelphia based CHW program for pregnant people with 

chronic conditions reduced prenatal inpatient admissions,155 and a home visiting program 

(by paraprofessionals or professionals) reduced pregnancy complications, maternal 

morbidity, and preterm birth among first-time mothers in Kentucky.156 The New York 

program focused on education, motivational coaching, addressing social determinants, 

and proactive linkage of patients to specialists for emerging risks, such as 

cardiomyopathy.154 The Philadelphia-based program focused on addressing social 

determinants and providing emotional support through the pregnancy and postpartum 

journey.155 The Kentucky-based program’s paraprofessionals focused on addressing 

social needs, problem solving, and skills building, while the quarterly visits with 

professionals provided education and referral to health screenings and care.156    

Community health worker (CHW) interventions have also shown promise for 

numerous public health problems outside of maternal morbidity and mortality in the U.S., 

particularly among people who have been historically marginalized and have a higher 

burden of chronic illness. CHWs with rigorous training and supervision de-escalate 

emergent health problems and improve health outcomes in low income adults with 

chronic conditions in the U.S..157–160  There is also a growing body of promising results 
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on the reduction in the cost of care from high quality CHW interventions.161–166  CHW 

interventions like these, that provide motivational and supportive health coaching, self-

management education, and early detection of risks, could be translated effectively to the 

maternal health context. Proposed mechanisms for success have been frequent check-

ins,157,159 a trusting relationship,159, 167 and escalation pathways when emerging or urgent 

issues arise.158 These interventions, while few in number, can serve as models and 

provide lessons learned for future intervention design, adoption, implementation, and 

sustainability.158–161,167 CHW systems can intervene on critical inflection points in terms 

of severe maternal morbidity and mortality: hypertension / pre-eclampsia, other 

cardiovascular conditions, hemorrhage, and complicating issues such as diabetes and 

depression. Since few CHW models in the U.S. exist to address these key contributing 

factors to maternal morbidity and mortality, a needs and assets assessment is needed to 

develop the content and structure of a maternal health community health worker program. 

 

Implementation, Adoption, and Sustainability Considerations for CHW Models in the 

U.S. 

While there have been general guidelines on the scope of practice and 

competencies for community health workers published by academic coalitions, such as 

the CHW Core Consensus (C3) project,168 other leaders have taken the next step to 

present a business case for CHW programs, with implementation and funding 

recommendations that include essential components of a CHW model, implementation, 

sustainability, and current opportunities for financing.169 
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Mehra et al. (2020) discuss considerations for building sustainable maternal 

health community health worker programs specifically, based on an evaluation of three 

such programs focused on pregnant, postpartum and reproductive age women with 

chronic conditions in Northeastern U.S. cities.170 The three main findings were the 

importance of: 1) CHW support from supervisors, providers, and peers; 2) relationships 

with health care systems and insurers; and, 3) adequate and continuous funding.170 Given 

this existing research, the current study will explore additional factors for successful 

adoption and operations for a maternal community health worker program, including role 

definition, team integration, and supervisory structure. 

 

Community Health Worker Maternal Health Guidelines 

Global 

Numerous global, federal, and state level policies to address maternal health guide 

the work of community health workers and lay professionals.171–172 The World Health 

Organization (WHO) recommends three home visits to postpartum women as standard of 

care to promote maternal health and safety,132 yet this standard is rarely met in the U.S 

due to fragmentation of the health care landscape and lack of community health 

infrastructure.173  

 

U.S. Federal 

From rigorous review of the evidence, the Centers for Disease Control and 

Prevention (CDC) recommended community health worker systems, particularly in the 
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area of chronic disease, by acting as a cultural intermediary between health system and 

community, providing culturally-relevant education, connecting people to community 

resources, capacity building of the individual, and advocacy within health care as 

needed.174–175  The CDC recommendations focus on management and early detection of 

risks from hypertension, diabetes and asthma, as well as cancer screening.175  

The U.S. House of Representatives Congressional Black Maternal Health Caucus 

reintroduced legislation in 2021 (Black Maternal Health Momnibus Act of 2021) that 

includes: critical investments in social determinants of health such as housing, 

transportation, and nutrition; funding to community-based organizations that are working 

to improve maternal health outcomes for African American women; diversification of the 

perinatal workforce; and promotion of payment models that support high quality 

maternity care and non-clinical perinatal support.176 This package of 13 bills was 

reintroduced to the Senate in May 2023.177–178 

 

New York State 

The New York State (NYS) Taskforce on Maternal Mortality and Disparate 

Racial Outcomes presented recommendations in March 2019 to reduce maternal deaths 

and improve outcomes of women and families of color in New York.179 They presented 

ten policy and program recommendations that address the societal, institutional, and 

individual levels of the social ecological model. The fifth recommendation is for the state 

to enhance and expand community health worker programs to address prenatal and 

postpartum morbidity and mortality and the ninth is to optimize postpartum care through 
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a statewide expert work group.179  The New York State Maternal and Infant Community 

Health Collaboratives (MICHC) Initiative aims to reduce maternal mortality and improve 

infant health outcomes through community health worker support, connection to 

resources, and education through local partner organizations.180 

While the 2019 Taskforce recommendations have not been updated since the 

COVID-19 pandemic, a follow-up report was posted by the Taskforce in January 2021, 

addressing the tenth recommendation: to convene a state-wide expert workgroup to 

optimize postpartum care in New York State.181 The report resulting from the state-wide 

postpartum workgroup presented four recommendations, most of which deal with 

payment and care delivery models. The second recommendation involves community 

health workers through establishment of maternal “Stress-Free Zones” by community-

based organizations, which link together resources such as doulas, community health 

workers, lactation support, and family support services.181 They also recommended a care 

coordinator (from the health system or payor) who provides ongoing assistance and 

support in the postpartum period to people who had high-risk or complicated 

pregnancies.181  

 

Current CHW Maternal Health Initiatives in New York City 

Maternal health initiatives in New York City are delivered through New York 

City Department of Health and Mental Hygiene (NYC DOHMH) and include severe 

maternal morbidity and mortality data surveillance and recommendation setting.13,18  The 

NYC Maternal Mortality Review Committee in 2023 issued eight recommendations on 
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the health system, health facility, and community / individual levels that focus on mental 

health, cardiac conditions, hemorrhage, and discrimination / racism.16   

In addition, NYC Mayor Eric Adams founded an initiative to reduce maternal and 

infant inequities through expansion of the Maternity Hospital Quality Improvement 

Network, doula workforce expansion, and research and public awareness raising about 

midwifery models of care in New York City.182–183 All were codified into city-wide 

legislation later in 2022.183 

The Nurse-Family Partnership (NFP) is an established evidence-based home 

visiting program for new NYC mothers. Originating in New York State and now scaled 

to 40 U.S. states, the NFP supports expectant and new mothers through the child’s second 

birthday.184 The New York NFP objectives are to 1) improve pregnancy outcomes 

through helping women engage in preventive care; 2) improve child health and 

development through helping parents provide competent care; and 3) improve the 

economic self-sufficiency of the family by helping first-time parents develop a vision for 

their future.185  The NFP only provides services to first-time mothers. 

WIC is another program available to low-income NYC prenatal and postpartum 

people that provides food, nutrition counseling, breastfeeding support, and referrals to 

other services.186 WIC in NYC supports mothers with chronic conditions187 and has been 

associated with improved birth outcomes and lower infant mortality,188 as well as 

improved breastfeeding rates.189–190 More research is needed on WIC’s effects on 

maternal outcomes.188,191 

The Northern Manhattan Perinatal Partnership is a valued community-based 
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organization in Upper Manhattan for prenatal, birthing, and postpartum people.192 A 

member of the New York State Maternal and Infant Community Health Collaboratives, 

the Northern Manhattan Perinatal Partnership is an excellent resource for education and 

support; however, their service catchment area is limited to certain neighborhoods.  

As it stands now, expert panels and authorities such as the NYS Taskforce and the 

WHO recommend CHW models, but difficulties with design and execution persist, 

usually due to problems with recruitment, training, and retention; lack of connection to 

clinical care; and poor technology and supervisory supports.  Incorporating the findings 

from this study, the research team seeks to build upon previous community health worker 

systems in NYC with strong technology enablement, supervision, training, connection to 

clinical care, and a high recruitment and retention rate.157–158, 160 

 

 

Current Research Fills Gaps in Knowledge and Evidence 

 

 Most maternal health needs and assets assessments focus on one particular aspect 

of maternal health (e.g., depression, breastfeeding, postpartum visit follow-up). There are 

also gaps in our understanding of barriers and facilitators to maternal self-care practices 

including self-management of chronic conditions, nutrition, stress reduction, and mental 

health strategies. Additionally, most studies exploring barriers and facilitators to 

engaging in maternal health care, researchers do not compare the perspectives of prenatal 

/ postpartum people and providers.  Finally, the literature focuses more on barriers and 

lacks robust study of facilitators to maternal self-care and health care engagement, 

especially from the provider perspective.  
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This dissertation looked at critical evidence-based drivers of both maternal self-care 

and health care engagement at nearly every level of the social ecological model, so that 

the understanding of barriers and facilitators is comprehensive. The study compared 

perspectives of prenatal and postpartum people and providers, to observe any differences 

in perceptions and to incorporate multiple stakeholder viewpoints. Finally, this study 

performed a deeper inquiry into the facilitators to engaging in self-care and health care, 

from both prenatal and postpartum people’s and provider’s perspectives. 

In addition, this study belongs to a group of studies carried out during the 

COVID-19 pandemic, and findings could inform near- and long-term program and policy 

efforts, including for future pandemics. Finally, while there have been some promising 

U.S. community health worker models that have improved maternal depression and 

stress, few have published results on the effects on maternal morbidity such as 

preeclampsia, other cardiovascular conditions, and hemorrhage. This dissertation 

research will contribute to development and evaluation of CHW model(s) aimed at 

reducing maternal morbidity and mortality.  

 

Relevance to Improving the Health of the Public  

 

This study aimed to generate findings that can lead to action on severe maternal 

morbidity and mortality in New York City. Research in this area to date has largely been 

descriptive, with a focus on defining the problem of maternal mortality and morbidity 

disparities, and its potential drivers and sequelae. This dissertation aims to make steps 

towards practice, through informing the development of a care system that extends 
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beyond the hospital to support and improve community maternal health. Stakeholder 

perspectives are critical both for understanding the problem and designing solutions that 

are relevant, effective, and sustainable. This dissertation gleans important perspectives 

from the target populations to ensure the right focus, messaging, and adoption strategy.  

Furthermore, this study contributes an understanding of the needs and experiences of 

birthing people and maternal health providers during the COVID-19 pandemic, with 

lessons for further public health research and action.   

The practice guide developed through this research will be a resource for U.S. 

health care and public health leaders to assess for and design a maternal health CHW 

layer of care at their sites of care. This could increase the feasibility of maternal CHW 

model adoption in health centers in other U.S. communities. Creating more evidence 

about CHW models will hopefully influence future policies at the state and national 

levels. For example, the New York State (NYS) Task Force to Reduce Maternal 

Mortality and Racial Disparities, strongly supporting CHW programs as a core strategy, 

could adopt the model in boroughs or counties with high levels of maternal morbidity and 

mortality.  Given the research gaps and potential contribution to public health, the goal 

and specific aims of the study are presented below. 

 

1.2 Study Purpose and Aims 

The primary goal of this study is to gain extensive stakeholder insights and 

recommendations to inform the design of a relevant and effective maternal community 

health worker program. A second and equally important goal is to generate a guide for 
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assessment and design of a maternal community health worker intervention to be 

implemented in similar U.S. communities. Specific aims for the study are as follows. 

 

Specific Aim 1: Describe barriers and facilitators to engaging in maternal self-care and 

maternal health care 

1A. Describe how prenatal and postpartum people perceive barriers and 

facilitators to maternal self-care and maternal health care engagement 

1B. Describe how maternal health professionals perceive barriers and facilitators 

to maternal self-care and maternal health care engagement 

1C. Describe how maternal health professionals perceive barriers and facilitators 

to care delivery 

This aim was approached via the four research questions presented in Chapter Two. The 

methods applied were literature review, followed by in-depth interviews with prenatal 

and postpartum people (1A) and 1B) and maternal health care professionals (1B and 1C) 

 

Specific Aim 2: Determine the most important components of a maternal CHW / health 

coaching program 

2A. Determine what supports would most ensure postpartum follow-up 

2B. Determine what is most needed for women with diabetes and hypertension, 

other chronic conditions, and complications 

2C. Describe the necessary workforce, training, management, and other 

organizational requirements for implementation and adoption of a maternal health 



 

 

23 

 

coaching program 

This aim was approached via the four research questions presented in Chapter Two. 

Methods applied were in-depth interviews with prenatal and postpartum people (2A and 

2B), and in-depth interviews with maternal health professionals (2C). 

 

Specific Aim 3: Translate findings from the study into a practice product 

3A. Develop a practice guide for the design of a maternal community health 

worker model 

3A-1. Describe the process of a successful needs assessment and 

intervention design for use by like communities, using the Intervention 

Mapping Framework and referring to this NYC study as a case study 

3A-2. Communicate lessons learned from the NYC case study and provide 

points of application of these lessons to other contexts 

This aim was approached through a synthesis of needs assessment findings, followed by 

detailed work plans and execution of the practice product.   

 The terms community health worker and health coach are used interchangeably 

throughout the rest of the dissertation. This dissertation uses the CHW as the primary 

term because it is more widely used in public health and health care settings. A CHW is a 

locally-hired trusted member of the community who works with individuals to improve 

their health and well-being.193 The practice of health coaching includes empowerment 

and motivational approaches focused on positive behavior change.194 This health 
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coaching function is included in how this dissertation views the community health worker 

role.   

  



 

 

25 

 

CHAPTER TWO: RESEARCH DESIGN AND METHODS 

 

 

The needs and assets assessment was conducted with focused research questions to 

explore the perspectives and insights from pregnant and postpartum people and maternal 

health care professionals.   

2.1 Research Questions  

Question 1. What are pregnant and postpartum people’s perceived facilitators and barriers 

to engaging in self-care and maternal healthcare? 

a. What are facilitators and barriers to engaging in maternal self-care and chronic 

condition self-management (where applicable)? 

b. What are facilitators and barriers to engaging in prenatal and postpartum health 

care? 

 

Question 2. What are maternal health professionals’ perceived facilitators and barriers to 

engaging in self-care and maternal healthcare? 

a. What are facilitators and barriers that providers perceive to maternal self-care and 

disease    self-management? 

b. What are facilitators and barriers that providers perceive to delivering optimal 

prenatal / postpartum care?  

i. What are the organizational and management barriers and facilitators to 

care delivery? 
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Question 3. What are pregnant / postpartum people and provider recommendations for 

the design and implementation of a maternal CHW / health coaching program? 

a. What do people and providers think are the most important components of a 

coaching program? 

b. What are their suggestions on key components of a maternal health coaching 

program? 

i. For postpartum follow up  

ii. For those with chronic conditions (hypertension and diabetes) 

c. What do providers think would be the workforce, management, and other 

institutional     requirements to implementing and sustaining a maternal health 

coaching program? 

 

Question 4. How has the COVID-19 pandemic affected the health care experiences of 

prenatal / postpartum people and maternal health professionals? 

a. How do prenatal and postpartum women describe their care experiences during 

the COVID-19 pandemic and how can this be applied to future contexts? 

b. How do maternal health professionals describe their experiences delivering care 

during the COVID-19 pandemic? 

 

Methods that will be employed for each research question are provided in Table 2-1. 
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As reflected in the research questions, the study collected data from the following 

categories of study participants whose perspectives are critical in designing solutions that 

are closely tailored to the target populations. The first category of study participants was 

prenatal and postpartum people: 

1) Prenatal people (second and third trimester) were interviewed about their 

experiences during their pregnancy; barriers and facilitators to optimal self-care 

and health care experience; and important components for a health coaching 

program for a supportive and optimally healthy pregnancy. 

2) Postpartum people (up to three months postpartum) were interviewed about their 

experiences since giving birth; barriers and facilitators to optimal self-care and 

health care experience; and important components for a health coaching program 

for a supportive and optimally healthy pregnancy and postpartum. 

 

The second category of study participants was maternal health professionals, which 

included any of the professionals listed below: 

3) Obstetricians, Certified Nurse Midwives, Nurse Practitioners, and Physician 

Assistants from Mount Sinai Obstetrics and Gynecology Ambulatory Practice 

were interviewed about barriers and facilitators to delivering optimal care, care 

outcomes, and care experience from a medical, organizational, and management 

perspective. 

4) Registered dieticians in the outpatient clinical setting who provide prenatal and 

postpartum care were interviewed about barriers and facilitators to optimal care, 
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Intervention Mapping (IM) is the overarching process and implementation 

framework for this dissertation.195–196 In order to design a novel CHW intervention to 

address maternal morbidity and mortality it is important to both understand the needs in 

the community as well as put measures in place to evaluate the process and impact of the 

intervention.  Intervention Mapping provides health program planners with a framework 

for effective decision-making during intervention planning, implementation, and 

evaluation. Intervention Mapping encompasses three essential components of 

intervention design: existing literature, theory, and research data (data on the target 

population and on the organizational factors in which the intervention will be 

implemented). Intervention Mapping uses the social ecological model to address barriers 

at all levels of the social ecological model – individual, interpersonal, institutional, 

community, and society / policy.  

Intervention Mapping is comprised of six steps, each of which has a variety of 

tasks necessary to complete the step and allow for an iterative process.  This dissertation 

focused on all steps including Step 1 (needs assessment), Step 2 (performance objective 

setting), and Steps 3–6 (intervention plan; adoption, implementation, and sustainability 

plan; and evaluation plan).195–196 Details on the six steps of Intervention Mapping195 are 

as follows: 

1) Conduct a needs assessment to understand the social, epidemiologic, political, and 

behavioral context of the community. 

2) Develop performance and change objectives, based on findings from the needs 

assessment, to guide the intervention development.  
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3) Select theory-based methods and develop practical strategies to address the 

performance and change objectives. 

4) Plan the intervention by weaving together the evidence, methods, and strategies 

into a feasible yet comprehensive intervention.  

5) Develop an adoption, implementation, and sustainability plan to ensure the 

intervention is used and maintained over time. 

6) Evaluate the intervention to determine the extent to which the performance and 

change objectives were addressed by the methods and strategies given the context 

of the community. 

 

The needs assessment research (Step 1) is guided by an adaptation of the social 

ecological model by Howell et al. (2018) and is grounded in a reproductive justice 

approach.197–198  The Howell maternal health social ecological model (previously only 

described but illustrated below) shows how barriers and facilitators exist at every level of 

the social ecological model as a birthing person moves through the pregnancy journey 

(Figure 2-1).197 The focus areas for the study are highlighted in yellow and encompass the 

prenatal and postpartum periods at the individual, interpersonal, institutional, and 

community levels.197 The red arrows represent barriers and the green arrows represent 

facilitators. 
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Figure 2-1. Maternal Health social ecological model (Howell et al., 2018)190  

 

 

Details on the barriers and facilitators to maternal health in this model, and based 

in the literature, are included in Table 2-3. The study will explore many of these potential 

barriers and facilitators at four levels (individual, interpersonal, institutional, and 

community).   
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Table 2-3. Examples of Barriers and Facilitators to Maternal Self-Care and 

Healthcare  

 

The study draws on organizing principles of reproductive justice by the Black 

Mamas Matter Alliance and Center for Reproductive Rights, that “every woman has the 

right to safe and respectful maternal health care.”198 Constructs regarding pregnancy and 

maternal care that will be explored in this research are the right to health, safety, respect, 

and non-discrimination.198 These constructs are included throughout Table 2-3 and are 

described in detail as follows: 
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Right to health: The right to health can best be described as the right to access to high 

quality health care, as well as the right to self-care that enables health. For example, a 

pregnant person has the tools and resources she needs to take care of herself (safe spaces 

to relax, nutritious food, opportunities for rest) and to engage with high quality health 

care (evidence-based treatment, excellent communication and partnership with health 

care team). 

 

Safety:  Safety includes experiences of autonomy as well as security. A birthing person 

must feel safe in their body, safe from complications from pregnancy / birth / postpartum, 

safe in the health care system, and safe at home. For example, a birthing person feels safe 

in the course of their birth process and treatment decisions. A postpartum woman feels 

safe in the health provider guidance she receives during her recovery period, and safe in 

her community to take walks with her baby. 

 

Respect:  Respect is when a person feels listened to and valued for who they are from 

health care providers, from their families, and from society at large. For example, a 

prenatal person feels respected, that their identity and culture are valued by her care 

providers. She feels her dignity is maintained throughout all decisions made during the 

pregnancy. 

 

Non-discrimination:  Connected to respect, non-discrimination is to feel free of any 

feelings of ill will or differential treatment because of race, ethnicity, language, gender, 
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income, sexual orientation, or gender identity. For example, a prenatal person 

experiences equitable, anti-racist maternal health care. 

 

These principles not only guide how we explore and describe prenatal and postpartum 

people’s experiences, but also frame what we hope to achieve through the coaching 

program we design. 

 

2.3 Sample (Recruitment, Sampling, and Participation) 

This study used qualitative methods including in-depth interviews to answer the 

research questions. In-depth semi-structured interviews were conducted with 32 prenatal 

or postpartum people and 15 maternal health professionals (50% and 70% of those 

contacted, respectively).  

Recruitment of pregnant and postpartum people took place at the Obstetrics and 

Gynecology Ambulatory Practice (OB/GYN Clinic) of Mount Sinai Hospital. Located in 

Upper Manhattan and serving nearby communities of East and Central Harlem as well as 

individuals from all boroughs, the practice sees over 1500 people for prenatal and 

postpartum care each year. The Practice provides comprehensive care for healthy patients 

and patients with at-risk pregnancies. The majority of patients are Black / African 

American (50%) and Latina/e (40%), followed by Asian / White/ Other (10%). The most 

common health insurance coverage for patients are Medicaid or Medicaid managed care. 
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 Inclusion criteria for the interviews with patients included: pregnant in 2nd/3rd 

trimester or postpartum up to 12 weeks; English or Spanish speaking. Exclusion criteria 

included: non-pregnant people; people past 12 weeks postpartum. The medical director 

screened for eligibility, recruited, and consented participants for the interviews. 

Purposive sampling was used to recruit prenatal and postpartum people. There 

was an attempt to have racial and ethnic representation proportional to the clinic 

population as a whole, and to balance the number of interviews between prenatal vs. 

postpartum women.  Sixty-three pregnant people were invited to participate and 54 

agreed to participate and were consented at point of care. Of those 54, 32 took part in 

interviews. The total sample of eligible birthing people for the interview in a year is 

1200, with approximately 100 eligible patients seen in the practice for second / third 

trimester prenatal or postpartum care in any given month.  

Twenty-one of the 32 women were prenatal. If a patient was interviewed in the 

prenatal period, participants were given the option of a second interview in the 

postpartum period. We estimated that 50% of prenatal participants would agree to and 

complete a second interview. Of the 21 prenatal participants asked, all agreed to a second 

interview in the postpartum period.  Six of the 21 prenatal participants (28%) completed 

the second interview, likely due to the demands of a new baby and other responsibilities. 

Nevertheless, this completion rate is not seen as a limitation, and any second interviews 

only strengthen the analysis.  The principal investigator recruited until saturation of 

themes was reached (at 38 interviews). Thirty women had their interviews in English and 

two preferred interviews in Spanish. 
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Recruitment of maternal health professionals took place at their place of 

employment, Obstetrics and Gynecology Ambulatory Practice (OB/GYN Clinic) of 

Mount Sinai Hospital. The clinic care teams are multi-disciplinary and include 

physicians, certified midwives, nurse practitioners, physician assistants, as well as social 

workers, registered nurses, and dietitians.  Physicians, both resident physicians and 

attending physicians, see patients for prenatal and postpartum care, as do certified nurse 

midwives, physician assistants, and nurse practitioners. Maternal Fetal Medicine 

physicians see the higher risk patients. Physicians and certified nurse midwives attend 

deliveries. Physician assistants may be present at a delivery that a physician is attending.  

Inclusion criteria for maternal health professionals included: current employment 

at Mount Sinai Obstetrics and Gynecology Ambulatory Practice as a doctor, certified 

nurse midwife, nurse, nurse practitioner, physician assistant, social worker, dietitian, or 

patient navigator. Exclusion criteria included any maternal health provider who does not 

see patients at an Ambulatory Practice location; any professional role other than doctor, 

nurse midwife, nurse, nurse practitioner, physician assistant, social worker, dietitian, or 

patient navigator. 

Purposive sampling was used, with an attempt to recruit professional roles 

proportional to the role breakdown of the total staff. Of the 21 maternal health 

professionals contacted, 15 completed an interview.  
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2.4 Data Collection  

Literature review  

 Coupled with content expertise and feedback from the research team, the literature 

helped define the problem, determine the conceptual frameworks for the study, and guide 

subsequent data collection and analysis approaches, including interview guide questions. 

            The literature review focused on peer-reviewed publications and grey literature 

such as policy documents and media articles. Literature was identified through PubMed, 

Google Scholar, and recommended publications from content experts. Search terms 

included: “community health worker maternal health”; “maternal community health 

worker”; “lay health workers maternal health”; “patient navigators maternal health”; 

“health coaches maternal”; “community health worker cost”; "barriers and facilitators 

maternal health”; “barriers and facilitators birthing person”; “barriers and facilitators 

maternal”; “barriers and facilitators provider”; “reproductive justice”; “maternal health 

disparities”; “racial discrimination maternal”; “postpartum follow up”; “postpartum visit 

attendance”; “postpartum glucose testing”; postpartum follow up hypertension”; 

“postpartum diabetes”; “postpartum blood pressure”; “postpartum care”; “postpartum 

glucose intervention”; “postpartum hypertension intervention”; “postpartum health 

policy”; “postpartum community health workers”; “postpartum glucose community 

health workers”; “postpartum blood pressure community health workers”; “postpartum 

hypertension community health workers”; “postpartum depression”; anxiety adverse 

child experiences (ACEs); “maternal mortality”; and “maternal morbidity.” Literature 

was summarized and organized by level of the Howell et al. (2018)-adapted social 
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ecological model.197 

 

Prenatal / Postpartum People Interview Guide Construction 

Interviews with pregnant and postpartum people explored research questions #1 

(maternal perceived facilitators and barriers to maternal self-care and engagement with 

health care), #3 (recommendations for a maternal health coaching program), and #4 

(COVID-19 experience), and covered the following topics: identified resource needs and 

assets; interpersonal and social support; experiences with care including possible 

discrimination; preferred components of a CHW / health coaching program; thoughts on 

ensuring postpartum follow-up; and chronic condition self-management.  

The instrument is comprised of open-ended and closed-ended questions in an 

interview guide (Appendix A). Responses to the closed-ended questions provided some 

quantitative data to describe the study population and characterize the qualitative 

findings. The closed-ended questions, interspersed throughout the guide, were used for 

topics where quantitative data points are helpful such as basic demographics, perceptions 

of stress,199 mental health state,200–202 social support,199 resources used, and recommended 

program components. Maternal health-specific closed-ended questions were taken from 

the Pregnancy Risk Assessment Monitoring System (PRAMS)199 and wording of some of 

the interview probes were from Listening to Mothers CA.203  

The interview guide was developed based on themes in the literature on the 

barriers and facilitators to maternal self-care and engagement in health care, as well as 

through informal interviews and work sessions with content experts on our research team, 
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including Jamillah Hoy-Rosas and Dr. Omara Afzal, as well as professors on the 

dissertation committee (Appendix A). The interview guide was pretested by conducting 

full interviews with two eligible people, and then revising the guide based on their 

feedback. Initial observations and themes from the pretest interviews included isolation 

and decreased social support during the pandemic, mental health needs, delivery trauma, 

and concerns about hypertension or prenatal complications. The interviews informed 

revision of the interview guide to contain more specific wording, for example, asking 

interviewees to refer to their most recent pregnancy only. 

 

Maternal Health Professional Interview Guide and Survey Construction 

The maternal health professional interview addressed research questions #2 

(maternal health professional perceived facilitators and barriers to maternal self-care and 

health care engagement), #3 (recommendations for maternal health coaching program 

components), and #4 (COVID-19 care delivery experience). The interview also asked 

maternal health professionals about their thoughts on improving postpartum follow-up 

and chronic condition self-management, institutional barriers and facilitators to 

developing a maternal health coaching program in the NYC context and Mount Sinai 

system, and recommendations for program adoption, implementation, and sustainability. 

The interview guide was developed based on barriers and facilitators to maternal self-care 

and engagement in health care found in the literature. The guide was also informed by 

through informal interviews and work sessions with content experts on our research team, 

including Dr. Omara Afzal, as well as professors on the dissertation committee 
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(Appendix B).   

 

Pregnant / Postpartum People Interview Administration 

All interviews were conducted by two trained members of the study team via 

Zoom (participants dialed in to Zoom by phone to lessen potential technology 

barriers).204 English-speaking interviews were conducted by Co-Investigator Jamillah 

Hoy-Rosas, and research team member Leny Rivera for Spanish-speaking participants. 

Co-Investigator Brett Ives listened and took notes but was not heard or seen by the 

participant once the interview had started. 

The interview guide had five questions, with multiple prompts for each. The 

interviewer took brief notes to help guide her in the interviewing process and highlight 

points of importance. I took more in-depth notes during the interview that contributed to 

the memoing process. I also logged answers to any closed-ended questions. At the end of 

the interview, the interviewer performed member checking, in which she summarized the 

main findings to obtain the participant’s perspectives of our understanding.  

Memoing took place throughout data collection and analysis to track development 

of ideas, make notes on the methodology used, and identify major themes through the 

process.  Upon completion of each interview, the interviewer and I created memos that 

documented our observations, any trends, and conceptual understanding, all of which 

contributed to the later data analysis process.  

 Training of interviewers took place over five sessions with application (role play 

and other practice) in between. The training covered research ethics, background on 
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qualitative research methods, and interviewing techniques. The training curriculum 

(Appendix C) further details the learning objectives, content, and skills building for each 

interview training session. Both interviewers had years of experience working with 

people from the same communities as the study participants.  

 

Provider Interview Administration 

 

 Interviews were conducted with maternal health providers via Zoom (participants 

dialed into Zoom by phone).204 Principal Investigator Dr. Afzal facilitated introductions 

to the providers. Informed consent occurred verbally by phone at the start of the 

interview. I conducted the provider interviews and a memoing process at the end of each 

interview, in which I documented any observations or early themes noted. Co-

Investigator Ives formally processed observations with Co-Investigator Hoy-Rosas after 

every few interviews. 

 

2.5 Analysis 

Coding of Interviews with Prenatal and Postpartum People and Maternal Health 

Professionals 

The interviews with prenatal and postpartum people were transcribed via Rev205 

for English interviews and Happy Scribe for Spanish interviews.206 The Spanish-speaking 

interviewer verified Spanish transcription. Thematic analysis of the interview data was 

performed.207 Once data were collected, the research analyst and I underwent a thorough 

review of the audio recordings and transcripts over several weeks. The Howell et al. 
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social ecological model197 and Reproductive Justice198 guided development of initial 

coding frameworks.  With the input of the interviewers and review of transcripts by me 

and the research analyst, we developed the codebook and then tested and refined it 

through many rounds of coding of randomly selected transcripts using Microsoft Word208 

and later with NVivo Release 1.209  Once the codebook was final, the research analyst 

and I coded all prenatal and postpartum transcripts in the dataset using NVivo Release 

1.209 Deductive (structural) coding was used based on the constructs in the conceptual 

frameworks and the four subject areas posed by the research questions.210 Inductive 

coding was used as well, to capture new codes and concepts.207 Inter-rater reliability of 

the prenatal and postpartum interviews was calculated during the coding process using 

NVivo Release 1,209 to enable formal discussion and improve conceptual alignment 

between coders.  

The maternal health professional interviews were transcribed via Rev205 and 

coded directly after the coding of the prenatal and postpartum interviews. The research 

analyst and I coded a selection of provider interviews in NVivo Release 1,209 and refined 

the codebook multiple times in an iterative process. Once the codebook was final, I 

proceeded to code the rest of the provider dataset in NVivo Release 1.209 The women’s 

and provider’s recommendations for components of the coaching program were 

qualitatively compared.  

Coded transcript text was then aggregated into patterns of meaning through 

formation of categories using pattern coding.203 From these categories, the research team 

developed themes through many work sessions using a visual matrix207 in Miro.211 A 
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summary of the coding process for this study was as follows:  

1. Manage and organize data 

a. Prepare file system and database 

b. Create long-term file storage plan  

2. Once all interviews are completed, transcribe, print and also upload into NVivo 

3. Read and memo emergent ideas (carried over from data collection) 

a. Read transcripts several times 

b. Review field notes 

c. Continue memoing 

d. Select key text 

e. Naming of initial codes 

f. Identify codes 

g. Create finalized codebook with parent, child, and grandchild codes 

h. Test and refine codebook through coding a large selection of transcripts 

4. Code text and develop categories 

a. Assign codes to units of text on all transcripts 

b. Group codes into categories 

c. From the categories, identify themes, patterns, and relationships between 

themes. Compared themes across transcripts. 

5. Theme development and data displays 

a. Create matrix that conceptualizes findings, shows themes with supporting 

codes and quotes, and shows relationships between themes. 
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Calculation of Demographic and Survey Data 

Responses to questions on demographics, mental health status, and coaching 

program preferences were calculated as sums, means, or percentages in Excel212 to 

describe the sample. Likert scale questions were examined using proportions and 

continuous variables were examined using means. Statistical tests were not conducted 

due to small sample sizes.   

 

2.6 Human Subjects Protection and Conflict of Interest  

This study was approved by the Mount Sinai Icahn School of Medicine IRB and 

has exemption category 2 status by BUMC / BMC IRB. The informed consent process 

occurred at the point of care by research team member Dr. Afzal. The interviewers, Ms. 

Hoy-Rosas and Ms. Rivera, also provided a thorough review of informed consent 

principles and details related to the study before the start of all interviews with each 

prenatal and postpartum participant. The provider interview included a verbal consent 

process that took place at the start of each interview. A $50 gift card was provided to 

interview participants to compensate for their time. 

The investigators for this study had no conflicts of interest regarding this study nor the 

subsequent intervention.  

 

Funding Support 

The larger Maternal Health Matters study, including the dissertation, was funded 

by Robert Wood Johnson Clinical Scholars. The dissertation was also supported by a 
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Boston University School of Public Health MCH Center of Excellence doctoral award. 

 

2.7 Dissemination of Findings 

Academic Products: Manuscripts for Publication 

 

The team plans on three academic products resulting from this dissertation: 

 

1. A manuscript for publication summarizing the needs / assets assessment methods 

and results (Chapter 3). The unique contributions to the field are: comparing 

intervention preferences of prenatal / postpartum people and maternal health 

providers who are part of the same care site / system; and advancing a conceptual 

framework that visually depicts Howell et al.’s (2018)141 maternal health social 

ecological model and integrates reproductive justice principles. 

2. A manuscript for publication summarizing results related to experiences of 

prenatal and postpartum people and providers in the COVID-19 pandemic context 

and care delivery implications for the future (Chapter 4). 

3. A practice guide for publication that describes the process of assessing for and 

developing a maternal CHW program using the Intervention Mapping 

framework.139 The brief will present this NYC-based study as a case study on 

needs assessment, intervention design, and adoption, implementation, and 

sustainability planning (Chapter 5). 
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Practice-Based Product: Practice Guide for Intervention Design  

 

The practice guide (Chapter 5) used the Implementation Mapping139 framework to 

provide health care leaders with the essential steps for designing a maternal health CHW / 

health coaching intervention. The guide is structured by the six Intervention Mapping 

steps and presents this Maternal Health Matters study as a case study with lessons 

learned, practice recommendations, and applications to other contexts.  

 

 

2.8 Structure of Subsequent Chapters 

The subsequent chapters are three separate manuscripts for submission for 

publication.  Chapter 3 reports the results from the needs and assets assessment (Research 

Questions 1–3). Chapter 4 reports the COVID-19 context results from the needs and 

assets assessment (Research Question 4). Chapter 5 is the practice guide for U.S. health 

care and public health leaders designing a maternal CHW intervention in their local 

communities.  
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Redesign to Reduce Disparities in High Risk Postpartum Care.” Maternal and Child 

Health Journal 21, no. 3 (March 2017): 432–38. https://doi.org/10.1007/s10995-

016-2221-8. 

132. World Health Organization. Recommendations on Postnatal Care of the Mother and 

Newborn. WHO 2014. Available from: 

http://apps.who.int/iris/bitstream/10665/97603/1/9789241506649eng.pdf 

133. Bakst, Carol, Moore, Jennifer, George, Karen, Shea, Karen. Community-Based 

Maternal Support Services: the Role of Doulas and Community Health Workers. 



 

 

63 

 

Institute for Medicaid Innovation. May 2020. 

https://www.medicaidinnovation.org/_images/content/2020-IMI-

Community_Based_Maternal_Support_Services-Report.pdf 

134.  VanderZanden A,et al. What does Community-Oriented Primary Care Look Like? 

Lessons from Costa Rica. Commonwealth Fund. Mar 2021. 

https://doi.org/10.26099/ehbv-g283 

135. APHA. Support for Community Health Workers to Increase Health Access and 

Reduce Health Inequities. November 2009. Available from: 

https://www.apha.org/policies-and-advocacy/public-health-policy-

statements/policy-database/2014/07/09/14/19/support-for-community-health-

workers-to-increase-health-access-and-to-reduce-health-inequities 

136. Charanthimath, Umesh, Marianne Vidler, Geetanjali Katageri, Umesh Ramadurg, 

Chandrashekhar Karadiguddi, Avinash Kavi, Anjali Joshi, et al. “The Feasibility of 

Task-Sharing the Identification, Emergency Treatment, and Referral for Women 

with Pre-Eclampsia by Community Health Workers in India.” Reproductive Health 

15, no. Suppl 1 (June 22, 2018): 101. https://doi.org/10.1186/s12978-018-0532-5. 

137. Ramadurg, Umesh, Marianne Vidler, Umesh Charanthimath, Geetanjali Katageri, 

Mrutyunjaya Bellad, Ashalata Mallapur, Shivaprasad Goudar, et al. “Community 

Health Worker Knowledge and Management of Pre-Eclampsia in Rural Karnataka 

State, India.” Reproductive Health 13, no. Suppl 2 (September 30, 2016): 113. 

https://doi.org/10.1186/s12978-016-0219-8. 

138. The CLIP Working Group, Salésio Macuácua, Raquel Catalão, Sumedha Sharma, 

Anifa Valá, Marianne Vidler, Eusébio Macete, et al. “Policy Review on the 

Management of Pre-Eclampsia and Eclampsia by Community Health Workers in 

Mozambique.” Human Resources for Health 17, no. 1 (December 2019): 15. 

https://doi.org/10.1186/s12960-019-0353-9. 

139. Hodnett, Ellen D, and Suzanne Fredericks. “Support during Pregnancy for Women 

at Increased Risk of Low Birthweight Babies.” In Cochrane Database of Systematic 

Reviews, edited by The Cochrane Collaboration, CD000198. Chichester, UK: John 

Wiley & Sons, Ltd, 2003. https://doi.org/10.1002/14651858.CD000198. 

140. Chowdhary, Neerja, Siham Sikander, Najia Atif, Neha Singh, Ikhlaq Ahmad, 

Daniela C. Fuhr, Atif Rahman, and Vikram Patel. “The Content and Delivery of 

Psychological Interventions for Perinatal Depression by Non-Specialist Health 

Workers in Low and Middle Income Countries: A Systematic Review.” Best 

Practice & Research. Clinical Obstetrics & Gynaecology 28, no. 1 (January 2014): 

113–33. https://doi.org/10.1016/j.bpobgyn.2013.08.013. 



 

 

64 

 

141. Mundorf, Christopher, Arti Shankar, Tracy Moran, Sherry Heller, Anna Hassan, 

Emily Harville, and Maureen Lichtveld. “Reducing the Risk of Postpartum 

Depression in a Low-Income Community Through a Community Health Worker 

Intervention.” Maternal and Child Health Journal 22, no. 4 (April 2018): 520–28. 

https://doi.org/10.1007/s10995-017-2419-4. 

142. Roman, Lee Anne, Joseph C. Gardiner, Judith K. Lindsay, Joseph S. Moore, Zhehui 

Luo, Lawrence J. Baer, John H. Goddeeris, et al. “Alleviating Perinatal Depressive 

Symptoms and Stress: A Nurse-Community Health Worker Randomized Trial.” 

Archives of Women’s Mental Health 12, no. 6 (December 2009): 379–91. 

https://doi.org/10.1007/s00737-009-0083-4. 

143. Roman, Lee Anne, Jennifer E. Raffo, and Cristian I. Meghea. “Maternal Perceptions 

of Help From Home Visits by Nurse–Community Health Worker Teams.” 

American Journal of Public Health 102, no. 4 (April 2012): 643–45. 

https://doi.org/10.2105/AJPH.2011.300455. 

144. Furman, Lydia M., and Catherine Dickinson. “Community Health Workers: 

Collaborating to Support Breastfeeding among High-Risk Inner-City Mothers.” 

Breastfeeding Medicine: The Official Journal of the Academy of Breastfeeding 

Medicine 8, no. 1 (February 2013): 73–78. https://doi.org/10.1089/bfm.2012.0027. 

145. Mannan, I., S. M. Rahman, A. Sania, H. R. Seraji, S. E. Arifeen, P. J. Winch, G. L. 

Darmstadt, A. Baqui, and Bangladesh Projahnmo Study Group. “Can Early 

Postpartum Home Visits by Trained Community Health Workers Improve 

Breastfeeding of Newborns?” Journal of Perinatology: Official Journal of the 

California Perinatal Association 28, no. 9 (September 2008): 632–40. 

https://doi.org/10.1038/jp.2008.64. 

146. Popo, Emma, Sara Kenyon, Sophie-Anna Dann, Christine MacArthur, and 

Jacqueline Blissett. “Effects of Lay Support for Pregnant Women with Social Risk 

Factors on Infant Development and Maternal Psychological Health at 12 Months 

Postpartum.” Edited by Jacobus P. van Wouwe. PLOS ONE 12, no. 8 (August 28, 

2017): e0182544. https://doi.org/10.1371/journal.pone.0182544. 

147. Lutenbacher, Melanie, Tonya Elkins, Mary S. Dietrich, and Anais Riggs. “The 

Efficacy of Using Peer Mentors to Improve Maternal and Infant Health Outcomes 

in Hispanic Families: Findings from a Randomized Clinical Trial.” Maternal and 

Child Health Journal 22, no. S1 (October 2018): 92–104. 

https://doi.org/10.1007/s10995-018-2532-z. 

148. Elkins, Tonya, Maria Del Pilar Aguinaga, Caitlin Clinton-Selin, Barbara Clinton, 

and Gerald Gotterer. “The Maternal Infant Health Outreach Worker Program in 

Low-Income Families.” Journal of Health Care for the Poor and Underserved 24, 

no. 3 (August 2013): 995–1001. https://doi.org/10.1353/hpu.2013.0143. 



 

 

65 

 

149. Philis-Tsimikas, Athena, Addie L. Fortmann, Sapna Dharkar-Surber, Johanna A. 

Euyoque, Monica Ruiz, James Schultz, and Linda C. Gallo. “Dulce Mothers: An 

Intervention to Reduce Diabetes and Cardiovascular Risk in Latinas after 

Gestational Diabetes.” Translational Behavioral Medicine 4, no. 1 (March 2014): 

18–25. https://doi.org/10.1007/s13142-014-0253-4. 

150. Kenyon, Sara, Kate Jolly, Karla Hemming, Lucy Hope, Jackie Blissett, Sophie-Anna 

Dann, Richard Lilford, and Christine MacArthur. “Lay Support for Pregnant 

Women with Social Risk: A Randomised Controlled Trial.” BMJ Open 6, no. 3 

(March 2016): e009203. https://doi.org/10.1136/bmjopen-2015-009203. 

151. Howell, Elizabeth A., Amy Balbierz, Susan Beane, Rashi Kumar, Tom Wang, 
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Abstract 

Background: Rates of maternal mortality and severe maternal morbidity are higher in 

New York City (NYC) than nationally, with Black birthing people experiencing the worst 

maternal outcomes, followed by Latina/e and Asian / Pacific Islander birthing people. 

Community health worker models hold promise as one of many solutions needed to 

address the maternal health crisis in NYC. More research is needed on how to design a 

CHW model for maternal health and tailor it to local NYC contexts. 

 

Objectives: The goals of this study were to understand barriers and facilitators to 

maternal self-care and engaging in maternal health care. The study also sought to 

document the key components to include in a maternal health community health worker 

(CHW) program.  
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Methods: In this qualitative study, in-depth interviews were conducted with a racially and 

ethnically diverse sample of prenatal and postpartum people (N=38) from a large 

teaching hospital in Upper Manhattan, New York City. In-depth interviews were also 

conducted with a cross-section of maternal health professionals delivering maternal 

health care at the same site (N=15). Interviews took place November 2020 and August 

2022. Data were analyzed using thematic analysis. 

 

Results: Participants highlighted a range of barriers (social determinants, delayed or no 

resource introduction, lack of care continuity, concerns of racial/ethnic discrimination in 

health care) and facilitators (advice from family, friends, providers, and through social 

media, positive coping, trusting relationships with health care providers). Prenatal and 

postpartum people recommended instrumental (transportation, childcare) and emotional 

support, and reported an interest in the CHW as a trusted person for their pregnancy and 

postpartum period.  Providers prioritized skills building (childbirth education, 

breastfeeding support, chronic condition self-management), and reported that a CHW 

would be particularly helpful for patients with chronic conditions and high-risk 

pregnancies. To ensure successful program adoption, implementation, and sustainability, 

providers recommended early staff and patient buy-in, strong supervisory structure, clear 

definition of the CHW role, and external seed funding before program launch. 

 

Conclusions: In-depth stakeholder input is critical to understand barriers and facilitators 

faced by pregnant and postpartum people and to design a stakeholder-informed, 
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evidence-based maternal CHW model. The findings can be used as lessons learned for 

similar health systems and communities that seek to build this layer of care. 

 

Key Words: community health worker, health coaching, maternal health, barriers and 

facilitators, severe maternal morbidity, maternal mortality, racial and ethnic disparities  

 

3.1 Introduction and Objectives 

Maternal mortality in the United States is higher than all other high-income 

countries,1 84% of which is preventable with better access to and quality of prenatal, 

intrapartum and postpartum care and self-management of chronic diseases.2  While the 

maternal mortality rate is elevated among all U.S. birthing people, Black American and 

American Indian mothers are at the highest risk of death in and after childbirth.3 In New 

York City, similar to the U.S. as a whole, African American birthing people experience 

worse maternal health outcomes, followed by Native American and Latina/e birthing 

people.3,4 Racial and ethnic disparities have widened further on a national level during the 

COVID-19 pandemic.5  

Another key measure of maternal health is severe maternal morbidity (SMM), a 

composite of 21 indicators that represent either a serious diagnosis or complications of 

pregnancy, delivery, and post-delivery.6 The severe maternal morbidity rate for non-

Latina/e Black birthing people in NYC was three times that of non-Latina/e white 

birthing people, and SMM was also highest in the lowest income zip codes in NYC.4 In 

Harlem, severe maternal morbidity occurred in 236.2 per 10,000 births, compared with 
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125.9 in the neighboring Upper East Side.4 Drivers of race- and place-based disparities in 

maternal mortality and severe maternal morbidity are complex and include social 

determinants and discriminatory policies,7–9 as well as racial bias within health care 

systems.10–11  

The social determinants of maternal health that have been widely reported in the 

literature as barriers or facilitators to maternal self-care and maternal health care 

engagement include access to transportation, affordable childcare, employment, healthy 

food, and high quality health care.12–13 Among prenatal and postpartum people with 

social and economic vulnerability, key community assets can mitigate stressors and 

improve outcomes, including WIC,14 SNAP (food stamps),15 and visiting nurses.16 

Institutional factors include quality of health care, including the presence or absence of 

discrimination,17–18 the quality of care delivery systems,19 as well as workplace policies 

and practices.20 Critical interpersonal barriers or facilitators include family, friends, and / 

or professionals to withhold or provide needed social and emotional support.21–22 Finally, 

there are individual assets that can support a healthy pregnancy journey, including a 

person’s coping mechanisms to manage stress,23–24 while individual-level barriers include 

emotional trauma(s)25–26 or mental health challenges.27–28  These community, 

institutional, interpersonal, and individual assets were explored in this study. 

Maternal community health worker interventions have been found to improve key 

health outcomes for prenatal and postpartum people, 29–38 including improving 

postpartum visit attendance,30–31 depression rates,32 and maternal morbidity.33–38 
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Community health workers also improve health outcomes and reduce the cost of care in 

many U.S. adults with chronic conditions such as diabetes and high blood pressure.39–48  

This objective of this study was to understand the factors that challenge and 

support prenatal and postpartum people in their self-care and engagement in health care. 

The study also sought to understand the most important components to include in a 

maternal health coaching program. The study findings will inform the development of a 

theory- and evidence-based maternal community health worker (CHW) / health coaching 

intervention in Upper Manhattan, New York City.   

 

3.2 Methods 

Conceptual Framework 

The needs and assets assessment was guided by an adaptation of the maternal 

health social ecological model by Howell et al. (2018) and was grounded in a 

reproductive justice approach.49–50   The Howell model describes how barriers and 

facilitators exist at every level of the social ecological model as a person navigates the 

prenatal to postpartum periods.49 The organizing principles of reproductive justice, 

advanced by the Black Mamas Matter Alliance and Center for Reproductive Rights, are 

derived from the belief that “every woman has the right to safe and respectful maternal 

health care.”50 Constructs regarding maternal care that were explored in this research are 

the rights to health, safety, respect, and non-discrimination.50 The Intervention Mapping 

framework aided the team in applying findings to the intervention design process.51–52   
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Human Subjects Protection 

The study was approved by the Program for the Protection of Human Subjects at 

the Mount Sinai School of Medicine (HS#: 19-00183) and exemption category 2 status 

by Boston Medical Center / Boston University Medical Campus IRB.  

 

Data Collection and Analysis 

Methods included a review of the literature and in-depth interviews with prenatal 

or postpartum people and with maternal health professionals. Eligibility criteria for the 

interviews with prenatal / postpartum people included: pregnant in 2nd/3rd trimester or 

postpartum up to 12 weeks; English or Spanish speaking. Eligibility for the maternal 

health professional interviews included current employment at the study site as a doctor, 

certified nurse midwife, registered nurse, nurse practitioner, physician assistant, social 

worker, dietitian, or patient navigator.  “Provider” in this paper is defined as doctor, nurse 

midwife, nurse practitioner, or physician assistant. 

We used purposive sampling to recruit prenatal and postpartum people for 

interviews between November 2020 and August 2022 at an ambulatory obstetrics and 

gynecology practice at an academic medical center in Upper Manhattan. The principal 

investigator contacted eligible prenatal and postpartum people and maternal health 

professionals at the point of care, briefly discussed the study, and conducted informed 

consent with anyone who was interested. Prenatal and postpartum people provided 

written consent. Maternal health professionals gave verbal consent as written consent was 

waived by the IRB.  Participants were assigned to an English speaking or Spanish 
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speaking interviewer depending on their preferences. All interviews were conducted via 

Zoom (participants dialed in to Zoom by phone).53 Both interviewers were intensively 

trained in and used qualitative interviewing techniques, including active listening and 

probing / prompting.54 A $50 gift card was provided for their time. 

The prenatal / postpartum participant interview guide included open-ended 

questions along with some closed-ended multiple choice items. Closed-ended questions 

included depression and anxiety scales,55–58 pregnancy stress measure,59 social support 

measure,59 resources used, and demographics. Maternal health-specific questions were 

taken from Pregnancy Risk Assessment Monitoring System,59 and wording for some of 

the interview probes were from the Listening to Mothers survey.60 The maternal health 

professionals were also interviewed with an open- and closed-question interview guide. 

Both groups of participants were asked about barriers and facilitators to self-care, barriers 

and facilitators to engaging in health care, and preferred components of a maternal health 

CHW / coaching program. The maternal health professionals were also asked about how 

to best ensure adoption, implementation, and sustainability of a maternal health CHW / 

coaching program at their practice. 

Memoing for analytical observations or emerging trends took place after each 

interview. Interviews were audio recorded and then transcribed via Rev (English 

interviews)61 and Happy Scribe (Spanish interviews).62 The Spanish-speaking research 

team member (interviewer) verified Spanish transcription. Thematic analysis of the data 

sets was performed.63 The prenatal and postpartum people data were coded using parent, 

child, and grandchild codes by two coders in NVivo Release 1,64 and inter-rater reliability 
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was calculated during the coding process using NVivo Release 1, to ensure strong 

conceptual alignment between coders. Disagreements on codes were discussed and 

resolved. The codebook from the prenatal / postpartum dataset was tested and refined to 

code the maternal health professional interviews. Two authors, different than the 

interviewers, coded a selection of manuscripts, discussed their coding, and revised the 

codebook. Then one author coded the remainder of the maternal health professional 

interviews. These two authors reviewed the coded data and developed categories and 

themes, and a third author (the primary interviewer) reviewed, discussed, and refined 

preliminary themes. The preliminary themes were mapped to a matrix, similar to a coding 

tree, and then refined through multiple review iterations among team members.63 For the 

closed-ended demographic, health status, and preferences measures, the team calculated 

descriptive statistics such as sums, means, or percentages.  

 

Study Sample 

Sixty-three pregnant or postpartum people were approached and 54 agreed to 

participate and were consented at point of care. Of those 54, 32 prenatal or postpartum 

people completed an interview.  Of the 21 who were prenatal, six completed a second 

interview in the postpartum period. Thirty women had their interviews in English and two 

preferred interviews in Spanish. Twenty-one maternal health professionals expressed 

interest in participating and of those, fifteen were interviewed, all in English. 
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Demographics and Resources Used 

Participants were between 20 weeks’ gestation and six months postpartum. 

Twenty-one were prenatal and eleven were postpartum (the team conducted 21 prenatal 

interviews and 17 postpartum interviews). The majority of people were in the age range 

of 21–30 (56%) (Table 3-1).  Participants self-identified as Black / African American 

(34%), other (43%), or white (16%). Overall, 66% identified as Latina/e.  All participants 

identified their gender as women. All had Medicaid insurance coverage. Approximately 

half of the women were first-time mothers. Nearly 20% of the sample had diabetes and / 

or hypertension during the current / recent pregnancy. In their interviews, many 

participants reported worries about finances; a few had worries about having enough 

food; and a few were experiencing housing instability (three women had a recent or 

current stay in a shelter).  When asked to describe perceived stress during their recent 

pregnancy (“How would you describe the time during their recent pregnancy?”), 20% of 

postpartum respondents reported having “a moderately hard time” or “very hard time”.47 
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High school / GED 7 31% 

College 1–3 years or technical school 9 39% 

College grad 4 years 4 17% 

   

Employment Status N=24  

Unemployed 13 54% 

Full-time work 7 29% 

Part-time work 0 0% 

Homemaker 3 13% 

Disabled 0 0% 

Other 1 4% 

   

Number of children (not including current 

/ recent pregnancy) 

N=32  

0 (First time mom) 15 47% 

1 12 38% 

2 4 12% 

3 0 0 

4 1 3% 

   

Chronic / emergent conditions:  

diabetes or hypertension diagnosis 

N=32  

Yes 7 22% 

No 25 78% 

   

Pregnancy stress N=27  

Happiest time 10 37% 

Happy time with a few problems 12 44% 

Moderately hard time 4 15% 

Very hard time 1 4% 

One of the worst times of my life 0 0% 

Table 3-1. Sociodemographic Characteristics of Prenatal and Postpartum 

Participants (N=23–32) 
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trust their providers in order to have a positive care experience. 

Participant recommendations for a maternal health coaching program resulted in 

the following major themes: 1) Postpartum engagement requires many levels of support;   

2) Community health workers can provide emotional, instrumental, and skills-building 

support to prenatal and postpartum people; 3) Community health workers can support 

prenatal and postpartum people with chronic conditions and high-risk pregnancies 

through check-ins and self-management skills training; and 4) Adoption, management, 

and sustainability of a maternal community health worker program is possible through 

stakeholder engagement, thoughtful implementation, and seed funding.  

 

 

Barriers to Self-Care and Health Care Engagement 

 

Transportation and lack of childcare, and feeling unsafe in one’s neighborhood are 

barriers to engaging in self-care or with health care 

Transportation acted as a barrier and stressor to engaging with care, both in the 

prenatal and postpartum period. The long travel distances of public transportation and the 

expense of taxis were major barriers to attending care visits. The physical demands of 

late pregnancy and early postpartum made NYC public transportation all the more 

difficult, if not impossible. Women reported that their struggles with transportation were 

worth it to them to receive care at the study site. Still, transportation was a concern and 

problem for the women to solve through most stages of pregnancy and postpartum. 

 



 

 

86 

 

So, I live in Queens. I live very far actually from where I was going.  I had to take 

the train and it got very, very difficult. But towards the end, I had to take Uber 

and it got very expensive. Very, very expensive. – Postpartum woman 

 

I find it challenging since my hospital is far away, so I will have to go with my 

baby right away since she gets an appointment three days after me giving birth, 

and since I can’t be able to carry heavy, it will be challenging for me to go.          

– Postpartum woman 

 

Lack of childcare was a barrier to engaging with care. Participants emphasized the 

importance of childcare for attending prenatal and especially postpartum care visits, as 

well as labor and delivery.  Some women reported limited social support for childcare, 

with very few people they could rely on, while others felt they could not depend on 

family members for regular childcare due to their own work and family schedules. 

Childcare, the cost of childcare or lack of available support system, were also cited as 

barriers to re-entering the workforce.  

 

I think it would’ve been nice if the hospital had some sort of daycare so you can 

leave your child in there while you’re being treated. That’ something [that] 

would’ve changed my experience because not only I was worried about me going 

into labor but also about leaving my child behind with a neighbor. But what were 

the choices? None, really, for me. So I think that is something that we could’ve 

got help with. – Postpartum woman 

 

It takes a lot for childcare 'cause a lot of families don't really have a sup’ort 

system to help them so a lot of people might have to just stop working because 

they can’t find anybody to [baby]sit. ‘Cause even if you’re working, you’re 
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making money, you have to pay somebody. It’s not really like you’re making your 

money.  – Prenatal woman 

 

Some women (one in five) reported feeling unsafe in their neighborhoods. A few 

women said they preferred to stay in their homes both due to neighborhood safety and 

risks of exposure during the early COVID-19 pandemic (discussed in Chapter 4).  This 

highlighted the way that perceived safety influenced women’s outlook and mental health, 

and in turn their quality of life for social connection, exercise, and recreation.  

 

We live in the South Bronx, and there's a lot of violence going on around here, so 

definitely don't feel safe, but I feel safe in my house, not in the neighborhood. 

 – Prenatal woman 

 

In summary, social determinants of health such as accessible transportation, 

affordable childcare, and neighborhood safety all posed barriers for participants both 

engaging in self-care and in health care. These stressors can affect overall health and 

well-being, as well as the extent to which people can engage in self-care strategies or 

access health care. 

 

 

Resources are delayed for prenatal and postpartum people on their pregnancy journey 

There was variable awareness of community- and clinic-based resources and 

services among prenatal and postpartum participants, with only 50% of participants 

voicing some form of awareness of the resources available to them. These participants 

viewed the health care team as a key source to access resources, especially those 
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provided by the clinic. They highlighted the ways in which key resources (childbirth 

education, nutrition education, WIC, other food resources) were delayed or never 

introduced by clinic providers and staff in their pregnancy journey.  

 

I was just saying that I found out about it [childbirth classes and postpartum 

classes] in my ninth month. So, I only have a few weeks until I give birth. I 

would've much rather enjoyed the information earlier to … prepare myself.  

 – Postpartum woman 

 

Like for example, I started getting WIC the last month I was pregnant ... like I've 

heard about the program, but since they never mentioned it to me, I never asked 

either. 

 – Postpartum woman 

 

Al principio de mi embarazo, tuve que buscar en internet, porque con la 

nutricionista, la vine a ver cuando yo tenía ya unas dos semanas para dar a luz. / 

At the start of my pregnancy I had to search the internet, because I saw the 

nutritionist only 1–2 weeks before delivery – Postpartum woman 

 

 

In summary, prenatal and postpartum participants wanted to know the clinic- and 

community-based resources available to them earlier in their pregnancy. As mentioned in 

the discussion section below, this theme could have been influenced by the COVID-19 

pandemic context, where health care delivery was interrupted in multiple ways. 

Nevertheless, the overall lack of awareness of resources and delays in accessing 

resources highlight a need for resource curation that could be conducted by a community 
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health worker or other staff member. 

 

Continuity of care is lacking for prenatal and postpartum people 

Women and maternal health professionals identified multiple systems problems 

that hindered continuity of care. Two major areas were appointment availability and 

scheduling and having multiple providers.  Participants saw the inability to obtain 

appointments in clinic as a barrier to timely care. In some cases, they expressed difficulty 

with reaching a scheduler by phone. Others noted that appointments were not always 

available, preventing them from carrying out the recommended timing for prenatal care 

initiation, for example. Participants voiced that they were making efforts to do the right 

thing for their pregnancy, but that this part of the care experience posed barriers.  

 

I can't get through. Like, there's no one to talk to. I mean, if you do get through, 

the experience is not as great. It's always, "We don't have appointments available. 

We would have to call you back," and then no one ever calls you back. It's just not 

the best experience. – Prenatal woman 

 

“It's hard to get appointments. And it's hard to get appropriate appointments, for 

example, an old patient of mine on MyChart [patient portal] just sent me a 

message saying, "I was your patient a couple of years ago, I'm pregnant again. I 

called to make an appointment and they have no appointments till the end of 

July.” – Provider 

 

Women and maternal health professionals expressed frustration about patients 

seeing multiple providers during prenatal and postpartum care (note, the study site is a 
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teaching hospital, and therefore many of the providers are resident physicians rotating 

through the clinic). The lack of provider continuity reduced the opportunity to establish a 

personal or emotional connection with a provider, reducing the potential for trusting 

relationships between patients and providers.  Participants talked about having to repeat 

their story and concerns repeatedly, and that having many doctors can lead to varying 

opinions and orders.  

 

I know there's charts, but when you have the same midwife or doctor feels like a 

little bit more personal in that, you [don’t] have to repeat yourself 'cause they 

remember little details. So even details about family or like what you last spoke to 

them about that's happening in your life. That helps. – Prenatal woman 

 

I mean, doctors can't remember every single thing about someone, but you don't 

feel that real support when you don't see the same person all the time. I feel like, 

you're just another name, and you're just getting checked out and it's like 1, 2, 3. I 

hate that part. I hate that you fall in love with a doctor, they care, they make a 

suggestion, they notice something different, and then you wanna make an 

appointment with them again, but they're not gonna be there  

– Prenatal woman 

 

I think that can be really demoralizing to them [patients] because they feel like, 

oh, wow, I really connected with this person, but now I'm not seeing them again. 

– Provider 

 

In summary, the inability to obtain timely appointments and see consistent 

providers hindered perceptions of continuity of care and overall care satisfaction at the 

study site. Having multiple providers hindered the establishment of trust with a provider. 
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Trust with a provider was one of the key facilitators to care engagement, as discussed 

below. 

 

A few prenatal and postpartum people’s experiences or fear of discrimination, general 

disrespect, and stressful birth break trust with providers and the health system  

Women in the study reported overall high satisfaction with their care (average net 

promoter score 8 out of 10 in rating “how likely would you recommend the care at [study 

site] to a pregnant friend or family member with 0 being not at all likely and 10 being 

very likely?”).67 Some mentioned how they vastly preferred their current care provider to 

past experiences at other hospitals. However, while not common, ten women had 

negative care experiences that were perceived as discriminatory (N=3), disrespectful 

(N=8), and / or emotionally distressing (N=8). These experiences provide an opportunity 

for learning and changes in practice.  

Three of 32 women reported instances of discrimination in care. These 

experiences of discrimination were by language, race / ethnicity, immigration status, or 

health insurance status. Most of the incidents were described as rudeness, akin to 

microaggressions, while one person experienced systematic discrimination, which 

included perceived quotas for reporting to child services. 

When I was gonna get my blood draw my mom called me and I started speaking 

Spanish ... and one of the nurses looked at me in an ugly manner. 

 – Postpartum woman 
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I felt I was judged by my race when she called ACS [Administration for 

Children’s Services]. And she was just seeing me as a number. I don't know if it's 

like, you have to get a certain amount of numbers, in terms of ACS cases they 

have to report, but that is how I felt. – Postpartum woman 

 

 

There were also anticipated negative care experiences based on race reported via 

the maternal health professionals. Four providers noted that some of their patients 

expressed mistrust and fear of poor treatment based on race in response to recent media 

reports about the Black maternal mortality crisis in the U.S.. The providers acknowledged 

that a trusting relationship with the provider is critical to assuage concerns and provide a 

feeling of protection from a larger system that is perceived as untrustworthy or harmful. 

 

In the media, there's been so much information about increasing rates of maternal 

mortality. So, I've had patients straight up ask me, "How do you know that you're 

not gonna let me die. From what I hear, it's dangerous for Black women to be 

delivered in a hospital because you're not looking for my best interest” and that is 

very real and it's a hard question to tackle, because people are legitimately 

scared, and they also are very skeptical of the care that they're receiving.   

– Provider 

 

And I think with this whole big issue of Black women mortality -a lot of patients 

have voiced concerns about that and I think seeing a provider that looks like 

them, talks like them, who have maybe similar backgrounds to them - it gives them 

a sense of comfort. And I know that I've had multiple patients who have said, "I 

came back because I know I would come back to see you.” I think they are 

definitely fearful. You know, you hear stories, you see it on the news and, you 
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know, probably in speaking with other members of their family or friends, it's 

definitely a fear. – Provider 

 

Providers noted that their patients’ concerns about mistreatment and racism in health care 

were valid, and one provider believed an important solution was having Black medical 

providers with whom Black patients can relate and in whom they can trust.  

Women participants (8 of 32) also shared some experiences of general disrespect 

in care, which included not honoring one’s concerns, feelings, or bodily autonomy during 

the recent pregnancy, delivery, or postpartum period. Some reported disrespect as being 

ignored or “brushed off.” Others described a more direct disrespect, either physical or 

verbal, such as a very uncomfortable physical exam, criticism, or in one case, perceived 

threats.  

 

I had a medical concern and she was basically brushing it off like, oh, it's 

nothing. It's a normal thing. And I knew it wasn't normal for me. It wasn't until I 

had my next appointment with that midwife that I actually do like and I come to 

find out, I did have a medical concern that was going on. – Prenatal woman 

 

 I think this was like a resident that they were about to put on the floor to work on 

others, and yeah, she didn't really know the body parts too well or how to find 

them if she needed to. That's who they had basically helping... letting her get her 

little training during someone's labor. And that's the worst time, that's the most 

pain you feel. – Postpartum woman 

 

She [the pediatrician] said “either you give him formula or we’re taking him and 

we’re admitting him to the hospital” The way she spoke to me and my husband, as 
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first time parents, basically threatening us to take away our baby and admit him 

to the hospital because we’re starving him to death, which wasn’t the case ... I 

don't wanna say she was the sole reason why my breastfeeding journey was 

ruined, but her advice probably wasn't the most beneficial, to put it in kinder 

words. And I didn't feel comfortable with her quality of care, or really caring 

about what I had to say, what I felt. – Postpartum woman.  

 

These instances of disrespect led to breeches of trust that caused emotional 

distress that could change the course of the pregnancy, birth, and / or postpartum 

experiences. Yet there were opportunities to repair the broken trust. For example, the 

postpartum woman who reported disrespect from the pediatrician initially lost her 

confidence in breastfeeding. Later she established care with a new pediatrician that led to 

a positive breastfeeding experience.  The woman whose symptom concerns were ignored 

at her prenatal visit repaired trust in care through another midwife who acknowledged 

and followed up on her concerns at the next encounter. 

Women (8 of 17 postpartum participants) expressed feelings of emotional distress 

specifically related to the recent labor and delivery experience. The interviews acted as an 

informal mechanism for women to recount their birth story and express any emotions 

about their experience. Three of these experiences were related to difficult epidural 

placements (multiple attempts). For those with complications around the birth, there was 

a sense of surprise or shock at unexpected events, and also relief and gratitude to the 

health care team that the baby and mother were ultimately safe.  It is unclear if any of 

their experiences would qualify as a severe maternal morbidity (SMM) event. 
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And [they] said they have to do an emergency C-section and he ended up coming 

out with like the same [infection] that I had. So, he had to be in the NICU. And 

the experience, it wasn't too bad, I just wish I was able to do my natural labor 

that I wanted to. I didn't have problems with my pregnancy. I wasn't overweight. I 

didn't have high blood pressure.  I was just shocked ... that wasn't planned, you 

know. – Prenatal woman 

 

They had to do a bunch of different stuff in order to get him back to be breathing. 

So that was a really hard five minutes of my life. It didn't go exactly as planned, it 

happened the way that it should have happened. We're both alive, we're both 

healthy. At the end of the day, that's all that mattered to me. Once I was in that 

moment, the birth plan flew out the window and I said, "I don't care. Just make 

sure my baby's okay, and make sure I'm okay." And, you know, as long as we're 

fine, I don't care. – Postpartum woman 

 

Two participants also spoke of emotional trauma, driven by fears of birth leading 

up to the delivery. One woman recently tragically lost a friend to childbirth. The other 

was struggling with an intense phobia surrounding birth and the systematization or 

medicalization of birth.  

 

It was kinda scary because I had a girlfriend that just had a baby before me, and 

she passed away during birth. So that was a little traumatizing to me ... The 

biggest influence was just having a healthy baby and, and surviving through the 

whole, the procedure and, you know, avoid what my friend went through.             

– Postpartum woman 
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I haven't been able to talk about my delivery, just 'cause the experience was so 

horrifying to me. It was nothing that I prepared for or expected. It just felt very 

systematic. 

– Postpartum woman 

 

 These labor and birth experiences highlight the potential need for support and 

emotional processing after labor and delivery. A CHW / health coach could provide that 

support in collaboration with mental health and medical providers.  

 In summary, participants shared negative care experiences of discrimination, fear 

of discriminatory care, disrespect, or emotional distress surrounding labor and delivery. 

These experiences caused confusion, upset, or breaking of trust in care, and they 

highlight a need for a culturally-sensitive, trauma-informed approach to clinical care and 

health coaching, as well as a possible need for more formal mechanisms in the care 

process to rebuild trust. 

 

Facilitators to Self-Care and Health Care Engagement 

 

Families, mom friends, the OB provider, and social media and other web applications 

are trusted sources of advice for prenatal and postpartum people  

Family members and friends who also had babies were trusted sources of advice 

for self-care in pregnancy and postpartum, including rest and sleep, nutrition, labor, 

breastfeeding, as well as infant care. They were an especially strong source of advice and 

skills learning as their infants developed and new scenarios arose for caring for the baby.  

Some family and friends provided continuous support and motivation along with their 
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advice. 

I just like how my family is encouraging me [to breastfeed] and they're telling me 

it may be difficult in the beginning but don't give up. So, I really liked that 'cause I 

did hear that breastfeeding can be difficult for some people but don't take 

anything personal and everything will work out. – Postpartum woman 

 

One of my friends, we actually were pregnant at the same time, and our babies 

are a week apart, so we both share some things that are helpful, and we talk 

about our kids and if we need anything. – Postpartum woman 

  

 

While women listened to their families and friends for information and advice, 

there were times when they provided conflicting information with what they were 

learning from other sources, such as the doctor or the internet. As a result, some women 

balanced the information from family and friends with their doctor’s recommendations, 

while others strictly followed the OB provider’s recommendations above all else. 

 

I feel like I will be comfortable listening to whatever the doctor says and base a 

little bit also on what my mom is saying along with what I read online that is 

approved by the CDC. – Prenatal woman 

 

I’m going for what the doctor is saying. Right now, I don’t think I’m in a position 

to take anybody else’s advice. I’m going for what the doctor expects me to do and 

that’s it. 

 – Prenatal woman 
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Social media and other web applications were also widely used for information 

and skills building (Instagram, YouTube, Google, What to Expect, Baby Center) as well 

as social support (Facebook support groups, Instagram). Most women did not read books 

but did review articles provided via What to Expect or Instagram, and video tutorials 

found on You Tube. Participants appreciated the quick and accessible learning and 

inspiration that applications like Instagram provide. For more in-depth social support and 

peer interaction, some participants preferred Facebook groups.  

 

I feel like I learned a lot, like this day and age, you learn so much by like just 

reading and videos and Instagram stories dedicated to pregnancy and birth. I feel 

like I've learned a lot from those and apps that lead you to articles and just 

looking things up on Google. 

 – Prenatal woman 

 

I joined a Facebook group [about childbirth]; there’s already moms there that 

have given birth that are part of the community and they give a lot of advice on 

different things. – Postpartum woman 

 

In summary, while varying in order of importance for each person, most 

participants valued information provided by family, friends, their OB provider(s), and 

online sources, and creatively compared and synthesized the information to gain the best 

possible understanding. For some participants, the doctor’s guidance was the bottom line 

to follow.  All of these sources are important to include in the content and messaging of 

the future CHW / health coaching program.  
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Prenatal and postpartum people use diverse healthy coping strategies to manage 

emotional stress 

Women reported using healthy forms of distraction to cope with emotional and 

mental stressors of pregnancy and postpartum. Some coping strategies focused on healthy 

distraction to “keep the mind off things, not let worries get me down.” These included 

walking, listening to music, painting nails, watching movies, and social connection with 

friends and family. Others looked to more contemplative strategies of connecting with 

oneself and channeling or calming the body and mind, such as journaling, prayer, 

meditation, and yoga.  The choice of coping strategy generally depended on the 

participant’s personality, preferences, and spiritual or religious orientation, as well as 

resources available to them. The participants spoke of their self-care and coping activities 

in a way that highlighted how well-being is multifaceted and includes the physical, 

emotional, and spiritual levels. 

 

So, whenever it's really nice here, I try to go outside as much as possible. One, to 

take the baby outside so he can get some fresh air. And, two, just because having 

that daily walk definitely helps me. – Prenatal woman 

 

I literally started praying more and speaking to God more and going to church 

and being positive. And trying to change my energy and be around good, positive 

energy and go on walks and stay active. – Prenatal woman 

 

For the most part, I just self-consciously speak affirmations to myself. I think 

that's what gets me by every day. – Prenatal woman 

 



 

 

100 

 

Participants described an array of healthy coping strategies that they used, from 

physical movement to spirituality, all of which can be incorporated into the ethos and 

content of a health coaching program. Of note, many of these coping strategies align with 

evidence-based healthy self-care behaviors for diabetes, hypertension, or depression and 

anxiety and can be included in a coaching program curriculum. 

 

Prenatal and postpartum people need to trust their providers in order to have a positive 

care experience  

Participants viewed trust in their providers as a central component of a positive 

care experience. Accounts of how a sense of trust is instilled and grown fell into two 

categories: 

1. Provider-patient relationship centered on communication, shared decision 

making, and taking an interest in the patient’s life  

2. Diversity of providers and staff 

Women highlighted many positive care experiences that centered on trust in their 

medical provider (physician, nurse midwife, nurse practitioner, physician’s assistant). 

When a medical provider showed open communication and respect for the patient’s 

perspective and preferences, women had confidence and trust in their care. More 

specifically, the women valued the spirit of shared decision making, in which the 

provider gives information and partners with the patient on care decisions.  

 

They would explain everything thoroughly to me, I just always felt like I knew the 

why of everything. And it was just really helpful to me. It just made me feel more 

calm about it all. – Postpartum woman 
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They really left the option up to me. [With this recent delivery] they ask you like 

once [if you want an epidural], they came back one more time. And I was like, 

"No." And then that was it. There was no more like question about it.                    

– Postpartum woman 

 

They render advice, but there wasn't any pressure. – Postpartum woman 

 

Again, very comforting. She answers all my questions as best she can, and also 

always leaves things open in a sense. – Prenatal woman 

 

In addition to communication and shared decision making, providers getting to 

know a patient and showing a deeper interest in the patient’s life were important for 

building trust. One participant highlighted the idea that the medical provider “worries 

about your life,” showing a deeper sense of concern for her safety and well-being. From 

this place of trust, women reported feeling calmer and more communicative with the 

health care team, two states that can improve maternal health outcomes. 

 

I guess the midwife that had interest in me and offered help, like offered me 

things. I was able to communicate with them. I was able to open up with them.      

– Postpartum woman 

  

One of the doctors, they asked if I am doing well or if I had violence in my home. 

And I’m glad they ask because you never know what a patient could go through 

and maybe they don’t want to raise their voice. Thank God in my situation I 

haven’t gone through those things. But I feel that’s a good thing that they will ask 
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those things. They worry about your life. – Postpartum woman 

  

Women and maternal health professionals also highlighted how racial, ethnic, and 

cultural diversity of providers and staff can help build a sense of comfort leading to a 

trusting care relationship.  Some prenatal and postpartum participants appreciated the 

diversity of the (non-physician) staff, allowing for a greater chance of interacting with 

“someone who looks like me, and understands me.” Two providers expressed concerns 

about the lack of diversity among the medical provider group at the site, which they 

believed could result in patients feeling less comfortable or understood. 

 

One thing I really like about [the hospital] is that the staff there seems really 

diverse. So no matter what your ethnic background is, there's someone there who 

can relate to you or, someone you can relate to. And just seeing the diversity there 

is nice.” 

– Prenatal woman 

 

I am a provider of color and I know that I've had many patients say that they feel 

more comfortable speaking with me and getting care from me because I look like 

them. They see themselves when they look at me. And I think at [our hospital] 

often we don't have that. – Provider 

 

When asked about preferences for their OB provider, many women stated that 

they would choose a woman provider because they would feel more comfortable with 

someone who can “relate to them firsthand.”  Just a few women reported preferring a 

provider of their own race or ethnicity, saying that this provider would be more relatable, 

understanding, and more likely to take you seriously.   
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I would choose preferably an African American doctor. [Interviewer: did you 

have an African American provider?] Yes during the delivery. She was a student, 

but very understanding … she was more relatable and listened and understood 

more. 

 – Postpartum woman 

 

I know if I have a midwife or any staff member or any nurse who is of the same 

race … I just feel like, yes, I think that does matter because they know what it's 

like, not just in the medical field but just generally. And are more likely to take 

you seriously.  

– Prenatal woman 

 

In summary, many aspects of a trusting relationship between patient and provider 

involve open, reciprocal communication, shared decision making, and showing an 

interest in the patient’s life. Participants highlighted diversity of staff and providers as a 

point of connection and potential trust between patients and health care. All these 

avenues of trust-building are important to consider in efforts to provide high quality, 

equitable care. 

 

Participant Recommendations 

 

Women and maternal health professionals shared recommendations on what is 

needed to ensure postpartum visit attendance. They then recommended the most 

important components of a maternal health coaching program and areas of focus for the 

CHW or health coach role. Finally, maternal health professionals recommended strategies 
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to ensure successful adoption, implementation, and sustainability of a maternal CHW 

program at their site.   

 

Postpartum engagement requires many layers of support  

Maternal health professionals and women highlighted what is needed for patients 

to successfully engage with postpartum care, including instrumental support and 

reminders at the individual level, as well as changes in postpartum visit timing and 

scheduling at the institutional level. Both types of participants shared the same sentiment 

that the postpartum period is a busy time with competing priorities, and that more than 

one form of support is likely needed for a person to attend postpartum visits. 

Women and maternal health professionals emphasized instrumental support, such 

as transportation and childcare, to help with postpartum visit attendance. This was 

discussed in depth previously under the section on barriers. Two women made an 

important point about the need for assistance with lifting and mobility for any visits soon 

after the birth (wound check, blood pressure check).   

 

That was another hard thing for me, like moving around and stuff. I had to go 

hospital right after I had a C-section, so it was a lot. And then I live on the fourth 

floor. So someone to be there would've really been helpful. – Postpartum woman 

 

The women (5 of 20) and a few maternal health professionals recommended 

appointment reminders or even personalized outreach to promote postpartum 

engagement. There was a sense from these women that these actions would make patients 
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feel valued and supported. Maternal health professionals and women stated the 

importance of providing the rationale about the postpartum visit to patients. Two 

physicians explained that they do not start talking about the postpartum visit until late in 

the pregnancy or after the baby is born, because their focus is on providing 

comprehensive labor and delivery anticipatory guidance. Therefore, a reminder and 

reinforcement of the visit’s importance by someone like a CHW or health coach could be 

useful. One social worker suggested that reminder calls include an assessment of and plan 

for a person’s barriers to visit attendance. 

 

A personal [appointment reminder] phone call. Instead of going on your app and 

checking in and confirming on an app. – Postpartum woman 

 

Identifying these patients who could be lost at follow-up and having someone in 

the community reach out to them might be helpful. – Attending physician 

 

Finally, participants suggested structural changes to postpartum visits so they are 

more flexible and accommodating to patient schedules, with evening and weekend hours.  

In addition to flexible hours, a few providers indicated the need for sooner (before 6 

weeks) and more numerous (more than 1–2) postpartum visits as standard of care. By 

checking in with a postpartum mother sooner, not only could this promote overall 

postpartum engagement, but risks could be detected earlier, such as mental health issues 

or breastfeeding challenges. 
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So I think that we should have a more formalized check-in with the patients at 

about the two week mark …ACOG has really pushed for the postpartum visits to 

be two parts, where you do one at the four week mark or sooner, and then at the 

six to 10 week mark. I know with insurance issues, that can be a little tricky, and 

hopefully legislation will help change that. I think by the time we have our 

patients come back at six-to-eight-week timeframe, it’s just so far removed from 

the actual delivery that I think by then we’ve really missed the window for 

postpartum depression or increased anxiety, and breastfeeding issues. 

 – Attending physician 

  

No, I think something in between really would be key, for someone to check in 

between the discharge and the postpartum visit, ‘cause it’s a long time [until the 

usual postpartum visit]. – Social Worker 

 

Postpartum people require some if not all of the categories of support to attend a 

postpartum visit. Community health workers and health coaches can deliver on many of 

these, in conjunction with social work and medical providers, and could be particularly 

useful for conducting a postpartum check-in before the official postpartum visit. 

 

 

Community health workers can provide emotional, instrumental, and skills-building 

support to prenatal and postpartum people 

Women and providers alike believed that a health coach could add value to 

maternity care. The women and providers had different perspectives on the ideal focus 

and components of health coaching (Table 3-3). When provided a menu of options on 

how health coaching could help prenatal and postpartum people, the women prioritized: 
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In the interviews, the women shared additional thoughts about the CHW / health 

coach role, describing them as someone they can trust for support and advice, and 

someone who could benefit first-time mothers (presented as subthemes below). 

 

The CHW / coach as a “trusted someone”  

Women (19 of 32) reported the importance of having someone they can trust and 

rely on for emotional support and information. They often described the coach as a 

trusted person who they could call and be comfortable reporting new issues or asking for 

advice. They also described the coach as someone who would reach out and check up on 

them. Trust in the coach was defined by participants as having good rapport and a long-

standing relationship, in which the coach is consistently available and providing 

reassurance based on accurate information. They stated that having this person would 

provide a sense of security, reduce stress, and could assist with improving mental health. 

Of those who reported the importance of this trusted someone, half were first-time 

mothers. 

 

A good maternal [coach] would be … by building a trust, 'cause that's a big 

factor … when the person is someone I trusted, I feel comfortable with, with the 

provider or the service, everything would be less stressed. -Postpartum woman 

 

I mean, just being there, having somebody be there for you, that's great, other 

than your husband, and your family and friends. They have the information you 

probably need and you want. They have that so you feel more secure, like the 

security, the reassurance. – Postpartum woman 
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They at least have somebody to talk to if they need to … maybe feeling down and 

out, they have someone they can call outside of their family. 'Cause I'm not going 

through any postpartum depression or anything, but I'm pretty sure a lot of the 

women do go through it and they, they need someone to talk to. – Postpartum 

woman 

 

I think emotional or mental health is a very important aspect, if not one of the 

most important aspects in pregnancy. So I think, um, integrating that into a 

program would be very, very important. – Prenatal woman 

 

 The majority of the women nearly (23 of 32) expressed interest in a doula as 

another form of trusted support and advice. The doula was defined as a labor support 

person that supports a person through the birth and afterwards (Table 3-3). Women cited 

lack of accessibility to doula services due to cost or general availability. 

 

I think having access to a doula would definitely be top one of the top two 

[choices for program components]. 'Cause I feel like that's not something easily 

accessible to everyone and not everyone has the support, and some people want a 

doula but just can't afford it. – Prenatal woman 

 

 

The CHW / coach could be particularly useful for first-time mothers 

Some women participants (4 of 32) believed that first-time mothers could 

particularly benefit from a CHW / health coach to fill in gaps in knowledge, skills, and 

support on their path of new parenthood. Those who made this suggestion for support of 

first-time moms were equally first-time and experienced mothers. They provided examples 
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such as advising on what to expect in the pregnancy, providing support in care visit 

attendance, and connecting people to resources.  

 

Some people who are first-time parents and that are young, to coach them in the 

best way possible. As I mentioned before, throughout this pregnancy, I didn't 

really learn about how to breastfeed or how to be a parent or what to expect. And 

sometimes you feel comfortable when it's a professional in that field telling you 

what to expect and just coaching you throughout their pregnancy and [see] how 

they're feeling. Be more available to go into depth with things. – Prenatal woman 

 

Community health workers can support prenatal and postpartum people with chronic 

conditions and high-risk pregnancies through check-ins and self-management skills 

training   

Maternal health professionals believed the CHW intervention would be most 

useful for patients with chronic conditions and high-risk pregnancies.  In reflecting on 

what would be most helpful for women with diabetes, hypertension, and other high-risk 

pregnancies, providers and prenatal and postpartum people emphasized education about a 

new diagnosis (hypertension or diabetes) and guidance on what to expect week-by-week 

during the pregnancy. Other key areas included nutrition education, self-monitoring of 

symptoms and results, and having someone with whom to check in about concerning 

symptoms and monitoring data. In addition, professionals suggested that CHWs / health 

coaches could reinforce provider messaging and instructions at each care touchpoint, 

including concerning signs and symptoms and when and how to call the health care team.   
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I definitely think nutrition. I think teaching how to monitor blood pressure and 

[blood glucose] finger sticks. I think making sure that they understand the 

importance of these diagnoses during prenatal care is so important. I think the 

classes would be really beneficial, or having someone check in on them in 

between provider visits. Or if they miss the visit then just having someone call to 

review the blood pressures and finger sticks and if it's elevated they can always 

let a provider know. – Provider 

 

Just being informed on steps that you can take to manage the hypertension. 

Whether the nurse or the coach is giving you information on foods you can eat or 

activities you can do. I think that would be very helpful. – Prenatal woman 

 

If they're able to understand the basics of hypertension, diabetes, and be able to 

help guide patients through that process.  I feel like a lot of times, we tell them 

"This is what you should do." And very brief, "This is why you should do it." But it 

would be helpful to have someone really guide them through each step, and really 

explain why it's so important. – Provider 

 

In their assessment of the needs of people with chronic conditions, the providers 

and women reported adequate mental health screening and treatment at the study site. 

Continuity with primary care in the postpartum period was mentioned by some providers 

but was not a major theme. 
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Adoption, Management, and Sustainability of a Maternal Community Health Worker  

Program is possible through stakeholder engagement, thoughtful implementation, and 

seed funding 

 

Recommendations for Adoption 

Maternal health professionals (MHPs) shared recommendations on the best 

pathways to ensure successful adoption of a health coaching program at their hospital. 

Successful adoption of a health coaching program fell under the following categories: 

1. Gaining staff buy-in and providing staff with reassurance 

2. Gaining patient buy-in and providing patients with reassurance 

3. Defining coach role / scope / processes and integration into the care team  

 

To gain staff buy-in, MHPs anticipated that staff would require understanding about how 

health coaching could improve patient care and reassurance that the coach would not 

encroach on their scope of practice or generate additional barriers to workflows. For 

example, nurses and social workers may be concerned about the overlap between their 

duties and those of a coach and any redundancy or friction in daily workflows. Doctors 

might be concerned about criticism or antagonism by the coach regarding their practice 

of patient care. Some MHPs also believed that patients might be hesitant to receive a 

coach in their home. Information on the value of a coach to their care might improve 

patient buy-in. 

 

I think that there have to be meetings with all the individual folks, the residents, 

the social workers, who I can see could, could be a little bit territorial ... about 
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this role. With the nursing staff, really emphasizing how these support people will 

integrate themselves within the process, and their goal is not to be obstructive in 

any way. – Attending physician 

 

They [patients] just don’t want anyone of “authority” coming into their home.      

– Dietitian 

 

Another key to adoption cited by MHP participants was a clear definition and 

integration of the coach role into the team and workflows.65–66 This would provide staff 

reassurance regarding the coach role as complementary and supportive to their work. 

Role definition is also critical to ensuring successful implementation of the program, so 

that the coach can have the greatest focused impact on the target population. 

 

[It’s important] for that person to really also be integrated into the clinic and 

understand what everyone else's role is, right? – Social Worker 

 

Recommendations for Management 

Maternal health professionals also shared insight into the management and 

supervision needed to support health coaching practice at the site. Feedback on how to 

supervise and integrate health coaching into the clinic and team context fell under these 

categories: 

1. The supervisor should be an attending physician  

2. Consider adding a nurse layer between coach and doctor for escalating urgent 

issues 

3. Closely link with social worker to provide guidance to the coach and also for 

cross-referrals 
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Many providers believed that the ideal supervisor would be an attending 

physician, as they are a consistent presence in clinic and possess a strong network within 

the hospital and across all aspects of care. If the program focuses on diabetes and 

hypertension, then a high risk (maternal fetal medicine) attending physician would be 

needed. One other option for the supervisor would be the high-risk clinic NP, but this role 

does not attend births, and participants felt a connection to all aspects of maternity care is 

important.  

 

I think good supervision. If it's going to be the medical director or the nurse 

manager, I think that the health coaches need to feel supported in that they have 

the knowledge, or someone to really walk them through whatever they need to 

know. And someone to orient them to our clinic, right?  – Social worker 

 

I feel like it would be really beneficial to have it be one of like the senior OBGYN 

physicians there. Who knows our patients and can understand needs of the 

patients, but also understands how the clinic works and can kind of be a good 

liaison for the coach to really navigate that system. – Resident physician 

 

Other suggestions included an escalation process to the clinic triage nurse to 

prioritize urgent issues, so that the attending physician supervisor only receives the most 

clinically urgent patient issues that cannot be solved by the nurse.  Providers highlighted 

the utility of a close collaboration between the CHWs and social worker both for 

mentorship of the CHW, and for co-management of select patients with psychosocial 

stressors.  
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Recommendations for Sustainability 

Providers recommended the following strategies for sustainability of the program: 

1. Introduce the program to the department with external funding secured 

2. Gain political support from stakeholders across the hospital 

3. Show impact and benefit to key stakeholders in the OB department (staff, 

providers, administrative and clinical leaders) 

4. Work to advocate for payor (New York State Medicaid managed care) 

coverage  

The providers recommended approaching the implementation site with external 

funding secured. This would instill confidence in the staff that this was a program in 

which they could invest their time and energy. The seed funding would also allow an 

opportunity to conduct a pilot program for proof of concept at the site.  

 

Pertaining to our department, I think that funding is the thing that is the limiting 

factor for everything that we do … So I think that is the political part of it, right? 

So if we don't have to come up for the budget, I feel like the department would be 

much more interested. Just as, that is our culture here. – Attending physician 

 

Another recommended strategy for sustainability was gaining support across the 

health system, by engaging and inspiring stakeholders throughout the hospital. Providers 

noted that showing early wins or impact of the program would be critical to engage both 

hospital-wide and departmental (OB/GYN) stakeholders. 
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You know, [name], who is our VP of patient experience here, she's always 

strongly believed in this patient navigator or community worker [model]. Sort of 

what you're talking about, she really feels that would make a difference. – Social 

Worker 

 

I think it helps when trying to get support for a program like this to show the 

benefits of it, so keeping track of how this is helping patients. – Social Worker 

 

Finally, gaining support through state-level policy would potentially allow for 

longer term sustainability. As one provider pointed out, New York State has shown an 

interest in the maternal health crisis in New York City, and has funded doula services in 

recent years via Medicaid. This doula funding precedent might open the door for 

conversations with NYS Medicaid and NYS Medicaid managed care leaders regarding 

support of CHW models that aim to reduce maternal morbidity and mortality. 

 

I don't know exactly what the process is, but the funding should be written in for 

every patient. It should be paid for by the patient's Medicaid. So every patient 

who qualifies for Medicaid should get a home coach. And I get the sense that 

Governor Cuomo was supportive of this kind of thing. There was a bill that 

passed that provided funds for doula payments through Medicaid. So this seems 

like something that could be very similar. – Nurse Midwife 

 

 

3.4 Discussion  

 

This study explored barriers and facilitators at many levels of the social ecological 

model in order to inform the design of a maternal community health worker / health 
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coaching program. We identified key themes that hinder or facilitate maternal self-care 

and engagement in health care, as well as recommended components of a maternal CHW 

program.  

Social determinants of health barriers were widely reported and included lack of 

transportation, childcare, and safe spaces, consistent with past studies looking at barriers 

to maternal health self-care and health care engagement stemming from structural 

inequities and racist policies.68 In addition, analyses revealed the central importance of 

correct timing of resources, continuity of care, trust in care providers, and an equitable 

care experience. Facilitators identified in this study were family, mom friend, and OB 

provider advice, use of social media and other web applications, positive coping 

strategies, and a trusted provider relationship. Additional themes provided insight on 

what components to emphasize in a maternal community health worker / health coaching 

program, and strategies to ensure successful adoption, management, and sustainability of 

a program at the site. 

Building trust between the health system and birthing people. Trust was a cross-

cutting concept between themes in this research. The prenatal and postpartum women in 

the study emphasized the central importance of trust in any care relationship,69 as well as 

continuity of care, especially in the form of a consistent provider70–71 during prenatal care 

at minimum.  Trusting relationships with the provider and other medical staff are 

important for engagement with care,72 levels of pregnancy / prenatal stress,73 and 

perceptions of a positive or negative care experience,72 all of which can influence 

maternal health outcomes. The community health worker / health coach is positioned to 
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foster this trust and consistency in care, as they often grow the closest and most trusting 

relationship with the patient.73 This strong and stable relationship can be especially 

important if there is no one else in their life to fill this role.73 The health coach does not 

replace the need for a positive provider-patient relationship but can provide the trusting 

connection that is needed for a high quality care experience and care continuity for 

birthing people.73–74 

The importance of a facilitated health journey. The theme of delayed 

introduction of resources identified in this study highlights the opportunity for a health 

coach to curate the prenatal / postpartum journey for patients, through assistance with 

timely appointments.75–76 education on chronic conditions or skills relevant to their stage 

of pregnancy / postpartum, and community and clinic resources introduced at the right 

time and place for the pregnant / postpartum person. These functions have been used for 

other community health worker interventions with success,39–41 and can add an important 

layer to the management of chronic conditions (diabetes, hypertension) throughout the 

prenatal and postpartum periods. 

Promoting equitable, anti-racist / anti-discriminatory, and joyful care. Few 

women in this study reported experiencing disrespect or discrimination at the study site. 

Focus groups conducted by Janevic et al. (2020) at the same study site gained numerous 

complex accounts of disrespect and discrimination.77 This dissertation was not solely 

focused on this topic, which may have prevented more in-depth accounts from the 

women, and there may have been a perceived connection between interviewers and care 

team that prevented women from sharing their experiences. Next steps might be to carry 
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out a similar assessment at nearby hospitals using a framework and methodology (in-

person focus groups) similar to Janevic et al. (2020).77 There are also qualitative data 

about New York City hospitals from the birth equity rating app, called Irth, that can 

complement this study’s findings on discrimination, racism, and disrespect.78 

This study’s participants emphasized the importance of greater racial and ethnic 

diversity for improving trust in care. This recommendation is consistent with findings 

from some but not all studies on racial and ethnic patient-provider concordance.79–82 A 

health coach, who is from the same community and trained in culturally sensitive care, 

can add value while policy and professional education programs change to improve 

provider diversity. 

 In reference to creating a joyful care experience, this study confirmed previous 

research, that some patients, particularly Black women, experience worry over 

anticipated discrimination and negative outcomes from hospital maternity care.83 This 

finding highlights the need for health systems and providers to communicate safety and 

to use a culturally-sensitive, trauma-informed approach. Many leaders in the maternal 

health space are also advocating for a joyful strength-based approach to pregnancy and 

birth to reduce maternal stress.84–86 This aligns with study findings that when birthing 

people feel positive social support, they have better health outcomes.87–89 

Emotional distress from the birth experience.  The birth experience is an 

important marker of care quality that can linger as a distressing memory for mothers 

many years after the birth.90 The retelling of the birth story is a widespread practice 

among family and friend networks. In this study, this retelling happened via the 
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interviews, and highlighted a possible need for formal emotional processing within care, 

both to support mental health and to repair trust in care. This discussion builds on prior 

studies in the same geography, which highlight the missed opportunity to repair trust 

through formal follow-up after a traumatic peripartum event.91 A recent study conducted 

in NYC during the height of the COVID-19 pandemic response found women with low 

birth satisfaction were more likely to report postpartum anxiety, stress, depressive 

symptoms, and lower exclusive breastfeeding rates.92  The study also found that 

experiencing one or more incidents of health care discrimination during birth was 

associated with higher levels of postpartum stress and birth-related PTSD.92 

Studies describe how postpartum people are grateful for receiving life-saving care 

and surviving complicated or traumatic deliveries, but because this bar is so unacceptably 

low, many traumas go unprocessed.91, 93–94 There is equivocal evidence on whether a 

traumatic birth should be processed and how.95 One review found that postnatal 

debriefing with a midwife within 72 hours of the traumatic birth event is more effective 

than usual care at preventing post-traumatic stress symptoms.96 Another review suggested 

that “while there is no evidence that postnatal debriefing reduces maternal morbidity, 

women find the service of value.”97  Regardless, this study’s findings highlight the 

importance of a trauma-informed approach to care.98–100 Community health workers / 

health coaches can play a role in a debriefing process and in more broad community-

based healing surrounding severe maternal morbidity and birth trauma.  

Postpartum visit attendance requires an investment. Postpartum visit attendance 

is important for reducing the risks of maternal morbidity and complications.101 This study 
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found that many layers of support need to be in place for the postpartum person to attend 

these visits, all of which would require investments by government and health systems in 

accessible transportation, childcare, care accompaniment, and health care system 

modifications.102 A CHW, coupled with a resource such as transportation support, could 

improve this important endpoint.  The coach can not only encourage postpartum visit 

attendance, but also conduct formal check-ins postpartum to bridge the time gap between 

leaving the hospital and the postpartum clinic visit, as recommended by the American 

College of Obstetricians and Gynecologists (ACOG).101  

Defining CHW / heath coaching practice for maternal health. This study 

confirmed others that found women consider emotional support and structural support are 

essential21, 103-104 for positive experiences. In addition, providers placed emphasis on 

skills building and education for chronic conditions, childbirth, and breastfeeding.  In 

summary, based on this stakeholder input, health coaching practice domains, in 

collaboration with the maternity health care team, should include: 

• Emotional support in collaboration with social worker as needed 

• Instrumental support (transportation, childcare, care accompaniment) in 

conjunction with social worker 

• Skills-building and education (chronic condition home monitoring, nutrition, 

diagnosis and what to expect) to reinforce provider and nurse messaging 

• Detecting and escalating emerging risks with support of supervisor and / or 

provider 
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• Continuity and care coordination (appointments, checking in, introducing 

resources at right place and time) 

• Advocacy in health care settings 

• Processing birth experience in conjunction with social worker or provider 

• Labor support (possibly) 

These practice domains are consistent with others who have focused on chronic 

conditions in the community health worker space.39–41 Coaching program components 

and coach competencies and scope of practice are provided in more detail in Chapter 5.  

The CHW program will take a strength-based approach and focus on the assets or 

facilitators identified in this study, such as family and friend advice, provider guidance, 

use of social media, healthy coping strategies, and trusting care relationships. CHWs will 

be trained in the Black Mamas Matter / Reproductive Justice principles to guide their 

practice and advocacy for their patients. Adaptation of the Respectful Maternity Care 

(RMC) framework and CHW training materials to the local NYC context should 

incorporate ways to address discriminatory and disrespectful care into coaching and 

maternity care practice.105 Other tools that will be considered are the NYC Standards of 

Respectful Care at Birth,106 and shared decision-making tools such as one recently 

developed by Partner to Decide.107 

Keys to successful adoption, implementation, and sustainability. Using the 

Intervention Mapping framework and its focus on adoption, implementation, and 

sustainability, the study findings highlighted key strategies that were consistent with a 

recent study building a sustainable maternal community health worker program,108 recent 
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National Committee for Quality Assurance (NCQA) guidelines,109 as well as Institute for 

Medicaid Innovation recommendations.110 Importance of clear role definition for 

adoption and implementation is supported in the literature.65–66 Findings also highlighted 

the essential role of clinical and administrative champions to promote systems change 

and ensure adoption of the CHW model.111–112 In-depth recommendations and discussion 

for building a maternal CHW program including implementation and sustainability are 

presented in Chapter 5.  

Strengths and limitations.  Strengths of the study include rich stakeholder 

information due to an in-depth and thorough process of interviewing and analysis. The 

study team also had a close partnership with the study site, allowing for successful 

participant recruitment, relevant study design and research questions, and the strong 

potential for eventual implementation of an intervention based on the study findings. 

There were some limitations to this study including the small sample sizes. Also, 

some prenatal and postpartum participants may have viewed the interviewers as 

affiliated, even if loosely, with their OB care providers, which could lead to social 

desirability bias, inhibiting an honest reporting about their care. The research team 

worked to minimize this risk by emphasizing their external researcher roles, 

confidentiality, and voluntariness at the beginning of each interview through a second 

review of informed consent. Participants were also informed that results would be 

deidentified and reported as themes. The interviewer emphasized rapport-building at the 

start of and throughout each interview. The same concern of social desirability bias could 

apply to the provider participants, as they were interviewed about their current place of 
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work. The interviewers identified themselves as members of an external research team 

and emphasized confidentiality at the start of each interview. 

It is unclear how much the COVID-19 context influenced participants responses 

and therefore the results of the first three research questions.  For example, the provider 

interview data could be influenced by certain levels of burnout from providing maternity 

care during the first year of the pandemic.113–114 Another example is prenatal and 

postpartum people’s perceptions of delayed resources or disrespectful care; studies 

suggest disrespectful care increased in frequency during the height of the pandemic.92, 115–

117   

Mental health, which is covered in more detail in Chapter 4, may have been better 

measured with pregnancy and postpartum-specific depression and anxiety screening 

questions,55 but due to their length, the research team opted for the general 2-question 

depression (PHQ-2)56–58, 118 and anxiety (GAD-2)59 scales so as not to break the flow of 

the interview. This study did use the exact same four anxiety and depression questions as 

the Listening to Mothers survey.60 

The maternal health professional sample size would ideally be larger and more 

diverse, with additional social workers and registered nurses interviewed. The sample is 

50% physicians and 73% “treating provider,” which includes physicians, certified nurse 

midwives, nurse practitioners, physician assistants. Nevertheless, certified nurse 

midwives, nurse practitioners, and a physician assistant, all have unique disciplines and 

training, and with that, diverse professional perspectives. 

Due to the qualitative nature of this study, the findings are not generalizable to the 
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prenatal and postpartum population as a whole. However, findings could be used as 

lessons learned and points of exploration to understand and address maternal morbidity 

and mortality in similar U.S. communities.  The findings are most transferable to mothers 

living in other urban communities in the U.S., particularly cities with low-income 

mothers of similar cultural backgrounds (Black/African American and/or Latina/e).  

Health systems that are best positioned to apply findings and subsequent 

recommendations (presented in Chapter 5) include larger academic medical centers and 

federally-qualified community health centers. These sites of care are more likely to have 

interdisciplinary teams, a history of clinical champions to promote systems change, and 

technology infrastructure such as electronic medical records. 

 

3.5 Conclusions for Practice 

This study uncovered important barriers and facilitators to optimal maternal self-

care and engagement in health care. Findings emphasized the importance of care 

continuity with coordinated resources, investments in postpartum care, and the critical 

role of trust in the health care experience. While the experiences with care among 

prenatal and postpartum people were good overall, the interviews highlighted how some 

experienced disrespectful care and others worried about discriminatory care and their 

safety in health care. This finding confirms the need for evidence-based tools to build 

trust and equity in maternal health care. The CHW, a trusted source of support and advice 

for the patient, is one way to help build communication and trust in care.  This study also 

highlighted the importance of stakeholder feedback that will assist in the design of a 
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relevant and strength-based CHW program. Findings and recommendations from this 

study can potentially be used for similar populations and settings in other U.S. 

communities, as we all work to build novel models to improve maternal morbidity and 

mortality. 
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CHAPTER FOUR: ADDITIONAL RESULTS 

 

Barriers and Facilitators related to the COVID-19 Pandemic for prenatal and postpartum 

people and maternal health professionals in Upper Manhattan, New York City 

 

Brett Ives, MSN, CDCES, Jamillah Hoy-Rosas, MPH, RD, CDCES, Tanjeena Patwary, 

MPH, Leny Rivera, Omara Afzal, DO, MPH, Lisa Messersmith, PhD, Jacey Greece, 

DSc, Eugene Declercq, PhD 

 

Abstract 

This study was part of a larger needs and assets assessment that explored barriers 

and facilitators to maternal self-care and engagement in health care, and the preferred 

components of a maternal community health worker program. This study aimed to 

understand the lived experiences of prenatal and postpartum people and maternal health 

care professionals during the COVID-19 pandemic.  In-depth interviews were conducted 

with prenatal and postpartum people (N=38) from a large teaching hospital in Upper 

Manhattan, New York City. In-depth interviews were also conducted with professionals 

delivering maternal health care at the same site (N=15). Interviews took place October 

2020 and August 2022, with the majority occurring during the height of the COVID-19 

pandemic from December 2020 – September 2021.  The research team analyzed the 

interviews using thematic analysis. Participants highlighted important experiences of the 

pandemic in the following four major themes: 1. The COVID-19 pandemic increased 
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social and economic stressors for prenatal and postpartum people; 2. The COVID-19 

pandemic increased emotional stress and affected the mental health of prenatal and 

postpartum people;  

3. Prenatal and postpartum people felt lonely in their care experience during COVID-19 

pandemic; and 4. Care delivery modifications during the COVID-19 pandemic had 

implications for future telehealth maternity care innovation. The findings highlight the 

multiple effects of the COVID-19 pandemic on experiences of prenatal and postpartum 

people and maternal health care professionals. These findings can also serve as a call for 

revisions in maternity models of care, including the use of telehealth and can also be 

applied to emergency preparedness efforts for future pandemics and other events. 

 

4.1 Introduction  

Maternal mortality in the United States is higher than in all other high-income 

countries.1 Racial and ethnic disparities exist both nationally and in urban areas such as 

New York City. In New York City, Black birthing people experience the worst maternal 

health outcomes, followed by Latina/e and Asian / Pacific Islander birthing people.2,3   

 Another key maternal health measure is severe maternal morbidity (SMM), which 

is defined as a life-threatening complication occurring around or during birth.4 Drivers of 

severe maternal morbidity and mortality inequities are many, but include racist policies 

and practices that hinder economic opportunity and health at the community level,5–7 the 

individual,8  interpersonal,9–10 as well as at the health systems level.11–12  Individual 

factors can also include psychosocial stressors13 and pre-existing chronic conditions.3 In 
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addition to issues of racism and bias, the U.S. health system is not designed for the 

continuity of maternity care, especially in the postpartum period, and many new mothers 

do not receive the care they need to reduce complications and poor outcomes.14–22 Policy 

drivers such as inadequate paid family leave and lack of postpartum Medicaid coverage 

are also key determinants of poor health outcomes among postpartum people.23–24 

 The COVID-19 pandemic has been a social, economic, and health system stressor 

that negatively affected maternal health outcomes in the U.S. and led to a widening in 

racial disparities in maternal mortality.25  Beyond the unacceptable increase in maternal 

deaths, studies found increased mental health distress26–30 and worsened care 

experience31–33 during the pandemic. This study attempted to fill in gaps in knowledge 

about the lived experiences of birthing people and maternal health providers during the 

COVID-19 pandemic (years 2020–2022). This research was part of a larger needs and 

assets assessment published elsewhere that sought to determine barriers and facilitators to 

self-care and care engagement by prenatal / postpartum people, as well as patient and 

provider recommendations to design a maternal community health worker program in 

Upper Manhattan, NYC. 

 

4.2 Methods 

Qualitative methods were used to answer the research question: How has the 

COVID-19 pandemic affected the health care experiences of prenatal / postpartum people 

and maternal health professionals? Methods included a literature review and in-depth 

interviews with prenatal or postpartum people and maternal health professionals.  



 

 

143 

 

Data Collection and Analysis 

Purposive sampling was used to recruit prenatal and postpartum people and 

maternal health professionals between October 2020 and August 2022 at an ambulatory 

obstetrics and gynecology practice at an academic medical center in Upper Manhattan. 

The majority of interviews were conducted between December 2020 and September 

2021. Eligibility criteria for the interviews with prenatal / postpartum people included: 

pregnant in 2nd/3rd trimester or postpartum up to 12 weeks; English or Spanish speaking. 

Eligibility for the maternal health professional interviews included current employment at 

the site as a doctor, certified nurse midwife, registered nurse, nurse practitioner, physician 

assistant, social worker, dietitian, or patient navigator. 

The principal investigator recruited and consented eligible participants (prenatal / 

postpartum people and maternal health professionals) at the point of care, briefly 

introduced the study and answered questions, and consented any people who expressed 

interest in participating. Prenatal / postpartum people provided written consent. Maternal 

health professionals gave verbal consent as written consent was waived by the IRB.  

Interviews took place via Zoom, with participants calling in from their phones to lessen 

any technology barriers.34 The interviewer reviewed informed consent before starting the 

interviews and conducted the interview in English or Spanish. Both interviewers were 

intensively trained in qualitative interviewing techniques, including reflection and 

probing.35 A $50 gift card was provided for respondents’ time upon completion of the 

interview. 

The prenatal / postpartum participant and maternal health professional interview 
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guides had five questions, with multiple prompts for each that included open- and closed-

ended questions. Prenatal / postpartum people and maternal health professionals were 

interviewed about barriers and facilitators to self-care, barriers and facilitators to 

engaging in health care, and recommendations for a maternal CHW program. Maternal 

health professionals were also asked their perspectives regarding the best ways to adopt, 

implement, and sustain a maternal health coaching program at their practice.  Closed-

ended questions in the prenatal / postpartum interview guide included depression (PHQ-

2) and anxiety (GAD-2) scales,36–38 pregnancy stress measure,39 social support measure,39 

resources used, and demographics. Maternal health-specific questions were taken from 

Pregnancy Risk Assessment Monitoring System (PRAMS)39 and wording for some of the 

interview probes were from Listening to Mothers.40 Both interview guides had a closed-

ended question about recommended maternal CHW program components. 

The interviewer took brief notes to help guide her in the interviewing process and 

highlight points of importance. The interviewer wrote a memo at the end of every 

interview to record any observations of the interview and growing data set as a whole. 

Interviews were audio recorded via Zoom34 and transcribed via Rev41 for English 

interviews and Happy Scribe42 for Spanish interviews. 

Thematic analysis43 was performed using the following steps: 1. thorough review 

of transcripts to draft a codebook with parent, child, and grandparent codes; 2. iterative 

testing of the codebook through coding of select transcripts by both coders followed by 

discussion and revision of the codebook; 3. coding of all transcripts by two coders in 

NVivo Release 144;  4. review of the coded data and development of categories and 
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preliminary themes; 5. development of a theme matrix using Miro45;  6. analytic check-

ins between the two coders and the third author on the study during theme development; 

and 7. theme mapping and refinement through multiple discussions between coders.43 For 

the closed-ended demographic, health status, and preferences measures, the team 

calculated descriptive statistics such as sums, means, or percentages. 

 

Study Sample and Human Subjects Protection 

Sixty-three pregnant or postpartum people were approached, and 54 agreed to 

participate and were consented at point of care. Of those 54, thirty-two prenatal or 

postpartum women completed an interview. The sample is representative of the total 

sample at Mount Sinai Ambulatory OB/GYN in terms of race, ethnicity, and insurance 

type based on patient demographic data of the site.  Of those who were interviewed 

prenatally, six completed a second interview in the postpartum period for a total of 38 

interviews. Thirty respondents were interviewed in English and two in Spanish.  

Prenatal participants were at least 20 weeks pregnant and postpartum participants 

were interviewed within six months of birth. All respondents had Medicaid insurance. 

Half of those interviewed were in the prenatal period. The majority of people were in the 

age range of 21–30 (56%).  Participants self-identified as Black / African American 

(34%), Other (43%), or white (15%). Overall, 66% identified as Latina/e.  All 

participants identified as women. Around half of the women were first-time mothers, and 

20% of the sample had diabetes and / or hypertension during the current / recent 
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pregnancy. In their interviews, many participants reported worries about finances; a few 

had worries about having enough food; and three women had a recent or current stay in a 

shelter.  When asked to choose the statement that best described their stress level during 

the recent pregnancy, one in five postpartum respondents reported that their recent 

pregnancy was “a moderately hard time” or “very hard time.”39 

Twenty-one maternal health professionals were approached, and 15 completed 

interviews, all in English. The maternal health professional sample included three social 

workers, a dietitian, two nurse practitioner / physician assistants, two certified nurse 

midwives, three resident physicians, and four attending physicians, one of whom was a 

maternal fetal medicine (high risk) specialist. For the purposes of this paper, “provider” 

refers to physician, nurse midwife, nurse practitioner, or physician assistant. 

The study was approved by the Program for the Protection of Human Subjects at 

the Mount Sinai School of Medicine (HS#: 19-00183) and exemption category 2 status 

by Boston Medical Center / Boston University Medical Campus IRB. 

 

4.3 Results 

The research team identified the following four major themes related to the 

impact of the COVID-19 pandemic: 1. COVID complicated everything: the COVID-19 

pandemic increased social and economic stressors for prenatal and postpartum people; 2. 

The COVID-19 pandemic increased emotional distress and affected the mental health of 

prenatal and postpartum people; . Prenatal and postpartum people felt lonely in their 

health care experience during the COVID-19 pandemic; and 4. Care delivery 
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modifications during the COVID-19 pandemic had implications for future telehealth 

maternity care innovation. Each of these themes are described more fully bellow. 

 

COVID complicated everything: the COVID-19 pandemic increased social and 

economic stressors for prenatal and postpartum people 

The pandemic caused social and economic stressors for prenatal / postpartum 

people, including their support systems, work, children’s schooling, and coping outlets. 

These experiences are presented below via subthemes. 

 

Usual support networks were not available and social life was reduced, leading to 

feelings of isolation and overwhelm 

Some women participants reported having less social support during the pandemic 

due to social distancing measures and travel restrictions, particularly for relatives living 

in other countries (due to country-based travel bans, followed by vaccination 

requirements for foreign travelers to the U.S.). These reductions in social support caused 

feelings of isolation and overwhelm when pregnant and when taking care of their new 

baby. Some conveyed a sense that they had to “do the pregnancy on their own.” Many 

women had to take on even greater responsibility for their infant, without family and 

friends to assist with household tasks and baby care.  

My mom couldn’t come travel to help me for the first three months [after the 

birth] – Postpartum woman, February 2021 
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 [Being pregnant during the pandemic] I felt really isolated. All of my friends’ 

pledges [of help] fell to the wayside. I felt very lonely.  

– Postpartum woman, December 2020 

 

With COVID, I did not like the role that you basically have to do your whole 

pregnancy on your own by yourself.  – Postpartum woman, August 2021 

 

The pandemic also hindered social life with friends and family. Women discussed 

their frustrations with not having the same outlets for positive social connection, while 

also missing out on key social milestones to celebrate the pregnancy, such as having a 

baby shower. The lack of sense of belonging and fun provided by in-person social 

activities increased feelings of isolation for some women. 

 

It's affected it a lot in ways of not being able to celebrate my bundle of joy 

through an actual baby shower, like having a celebration where everybody's in 

contact. First time I ever did a baby shower through mail.   

– Prenatal woman, February 2021 

 

Family support is good, but I feel like the typical dates and girl time and group 

outings and just being able to do things, for me is most supportive. I like to go out, 

I like to do things, so I have definitely felt more isolated.   

– Prenatal woman, February 2021 
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 Women expressed a tension of needing and wanting family and friend in-person 

support and connection while also needing to keep themselves and their baby safe from 

exposure to the virus. 

She was gonna bring another aunt that flew in and I said “I don’t think she 

should come here. She’s not vaccinated. I’m worried.”   – Postpartum woman, 

July 2022 

[I see] my immediate family, my boyfriend’s mom, his sister, and my two best 

friends. I don’t really get to see anybody else. Not that I don’t want to but I don’t 

want anybody to get me sick. – Prenatal woman, February 2021 

 

Decisions about work and school were complex and dynamic 

Prenatal and postpartum participants reported a lack of options or difficult 

decisions regarding paid work outside the home. Concerns about virus exposure were 

common.  Participants weighed many factors such as the financial needs of their families, 

their love of work, and the health and safety of themselves and their babies. 

A coworker passed away from COVID. I took time off [during pregnancy]. I was 

already scared … my hubby he was laid off also … I do need to go back to work 

and he wants to go back to work as well. – Postpartum woman, December 2020 

 

I'm gonna go back to work, but I have like a whole bunch of questions that I didn't 

have before. 'Cause I'm in the medical field, I'm like, "Should I go back to work? 
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No, I have to go back to work." So I'm beating myself up, going back and forth. 

 – Postpartum woman, August 2021 

Virtual schooling or school disruptions were a common barrier for returning or 

continuing to work. The unpredictability or increased demands of their children’s 

schooling added stress for some participants, making it more difficult to not only work 

but rest, find time for themselves, and have a feeling of independence outside of the 

family. In one case, the family had to pause their child’s schooling as they navigated a 

stressful pregnancy, delivery, and new baby. 

I personally haven't been able to work because I have my son at home and his dad 

works and he's been trying to go to [in-person] school, but then, there's a COVID 

case and the schools get shut down, so, being able to be independent and have 

more time for myself has been the biggest challenge for me.  

– Prenatal woman, February 2021 

 

I started having a lot of issues already with my [pregnancy] weight. I felt heavy. 

So, he couldn't attend [virtual] classes anymore and now the baby is here and I 

just had an emergency C-section. We cannot do classes. So that's still on hold. I 

think that's the biggest struggle right now, that we put his school aside for now.  

– Postpartum woman, October 2020 
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Usual coping outlets were restricted 

Usual coping outlets to provide enjoyment and fulfill physical, emotional, and 

spiritual needs were less available to prenatal and postpartum participants due to concerns 

of exposure to the virus. These outlets included going to church, exercising at the gym, 

doing errands, or socializing. Spaces that once brought them joy, solace, and an easing of 

stress where simply not available. This finding carries implications for prenatal and 

postpartum well-being and health, as many of these coping outlets are important self-care 

measures for prenatal / postpartum people.  

 

I do like going to church. I went a few times after COVID started and then I didn't 

go anymore in-person, I didn't feel comfortable. I just kind of go when there's no 

mass, there's a church nearby where I live, but I don't wanna attend mass just 

because I don't wanna expose myself to other people in that way. 

– Prenatal woman, December 2020 

 

I used to even go to the gym before. And that, that kind of helped me cope. 

– Postpartum woman, February 2021 

 

In summary, all facets of daily life (social support, social life, work / school and 

coping outlets) were disrupted or reduced by the pandemic. This added to participants’ 

feelings of isolation, and complicated decision-making and management of the usual 

challenges of pregnancy and postpartum.   
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The COVID-19 pandemic increased emotional distress and affected the mental health 

of prenatal and postpartum people 

Prenatal and postpartum participants reported emotional distress from the 

pandemic, often expressed as feeling scared, fearful, and worried. Participants expressed 

a feeling of vulnerability in being pregnant during the pandemic and reported fears of 

virus exposure to self or baby.  At least two participants described having an exacerbation 

of a pre-existing anxiety condition. These feelings and concerns led some participants to 

stay home as much as possible in 2020 and early 2021. 

 

The biggest challenge that I have, of course, is just trying not to feel so 

overwhelmed and anxiety on high.  I feel more scared than I ever had before ... 

I'm in the house for the most part. I fear being around anybody 'cause I know that 

I could be more vulnerable, given that I am pregnant. And when the big day 

comes, my fear is as well for the baby. – Prenatal woman, February 2021 

I felt like every time I went to the store for something, with everything going on, 

people were just acting crazy and it would stress me out. And I had anxiety issues, 

so that didn't help. So, once I came in the house, that was it and I was staying 

maybe for the rest of the week. –  Postpartum woman, December 2020 

Aligned with some participants’ expression of fear, nervousness, and sometimes 

sadness, women in the sample screened positive for symptoms suggestive of anxiety or 

depression. Nine of 24 women surveyed had elevated anxiety (GAD-2)38 or depression 
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(PHQ-2)36–37 screening scores that were escalated to the clinical team for follow-up. Of 

the 9 women, three had elevated anxiety scores; two had elevated depression scores; and 

four had both anxiety and depression scores elevated. Of the 9 women, 5 were prenatal 

and 4 were postpartum. Another 2 women were referred to the clinical team for suspected 

mental health distress based on their interview content (one was prenatal and not 

screened and one was postpartum and screened negative).  The depression and anxiety 

screening questions, while only designed to capture possible mental health symptoms, 

were a useful way to quantify the levels of mental health distress in the sample. 

In summary, there were many stressors converging to increase the risk of 

emotional distress and mental health conditions for prenatal and postpartum people 

during the COVID-19 pandemic. The emotional distress expressed by participants often 

surrounded a concern of increased vulnerability to COVID-19 for pregnancy or a new 

baby. These feelings of vulnerability, combined with the economic and social stressors 

and reduction in social support from the pandemic, all could be major contributors to the 

emotional distress noted among participants in the sample. 

 

Prenatal and postpartum people felt lonely in their health care experience during the 

COVID-19 pandemic 

Prenatal and postpartum participants reported feeling isolated in their care 

experience, mostly due to visitor / companion restrictions at the prenatal clinic and 

hospital. Participants highlighted the difficulty of not having a support person present at 

care visits, with some participants reporting increased emotional stress from this lack of 
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company. Others expressed disappointment and concern that by not attending prenatal 

visits, their partners were missing out on an opportunity to connect with the pregnancy 

process and baby.  

  

That was the only depressing part of it dealing with the hospital and not being 

able to have a support person to hold onto because my pregnancy was high-risk. 

There was a time that I have to go very often, for them to monitor the baby’s heart 

beat. I think they should allow a support person, because you are already 

nervous. [It] could have caused a lot of stress on the mother and the child.           

– Postpartum woman, August 2021 

 

I was very, I was kinda scared. And I was kind of depressed because nobody 

could be there with me. I got a panic attack right there at the C-section room. I 

literally felt I was going to die. I couldn't breathe. But they kept telling me, "You 

can breathe. You can actually breathe. We are looking at your oxygen levels and 

you are fine." 

– Postpartum woman, February 2021 

 

Not being able to have someone whether it's my sister or my partner in the room 

with me was like, okay, I gotta do this alone. Like maybe [my partner] would have 

more of a bond or feel more bonded immediately by being in the room and seeing 

the reality of what's happening. Right now, it's like just everything is being told to 
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him. 

– Prenatal woman, February 2021 

 

Women and maternal health professional participants also expressed their concern 

surrounding reduced length of hospital stay, perceived to be due to a COVID-19 policy. 

With the length of postpartum hospital stay shortened, postpartum patients could leave 

the hospital before ready (physical readiness or skills readiness by missing instruction on 

lactation, infant care, for example). This also contributed to a feeling of lack of support or 

isolation in the care experience. 

 

Another issue is we discharge people on day one or day two postpartum. They’ve 

gotten so much support and then going home, that’s it. Because of COVID.  

– Nurse midwife, August 2021 

 

I had [someone] asking me to leave the hospital because of Covid. But I had 

twins, it was impossible to leave next day. They want me to leave next day and I'm 

like "I'm not going anywhere. I can't." I understand because of Covid they keep 

them less, but the two nurses, they respected it and said "No, you have twins. You 

can stay one more day"  

– Postpartum woman, July 2021 
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Like I guess given the circumstances because of COVID, they were like, "Okay, 

we got to get you in and out." – Postpartum woman, August 2021 

 

In summary, the women highlighted how the pandemic hospital policies took 

away key support when they needed it most, leaving them feeling more alone, and with 

potentially higher stress levels.  Due to visitor policies, they expressed concerns about 

lack of bonding by partners to the pregnancy process and baby through their removal 

from the exam room and any in-person interaction with the provider and care team.  

Postpartum length of stay also was perceived as shortened due to the pandemic, also 

contributing to feelings of reduced support. While these policies loosened as the 

pandemic progressed, these women were expressing their experience at that particular 

point in time when outside social support in the care experience was limited.   

 

Care delivery modifications during the COVID-19 pandemic had implications for 

future telehealth maternity care innovation  

Care delivery had to shift at the height of the COVID-19 pandemic to meet safety 

regulations and any changes in staffing or resources. When asked about their experience 

delivering care during the COVID-19 pandemic, maternal health professionals (MHPs) 

often raised the topic of telehealth. MHPs had differing impressions about the uptake and 

effectiveness of telehealth at their practice during the height of the COVID-19 pandemic. 

Many MHPs (11 of 15), of all disciplines and levels of clinical experience, found 

telehealth to be very helpful to patients, improving care access by eliminating barriers to 

attending an in-person visit, such as transportation or childcare. Some MHPs also thought 
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that telehealth can help a patient feel more connected to care. 

Other maternal health professionals noted the benefit of telehealth to the providers 

and their delivery of care, through increased time efficiency and closer communication 

with their patients. Two MHPs suggested that telehealth increased communication with 

patients, allowing them to answer questions and identify needs. An attending physician 

observed that the use of MyChart, the patient portal, improved providers’ responsiveness 

to their patients’ needs by direct messaging with them on the platform. A social worker 

found that her interactions with patients increased when she connected with them by 

phone. 

 

I never did telehealth visits pre-COVID, at all. And I think it really makes it a lot 

easier for some patients who can't get in because of transportation or babysitting, 

or just a number of different issues or reasons. – Nurse Practitioner, July 2021 

 

I think the fact that we found that telehealth really works and is a low-cost way of 

doing things. Checking in with patients and making sure they have their 

medication, where they can get COVID testing, I think that was actually a good 

thing that came out of this terrible pandemic. – Attending physician, July 2021 

 

I think providers have learned to be more responsive [using MyChart, the patient 

portal]. It’s a good way [for a patient] to directly follow up with a question.  

 – Attending physician, September 2021 
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For some patients it even increased our interactions with them because sometimes 

it’s easier when patients are busy, have kids at home, to catch them on the phone.  

– Social worker, June 2021 

 

Two maternal health professionals perceived telehealth as not well or uniformly 

adopted by their patients, and another expressed concerns about patient access to 

technology infrastructure. It is unknown how many years of experience these providers 

possess, but one was an attending physician and another a social work supervisor, 

suggesting experience. The perceived poor telehealth adoption was attributed to lack of 

patient technology infrastructure (internet), lack of patient interest, or patient expectations 

for care. Another physician also suggested that the clinic’s implementation of telehealth 

was a driver of poor adoption but did not provide further clarification on that point.  

 

Telehealth wasn't so popular here. For whatever reason, it didn't work so well 

with our patients. And I think if we get another pandemic, it's gonna be bad, 

because whereas some of my other colleagues in other departments found great 

opportunities to engage patients and their patients were engaged in telemedicine 

health, we didn't see that here. Some of it is cultural, believing that, well, how can 

a doctor really assess me?  

 – Social worker, August 2021 

 

[Telehealth] was not so big in our patient populations. I think the interest was 

there, but just the actual execution wasn't great [by the clinic]. I think part of it 
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was the actual patients, their lack of good internet access, and I think they also 

just wanted to see the doctor in-person, 'cause they expect it, especially for 

prenatal care. I think a lot of other patient populations may have really embraced 

the convenience of it, and it just wasn't so much embraced by our patient 

population. I would say it got better … but they don't always have reliable 

internet access, or they're not savvy enough, or interested enough to look at 

MyChart [patient portal]. – Attending physician, July 2021 

 

There are a lot of tools, like MyChart [patient portal], that people are 

comfortable with. And for the patient that you do encounter that has limited 

access to technology, to bridge those gaps would be useful …  – Attending 

physician, September 2021 

 

Three providers (two resident physicians and a physician assistant) expressed an 

interest in converting components of prenatal and postpartum care to telehealth as 

standard practice to increase care engagement and ensure higher visit attendance. They 

emphasized that this option would be best for low-risk patients, and that certain clinical 

activities require an in-person visit for all patients, such as vaccine administration, 

laboratory testing, ultrasounds, and blood pressure checks. One provider raised the need 

for a quality assurance mechanism for home blood pressure monitoring for virtual visits. 
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Something that really expanded, not just in OB/GYN, but in all fields, is 

telehealth. I think, especially for low-risk patients, identifying times when they 

might not have to come to the hospital, that can really increase the number of 

times that they actually get care. A lot of our low-risk patients come in and they 

don't need labs drawn that week and so we chat for five minutes and we listen to 

the baby's heart beat and measure the belly and they go home. But they've waited 

for me for an hour for that five-minute visit.  I think if that could be converted into 

a telephone call, we could do more frequent telephone calls instead of once every 

two or once every four weeks in-person visit.  

– Resident physician, June 2021 

  

I feel like we have so many prenatal visits that some of them, as long as a patient 

meets certain criteria and they’re very uncomplicated, could probably just be 

done as a televisit. Then that could save a lot of time on both ends.  

– Resident physician, June 20201 

 

In summary, the majority of maternal health professionals saw telehealth as a 

positive aspect of care delivery as a result of the COVID-19 pandemic. A smaller group 

of MHPs saw telehealth as poorly adopted in the practice, and raised important concerns 

about patient access to internet, interest, and expectations. These perspectives from 

maternal health professionals highlight the need for further study of possible telehealth 

innovation in maternal health care delivery. 
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4.4 Discussion 

Prenatal / postpartum people, partners, and families encountered multiple 

challenges as they navigated pregnancies during a global pandemic. The reported 

disruptions to work, school, and social support aligned with other studies on COVID-19 

pandemic stressors.46 McCool-Myers et al. (2022), found four subgroups of women 

reporting adverse effects from the pandemic, and those experiencing the highest adversity 

(financial strains, food insecurity, increased conflict in the home, poor mental or physical 

health, or barriers to accessing care) were more likely to be African American and / or 

Latino/a or of a sexual minority group.46 Participants in our study (approximately one 

third) reported at least one of McCool-Myers’ indicators of highest adversity in their 

interviews, but with the added layer of complexity and vulnerability of pregnancy and the 

postpartum period. Reduced social support due to social distancing guidelines and travel 

restrictions also affected the prenatal and postpartum experience, which aligns with other 

recent studies.26, 47–49  

Increases in mental health disorders have been reported in other studies on 

COVID-19,27–29 including a tripling of postpartum depression.30 Koyucu et al. (2021) 

found that the incidence of mental health disorders in pregnant women during the 

pandemic period was much higher than that during the pre-pandemic period, and that 

economic difficulties, including financial strain and losing employment, increased 

anxiety, depression, and stress.26 They also found that the perception of social support 

was highly protective against these same conditions of depression, anxiety and stress.26  

These quantitative findings provide a context for our study in which participants reported 
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emotional stress navigating financial difficulties, job loss, fear of virus exposure, and 

strains on social support during pregnancy and the postpartum period.  

The care experience was disrupted negatively due to hospital visitor policies, 

particularly when it came to support person, partner, and family involvement in prenatal 

care and labor and delivery. These findings are consistent with Janjua et al. (2021), in 

which the negative impact of hospital visitor restrictions and psychological distress were 

the two major themes for their UK sample.50 Another review by Lalor et al. (2023) found 

that maternity care did not adhere to WHO quality maternity care standards during the 

pandemic, with issues such as confusing regulations, lack of support persons, and lack of 

support by health care professionals during the postpartum period.51 Another study by 

Antaneh et al. (2022) found that maternity care providers in high-income countries 

struggled to meet WHO standards for Respectful Maternity Care during the COVID-19 

pandemic, due to factors such as lack of birth companionship or gaps in evidence-based 

practice delivery.32 A study by Janevic et al. (2021) found that NYC women who gave 

birth during the peak of the pandemic response had lower birth satisfaction and higher 

perceived health care discrimination, particularly women who were SARS-CoV-2 

positive, or Black or Latina women.33 Lower birth satisfaction was associated with higher 

symptoms of depression, anxiety, stress, and lower exclusive breastfeeding, and higher 

perceived health care discrimination was associated with higher levels of postpartum 

stress and birth-related PTSD.33  

Care delivery had to shift drastically to meet the demands of the pandemic 

context, including an expansion of telehealth52 with the support of federal COVID-19 
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waivers and regulatory changes. While there were some differing perceptions among 

providers about patient uptake and clinic implementation of telehealth in this study, this 

may be partly based on how providers defined telehealth (phone calls versus full suite 

including patient portal use). Consistent with the minority provider opinion in our study, 

Galle et al. (2021) found through a large survey of maternity care providers that there 

were challenges with telehealth infrastructure, patient technology literacy, distrust from 

patients, and a concern of increased inequity in access to care and potential decreased 

quality of care.53 

The evidence remains equivocal as to whether maternity telehealth can improve 

or reduce care access and equity. A descriptive paper by Peahl et al. (2020) argued that 

new models of prenatal care that include some virtual visits (in this case four in-person 

visits, one ultrasound visit, and four virtual visits) can address health disparities by 

improving access to care for low-income pregnant people.54 A 2022 systematic review by 

Cantor et al. (2022) found that replacing or supplementing in-person maternity care with 

telehealth results in similar clinical outcomes and patient satisfaction, yet the effect on 

access to care and equity is unclear.55 Concerns regarding equity and the digital divide for 

lower income communities were raised by two provider participants in this study, 

echoing a 2020 brief by the Urban Institute.56  

The shift to a hybrid tele / in-person care model for maternity care carries 

potential for care innovation57 but ultimately relies on clinical consensus and advocacy 

from bodies such as the American College of Obstetricians and Gynecologists 

(ACOG);58–59 policy change by Centers for Medicare and Medicaid Services (CMS)60–62 
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community infrastructure investments62 by federal and state government to ensure 

equitable access; and health system commitment to the right infrastructure and processes.   

 

Study Strengths and Limitations 

The strengths of this study include access to key stakeholders and first-hand 

accounts from prenatal / postpartum people and front-line maternal health professionals 

in a city greatly affected by the COVID-19 pandemic. This study also highlighted the 

difference in perspectives of health care providers and patients about priorities for 

maternal health care and support. These findings can inform future research as well as 

program development for maternal health and social services.  The interview process and 

analysis were thorough and comprehensive, providing a robustness of data and resultant 

themes.  The close partnership with the study site and the decades of community health 

work experience of the research team members ensured that the study design, research 

questions, and data collection were closely tailored to the community, the hospital site, 

and the patient population.  

While the majority of interviews were conducted Feb 2021 – Sept 2021, there was 

a long data collection period that encompassed different phases of the COVID-19 

pandemic. The prenatal / postpartum participant quotes provided in the results section 

were mostly from interviews conducted between December 2020 and February 2021, 

which reflects the period in which COVID-19 was a perceived threat by many in New 

York City and when COVID-19 vaccines were not yet available. The maternal health 

professional participant interviews took place July 2021–September 2021 and could 
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reflect a period of relief with the availability of COVID-19 vaccines, but also burnout 

from the previous year and a half.63  

Mental health measures of the prenatal / postpartum participants would ideally 

have been pregnancy / postpartum-specific,64 but due to their length, the research team 

opted for shorter general first pass depression and anxiety scales to ensure that the flow 

of the in-depth interview was not broken.65–66 Studies have found that PHQ-2 can be a 

valid pregnancy or postpartum depression screening tool.65–66 Less has been studied about 

the use of the GAD-2 in pregnancy or during the postpartum period, and perinatal anxiety 

measures have equivocal validity.67–68 This study used the same four depression and 

anxiety questions as were used in the Listening to Mothers survey.40 

Some participants may have perceived the study as linked to their health care 

provider or employer, which could affect their comfort in sharing honestly. To address 

this, the interviewer identified herself as a member of an external research team and 

emphasized confidentiality at the start of the interview. The interviewer explained that 

results of the study would be de-identified and reported as themes. 

When asked about their experiences delivering care during the COVID-19 

pandemic, many providers raised the topic of telehealth; however, they were not then 

prompted to define telehealth (phone versus video calls versus patient portal messaging), 

which may have led to the variability of findings in this area. 

Due to the qualitative nature of this study, the findings are not generalizable to the 

prenatal and postpartum population as a whole. However, findings could be used as 

lessons learned and points of exploration in similar U.S. communities. 
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4.5 Conclusion 

Findings from this study highlight the social and economic vulnerability of low-

income prenatal and postpartum people. Study results call for bolstering social supports 

during pandemics, and even in non-pandemic times. At the health system level, supports 

could include care models that include community health workers or other trusted team 

members, and increased mental health and social support screenings. As touched upon in 

this study, maternity care delivery models that include some virtual care could improve 

care attendance and patient experience without sacrificing patient safety, outcomes, and 

equity.  Clinical consensus and political will and investments are necessary to move this 

forward. 

  Finally, the findings of this study can be applied to emergency preparedness 

planning for any future events that cause greater social and economic vulnerability, 

including natural or human-made disasters. More specifically, these findings can serve as 

lessons for planning for future pandemics, which will likely become more common with 

changes in global climate.69 
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CHAPTER FIVE: PRACTICE GUIDE  

 

 

 

Using the Intervention Mapping Framework for Design and Implementation of a 

Maternal Community Health Worker Program in U.S. Communities: the case of Maternal 

Health Matters in New York City 

 

Brett Ives, MSN, CDCES, Jamillah Hoy-Rosas, MPH, RD, CDCES, Tanjeena Patwary, 

MPH, Leny Rivera, Omara Afzal, DO, MPH, Lisa Messersmith, PhD, Jacey Greece, 

DSc, MPH, Eugene Declercq, PhD 

 

 

5.1 Overview: Problem Statement, Purpose, and Planning Framework 

Problem Statement and Purpose 

 The United States has the highest maternal mortality rate of any high-income 

country, 84% of which is preventable with better access to and quality of prenatal, 

intrapartum and postpartum care and self-management of chronic diseases.1 In 2017–

2019, around 20% of U.S. maternal deaths occur during pregnancy, 13% on the day of 

delivery, and 65% in the postpartum period.1 Severe maternal morbidity, defined as a 

life-threatening complication before, after, or during the birth,2 is another key measure of 

maternal health.  Racial and ethnic inequities in maternal mortality and severe maternal 

morbidity exist nationally, in which Black American and Native American birthing 

people experience higher rates of poor maternal health outcomes, regardless of income 
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level.3–8 Overall U.S. maternal mortality worsened and racial and ethnic disparities 

widened further during the COVID-19 pandemic in 2020 and 2021.9–10 

 As on the national level, Black non-Latina/e New Yorkers experience the highest 

rates of maternal mortality and severe maternal morbidity, followed by Latina/e and 

Asian / Pacific Islander birthing people.11–12  The severe maternal morbidity rate was also 

highest in the lowest income zip codes in NYC.13 In 2013–14 in East Harlem, the study 

site’s location, severe maternal morbidity occurred in 327.9 per 10,000 births, compared 

with 141.1 in the neighboring Upper East Side.13 Drivers of race- and place-based 

disparities in maternal mortality and severe maternal morbidity are complex and include 

social determinants and discriminatory policies within society,14–16 as well as racial bias 

within health care systems, that leads to fewer resources, choice, or safety of care for 

individuals navigating the pregnancy journey.17–18 

 Community health worker (CHW) models are one promising approach to 

improving maternal health and reducing racial and ethnic disparities. CHW models in the 

U.S. have been shown to improve control of chronic conditions such as hypertension, 

diabetes, and asthma,19–22 reduced emergency room visits,19 and lowered health care 

costs.23–29 U.S. CHW models have also reduced maternal stress and depression31–33 and 

improved breastfeeding rates,34–35 and there is growing evidence that these models can 

prevent pregnancy complications and reduce maternal morbidity through social support 

and early detection of risks.35–38 

Given the promise of CHW models, there is a growing interest by U.S. health care 

and public health leaders to add a community health worker layer of care to their practice 
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in order to deliver cost effective, high quality, culturally competent services.39–40 

However, many questions arise as to how to best assess local needs, design a CHW 

intervention, and implement and sustain the intervention successfully.41–42  

A team in Upper Manhattan, New York City, called Maternal Health Matters, 

conducted a needs and assets assessment in order to design a stakeholder-informed 

community health worker program to improve maternal health outcomes at a large 

teaching hospital. Community health worker programs consist of highly trained 

community health teams (lay health workers and often a clinical supervisor) that can 

deliver disease management, social resource linkage, social support, and motivational 

coaching in the home, by phone, and at the doctor’s office.19–29  

The purpose of this paper is to provide a framework and an illustrative case study 

for maternity health care teams that seek to develop a community health worker program 

at their site of care. This paper presents each step of Intervention Mapping and how it 

guided the development of an evidence-informed, feasible, and outcome-oriented 

maternal health program in NYC. Future work should explore the barriers and facilitators 

to implementation and sustainability of the program.   

 

Planning Framework 

Intervention Mapping43–45 is a framework that guides assessment of context and 

design of interventions and is appropriate for developing a maternal community health 

worker program. The six steps of Intervention Mapping43,46 are iterative in nature and 

include: 1) conduct a needs assessment of the community and organization; 2) develop 
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4) Develop an 

intervention plan 
• Designed program components, patient curriculum, and 

CHW core competencies 

5) Build an 

adoption, 

implementation, 

and sustainability 

plan 

• Using needs assessment findings and planning team member 

input, performed a stakeholder analysis 

• Outlined CHW and supervisor workflow, hiring, and training 

plans 

6) Generate an 

evaluation plan 
• Designed a monitoring and evaluation plan (process and 

outcome evaluations) 

Table 5-1. Intervention Mapping Framework and Application to Current Study 

5.2 Intervention Mapping Step 1: Needs and Assets Assessment  

Intervention Mapping Step 1 includes convening a planning group and conducting 

a needs and assets assessment.  The NYC team used qualitative and quantitative methods 

to explore the current local context of the problem (epidemiologic, social, behavioral, 

political) and the needs and strengths of the community and target population.43 The 

founding team members included the medical director of the ambulatory OB/GYN 

practice who engaged other potential key partners and implementers in social work, 

medicine, and nursing at different points in the planning process. The team had already 

decided to develop a CHW program based on a previous evaluation of patient navigator 

models at the site.47 They defined their needs and assets assessment questions as: 

1) What are the barriers and facilitators to engaging in maternal self-care? 

2) What are the barriers and facilitators to engaging in maternal health care? 

3) What are the recommended components of a maternal health community health 

worker program? 
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Barriers 

Barriers to maternal self-care and health care engagement identified by prenatal / 

postpartum and maternal health professional participants included social determinants of 

health such as lack of access to transportation, affordable childcare, and safe 

neighborhood spaces, which aligned with barriers identified in the literature.49 This 

highlights the need for thorough assessment of social needs and connection to the right 

resources in any CHW program. Another barrier identified by prenatal and postpartum 

participants was delayed introduction of support resources in the prenatal and postpartum 

journey. For example, a prenatal person who just learns about childcare education 

opportunities in the 39th week of the pregnancy.  This indicates the importance of well-

timed introduction of resources during the pregnancy/postpartum journey. 

Barriers related to engagement with care included lack of care continuity 

(between providers), in which prenatal and postpartum participants did not have the trust 

and communication with their health care team that they desired. General disrespect, 

discrimination, or anticipation of discrimination by race, ethnicity, language, or 

immigration status was also cited by a few prenatal and postpartum participants, 

underscoring the importance of centering equity, respect and anti-racism in the program 

design and operations.50–52  

The COVID-19 pandemic posed another barrier to prenatal and postpartum 

participants’ self-care and engagement in care, with reductions in social support at home 

and at health care visits due to social distancing policies. Maternal health professionals 

also shared their experiences with care delivery during COVID-19, with mostly positive 
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but some differing opinions about telehealth’s success in their practice.  

 

Facilitators 

Facilitators or assets identified in this study included prenatal and postpartum 

participants’ healthy coping strategies for caring for themselves and managing stress.  

Prenatal and postpartum participants also highlighted how family members, friends who 

are mothers, their doctor, and social media and other web applications acted as key 

sources of information. One example of family advice was to mostly stay home and rest 

for the first approximately six weeks postpartum, to heal from the birth and to protect the 

newborn.53 This and other cultural and religious beliefs and practices that the participants 

shared will inform content and scripts for the CHW / health coaching curriculum. Trust in 

the health care team, particularly a trusting relationship with the provider(s) was another 

key facilitator of health care engagement and a positive care experience identified by 

prenatal and postpartum participants. 

  

Participant Recommendations for Core Coaching Program Components 

 The study explored participant recommendations on the core components of a 

maternal health CHW program. The prenatal and postpartum participants emphasized 

features that provide emotional and instrumental (transportation, childcare) support, 

while the maternal health professional (MHP) participants prioritized the building of self-

care skills and instrumental support. Based on the needs assessment findings and 

evidence-based health coach scope of practice,19–23 the team determined coaching 

domains for the maternal coaching intervention. MHP participants reported that the CHW 
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intervention would be most useful for patients with chronic conditions and high-risk 

pregnancies. 

Maternal health professional participants also shared their thoughts about how a 

maternal health coaching program could best be adopted, managed, and sustained at their 

site. Themes included the importance of staff buy-in, regular communication of program 

progress to staff, and a clearly defined coaching role. Participants also emphasized the 

importance of starting with external funding to further strengthen staff buy-in and 

adoption. The maternal health professional participants noted the importance of strong 

supervision of the CHWs, and recommended supervision be carried out by a key clinical 

leader who has strong network throughout the health system and interfaces with high- 

and low- risk providers. Note, “provider” in this paper refers to physician, nurse midwife, 

nurse practitioner, or physician assistant.  

 

Lessons Learned, Practice Recommendations, and Applications to other Contexts 

The NYC team’s lessons learned during Intervention Mapping Step 1 are 

presented below, followed by recommendations and applications in the field based on 

each lesson. Table 5-3 summarizes the further description below.   
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Matters team.  The needs assessment casted a wide net to understand multiple 

perspectives and levels of the social ecological model. Since the team was relatively 

certain that the intervention would target postpartum visit attendance and control of 

chronic conditions, the needs and assets assessment probably could have been focused 

more on these areas of relevance, saving time and resources. In terms of methods, while 

in-depth interviews resulted in a rich data set, a survey of patients and providers may 

have also saved time and planning team effort, while still providing the information 

needed to design a stakeholder-tailored intervention.   

The project may have benefited from a formal assessment of organizational 

readiness beyond the stakeholder analysis and interviews of maternal health 

professionals. However, because the medical director was a leader on the planning team, 

she provided built-in input about organizational capacity. Finally, the power and 

importance of partnerships were evident during this first phase of the project. The input 

and facilitation by the study site’s medical director ensured the needs assessment was 

relevant, realistic, and executable. 

 

Practice Recommendations and Applications 

Based on the lessons learned, practitioners should consider four recommendations 

and potential applications to their context during Step 1 of Intervention Mapping.   

 

Recommendation 1: Consider a quality improvement project as opposed to a research 

study. If a planning team is collaborating with a research team they can consider carrying 
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out the needs and assets assessment as quality improvement rather than research. While 

this will waive the ability to publish any findings, it will save much time in the IRB 

review process. Guidance on how to assess whether a program is human subjects research 

or quality improvement or both and ensure proper protection for patients is provided by 

Bass and Maloy (2020).54 

 

Recommendation 2: To address any time or resource constraints, consider a more focused 

assessment with efficient methods whenever possible. One important way to work within 

time and resource constraints is to identify and scope the problem(s) and focus the needs 

assessment. The same should be considered when choosing methods. For example, while 

in-depth interviews yield rich data, a survey may be most feasible.  A senior analyst at the 

National Institute for Children’s Health Quality (NICHQ) recommends planners “be 

realistic with resources and capacity” and suggests online surveys if time or resources are 

limited.55 

To save some time and resources, practitioners interested in developing maternal 

health CHW program can also consider using some of the data from this study’s needs 

assessment. Many of the barriers identified in our study can be applied to many U.S. 

contexts, particularly the themes regarding discontinuity and discrimination in health 

care. Barriers such as transportation are more place-specific and may not apply.  

Facilitators identified in our study such as family and online advice and healthy coping 

strategies may apply to other settings but likely will vary based on cultural and local 

contexts of the participants. Some of the participant recommendations, such as 
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components of a maternal CHW / health coaching program and ways to ensure 

postpartum follow-up, may be applicable to many contexts. 

 

 

Recommendation 3: Formally assess organizational readiness. Before or during the needs 

assessment, practitioners should focus on organizational readiness for this type of 

intervention. A stakeholder analysis (presented below) can help with the organizational 

assessment. If implementers are on the planning team and partnerships with the site’s 

clinical and administrative leaders are well established, these leaders can greatly inform 

the assessment of the organization. Guidance on how to further assess organizational 

readiness includes tailoring any assessment to the specific project and context.56 In a 

review of organizational readiness assessments, Miake-Lye et al (2020) found the top 

seven constructs covered in these assessments included readiness for implementation, 

implementation climate, other personal attributes (self-efficacy, knowledge and beliefs 

about the intervention), structural characteristics (workforce, information technology, 

operational structure), networks and communications (openness to new ideas and 

problem solving orientation), and organizational culture.56  

 

 

Recommendation 4: Ensure there is a clinical champion on planning team. A clinical 

champion co-leading the planning process from the beginning is essential. Without this, 

the chance of successful implementation of an intervention will be lower. The planning 

team should form partnerships with clinical implementers of the future intervention as 

soon as possible during the needs assessment process. Clinical champions are 
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increasingly used to effectively implement evidence-based practice and promote 

organizational change.60–61 These key personnel can work with the program planning 

team to design the needs assessment and identify the best methods and data sources based 

on their in-depth knowledge of the implementation site.  In a CDC case study about 

identifying program champions of a Missouri Women, Infants and Children (WIC), 

clinical champion domains included: support with training and implementation; help staff 

resolve problems; orient new staff to the program; ensure materials are readily available; 

and provide feedback and encouragement to staff.59   

The clinical champions are also key agents of innovation and care 

transformation,62 as they introduce new offerings such as a maternal community health 

program. Key attributes of clinical champions identified by Bonawitz et al. (2020) in a 

study of maternity care include: influence (the ability to shape the behavior and opinions 

of others); ownership (feeling deep personal responsibility for change efforts); presence 

at point of change (possessing intimate knowledge of the people and workflows impacted 

by change efforts); grit (tenacity in the face of setbacks); persuasiveness (ability to 

present information in a compelling way to various audiences); and empathetic leadership 

(ability to illicit and validate others’ perspectives).58 

 

5.3 Intervention Mapping Step 2: Program Goal and Performance Objectives  

Intervention Mapping Steps 2 involves developing the program goal, performance 

objectives, and change objectives.46 The team formally stated the overarching program 

goal as improving maternal health among the site’s patients, with a focus on maternal 
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morbidity.  In preparation for setting performance objectives, which are the desired 

actions of the target participant to reach the overarching goal,46 the Maternal Health 

Matters team reviewed possible points of intervention where a CHW could have the 

highest impact.  

  

Possible Points of Intervention for CHW / Health Coaching  

Based on barriers and facilitators identified in the needs and assets assessment 

(IM Step 1) and prior evidence and guidelines on CHW scope of practice,18–22 the NYC 

team identified the points of possible intervention that could be delivered by a maternal 

community health worker (Figure 5-1).  

As depicted in Figure 5-1, facilitators (in green) or barriers (in yellow) can lead to 

outputs that then connect to positive or negative outcomes. Noted as points of 

intervention (in pink), CHWs can facilitate healthy coping techniques, chronic condition 

self-management skills building, and a trusting patient-provider relationship with an eye 

to equitable, anti-racist care interactions. They can also address barriers such as 

discontinuity of care and mistimed / delayed resources by being a consistent presence and 

introducing resources as needed for each person’s prenatal and postpartum journey. 

Practitioners can carry out a similar exercise, in which they list the barriers and 

facilitators identified in the needs assessment, and then reflect on where a CHW / health 

coach would have greatest and least impact.   
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Figure 5-1. Possible Points of Intervention for NYC Maternal CHW Program 
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Prioritization of Performance Objectives 

Performance objectives are the observable and measurable action that participants 

should achieve as a result of receiving the full intervention that work to meet the 

overarching program goal.43 To evaluate which performance objectives to pursue, the 

planning team carried out a prioritization exercise using the following criteria for their 

decision-making: 

1) Organizational priorities: what are current priorities and quality improvement 

initiatives at the site and how do we align and add to these efforts. 

2) Local city and state data: what are the drivers of severe maternal morbidity and 

mortality in NYC  

3) Current performance of the site on key metrics: how is the site performing on 

National Committee for Quality Assurance (NCQA) Healthcare Effectiveness 

Data and Information Set (HEDIS) measures such as postpartum visit attendance, 

timeliness of prenatal care, prenatal and postpartum depression screening and 

follow-up,63 as well as prenatal and postpartum hospitalizations, postpartum 

glucose testing, and postpartum blood pressure testing. 

4) Needs assessment findings: what are the key barriers, facilitators, and 

recommendations identified in the needs assessment  

5) Alignment with scope of CHW / health coaching: in what domains do CHWs / 

health coaches have the most impact, which includes the CHW points of 

intervention discussed above (Figure 5-1). 
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postpartum visit attendance and improve chronic condition control were the highest 

scoring, at 73 and 62 respectively. 

 

Performance and Change Objectives 

Based on the prioritization exercise scores and associated discussions, the team 

decided to focus on the performance objectives of increasing postpartum visit attendance 

and improving control of chronic conditions (hypertension, diabetes). Postpartum visit 

attendance was chosen because the study site had historically low attendance; the 

postpartum visit can identify and correct postpartum complications that lead to severe 

maternal morbidity and mortality; the needs assessment findings highlight the need for 

additional postpartum supports; and postpartum visit attendance has been an 

organizational and clinical priority at the site. Improving chronic condition control was 

chosen based on the NYC data that high-risk patients with chronic conditions such as 

hypertension, diabetes or heart disease were three times as likely to have SMM as women 

with no chronic conditions; room for improvement in site performance; alignment with 

CHW scope of practice; and strengths of the planning team.12 The planning team has 

strong experience in designing and implementing CHW / coaching interventions that 

focus on hypertension and diabetes and detection of emerging complications through 

evidence-based training and clinical supervisory protocols.19–21 

Based on these performance objectives, the team decided on change objectives for 

the project.43 Change objectives are the changes the program should achieve on the 

interpersonal, institutional, or societal/environmental level.43–44 Accomplishment of a set 
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of important and changeable change objectives leads to overall behavior change, which 

are described by developing performance objectives.   

The change objectives below are informed by the Maternal Health Matters needs 

assessment findings. For example, participants noted the importance of childcare and 

transportation for postpartum visit attendance (Change objective 1.1). Participants, both 

patients and maternal health professionals, also shared the importance in having a trusted 

person to check in with for any questions and concerns, leading to improvements in the 

health care team’s detection of emerging risks (Change objective 2.3).  

 

Performance objective 1: Increase postpartum visit attendance among postpartum people 

at the site   

Change objective 1.1: Coach and health care team assess for social needs and link 

postpartum people to resources (transportation, childcare, etc.) that enable 

postpartum visit attendance 

Change objective 1.2: Coach and health care team ensure that a well-functioning 

appointment reminder system is in place 

Change objective 1.3: Coach performs check-in (phone or home) with patient in 

the early postpartum period (within 3 days of discharge from hospital). 

 

Performance objective 2: Improve blood pressure and/or blood glucose control among 

prenatal and postpartum people with hypertension and/or diabetes at the site 



 

 

195 

 

Change objective 2.1: Patient demonstrates correct technique for measuring blood 

pressure and/or blood glucose and recording results to share with the care team 

Learning objective 2.2: Patient immediately relays any concerning signs or 

symptoms that could be complications to the health care team immediately 

Change objective 2.3: Health coach detects emerging risks and escalates any 

symptoms or elevated readings promptly to the clinical supervisor  

 

5.4 Intervention Mapping Step 3: Select theory-based intervention methods  

Once the performance and change objectives were established, the team selected 

theory-based methods to address the objectives.45  Intervention Mapping uses a variety of 

theories to inform development of program components, and most well-designed 

interventions usually use a combination of theories. Theory-based methods selected for 

the Maternal Health Matters program were the social ecological model, the stages of 

change / transtheoretical model, and the theory of planned behavior.  

The social ecological model65 was used as a framework for both the needs 

assessment and the intervention, which has a focus on change on the individual and 

institutional levels. The stages of change / transtheoretical model65 supports the structured 

goal setting and motivational interviewing that are key aspects of the intervention. The 

theory of planned behavior66 lays the foundation for the coaching approach, which takes 

into account social norms and behaviors, as well as someone’s perceived control over 

engaging in a behavior. The coaching model focuses on building self-efficacy among 
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participants. 

 

Logic Model  

 

From these methods, the team identified the program activities (Intervention 

Mapping Step 3).  The team developed a logic model that depicts the objectives, 

resources and activities, outputs, and the expected short-, intermediate-, and long-term 

outcomes of the program (Figure 5-2).  As a graphic representation of the intervention, 

the logic model provides strong rationale for the intervention design and activities, guides 

evaluation of the program, and is used to communicate the program to stakeholders. 
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Figure 5-2. Maternal Health Matters Logic Model 
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5.5 Intervention Mapping Step 4: Develop an Intervention Plan  

The Maternal Health Matters team then developed an intervention plan 

(Intervention Mapping Step 4), which included program components, a patient 

curriculum, CHW / coach competencies, tech-enabled workflows, and a hiring and 

training plan for the CHWs. 

 

Program Components 

The components of the Maternal Health Matters intervention included: planned 

care through a sequential coaching curriculum; responsive care for issues that need to be 

escalated to the health care team; and linkage to social/economic resources. Based on the 

needs assessment findings, the intervention was centered on equity, both in its 

components and in the content of the educational messaging.  The program follows the 

patient any time from second trimester of pregnancy until one year postpartum. 

 

Planned care  

Planned care are touchpoints along the pregnancy or postpartum journey where 

the CHW / coach delivers a session focused on education, goal setting and skills building, 

and emotional support. The beginning of the program journey will include an active 

phase, with CHW / coach curriculum encounters every 1–4 weeks and as needed. A 

maintenance phase will start between 3–6 months postpartum, depending on the clinical 

supervisor’s assessment of the patient, through one year postpartum.  
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The coach uses a motivational interviewing approach to each patient interaction, 

which focuses on empowerment and building self-efficacy.  In addition to a set 

educational curriculum (see below), the CHW will facilitate personalized, structured self-

care goal setting with each patient. The CHW will provide emotional support and 

accompany the patient to care visits, when indicated. 

 

Responsive care 

Responsive care is the relaying of information to the supervisor through clear 

escalation protocols. These escalations focus on emerging social or medical risks. Social 

risks would include significant changes in housing, food insecurity, financial status or 

benefits, insurance or prescription coverage, transportation, or domestic / intimate partner 

violence.  Medical risks would include positive mental health screening results or signs of 

mental health distress, signs or symptoms of exacerbation of chronic condition or new 

complication, monitoring results outside of safe range (blood pressure, blood glucose), or 

gaps in medication access or adherence. The CHW is available to the patient during 

educational sessions and as needed by phone for any concerns. The supervisor will then 

triage the escalation to the appropriate team member, usually the patient’s provider or 

team social worker. 

 

Resource linkage and care journey curation 

CHWs also provide the needed social resources at the right place and right time 
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along the pregnancy journey. Resources can include community-based items such as 

transportation by NYS Medicaid, childcare via affordable community options, food / 

nutrition support from WIC and a local food pantry, breastfeeding support via WIC, or 

possibly doula services as funded by NYS Medicaid. Resources can also be clinic-based, 

with CHWs referring patients to childbirth education, a nutritionist, or chronic condition 

management classes, when available. By providing what a person needs in a centralized 

fashion, the CHW can also deliver educational points and advice based on where a person 

is in their pregnancy and based on any complications or instructions from the provider that 

arise.   

 

Patient Curriculum 

The key barriers and facilitators found in the needs assessment and program 

components informed the development of the patient curriculum.  The patient curriculum 

covers knowledge and skills specific to gestational hypertension or gestational diabetes, 

as well as general information on prenatal and postpartum health throughout. The 

curriculum is based on evidence-based materials by the U.S. Community Preventive 

Services Task Force Community Guide,67 the American College of Obstetricians and 

Gynecologists (ACOG)68 and the American Heart Association (AHA),69 and the 

Association of Diabetes Care and Education Specialists (ADCES) ADCES7 self-

management behavior framework.70 

The curriculum content was tailored for participants based on the findings from 

the needs and assets assessment, particularly any cultural beliefs and practices, sources of 
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information including social media, and locally relevant community resources. For 

example, the needs assessment found a common cross-cultural practice of staying home 

for the first 40 days. This was incorporated into the curriculum content to honor cultural 

beliefs and practices and to discuss in a culturally-sensitive manner how they may 

overlap and diverge from the current evidence. The curriculum will refer to the role of 

family, friends with babies, the OB provider, and social media and other web applications 

as important sources of information, and the online applications will be curated and 

vetted by the planning team and customized to each person’s assets and preferences. 

Community resources will be vetted by the CHWs, to ensure quality and access to these 

resources for patients. 

The curriculum modules (Table 5-5) available to patients are flexible and 

customized to patient’s needs and skills gaps rather than providing mandatory and 

general coverage. The CHW will need to be fully skilled in all of these areas in order to 

support the individual needs of the patient. Structured questions will be embedded in 

every CHW encounter template asking them to assess and prioritize need for each 

module, including the flex modules.  

The location of each module is also customized to the patient’s needs, health 

conditions, and preferences. The supervisor and CHW will determine the most likely 

locations for delivery of the modules upon patient enrollment in the program. Many can 

occur by phone or at clinic before or after a prenatal care visit (space permitting). Home 

is a great location option for the medications module if the patient needs assistance with 

medication organization or learning insulin injection technique in a more comfortable 
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LO 2: Demonstrate 

knowledge of how to 

best organize 

medications and 

consistently take them. 

Demonstrate insulin 

injection technique 

(where applicable). 

Module 4: Strengths 

and resources 

LO 1: Know the 

available community- 

and clinic-based 

resources to support 

mother, family, and baby 

in the prenatal and 

postpartum periods. 

 

LO 2: Discuss family 

beliefs and practices for 

caring for mother and 

baby and learn which are 

aligned with medical 

guidance. 

Draft a list or map of 

community resources 

and how to access 

them. 

 

Draft a list of clinic 

resources and how to 

access them. 

 

 

Clinic or 

phone 

Module 5: 

Emotional health, 

interpersonal safety, 

and healthy coping 

LO 1: Know techniques 

for stress management 

and decide on 1–2 go-to 

techniques. 

LO 2: Name signs and 

symptoms of depression 

and anxiety and when / 

how to reach out for 

help. 

LO3: Assess for and 

identify any signs of 

intimate partner abuse or 

violence and how to 

escalate to the CHW 

supervisor and social 

worker 

Demonstrate via role 

play or describe 

coping and go-to 

stress management 

techniques. 

Phone, 

clinic, or 

home 

Module 6: 

Postpartum check-in 

LO 1: Demonstrate 

understanding of 

importance of 

postpartum self-care, 

Teach back of 

previous blood 

glucose or blood 

Home or 

phone 
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and reinforcement 

of educational areas 

postpartum chronic 

condition self-

management, and 

postpartum visit 

attendance.  

 

LO 2: Describe signs and 

symptoms of 

complications or urgent 

issues and who / how to 

call for immediate 

assistance. 

 

LO 3: Show awareness 

of when to call and what 

resources are available 

for breastfeeding 

support, infant care tips. 

pressure monitoring 

techniques. 

 

 

Demonstrate steps on 

how to reach the 

health care team. 

(supervisor 

decides) 

Flex Module 1: 

Self-advocacy and 

support in health 

care interactions 

LO 1: Demonstrates how 

to write a list of 

questions to prepare for 

the OB visit. 

 

LO 2: Demonstrates 

skills in self-advocacy 

with support of CHW. 

Role play of medical 

visit. 

 

CHW accompanies 

patient to medical 

visit and provides link 

between patient and 

provider outside of 

the visit as needed. 

Clinic or 

phone 

Flex Module 2: 

Emotional 

processing of labor 

and delivery 

experience 

LO 1: Expresses 

awareness of need for 

emotional support after 

perceived difficulties 

during labor and 

delivery. 

Social worker, 

provider, and coach 

provide visit(s) to 

assess patient and 

recommend any 

follow-up treatment. 

Clinic 

Table 5-5. Patient Curriculum for Maternal Health Matters 
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Module 1: What is gestational diabetes or hypertension in pregnancy / postpartum, how 

to monitor for and prevent complications and lower risks. The focus will be on signs and 

symptoms of cardiomyopathy, hemorrhage, infection, elevated blood pressure, elevated 

blood glucose and how to immediately notify the health care team. The patient will also 

learn how to monitor blood glucose or blood pressure readings at home, where 

applicable. 

Module 2: Nutrition: best ways and types of foods to eat for gestational diabetes or 

hypertension, timing of meals and snacks, balance of macronutrients, hydration. 

Module 3: Medications: medication mechanism of action and rationale for taking it, how 

to take medications, how to organize medications, tips for best adherence 

Module 4: Assessing strengths and gathering resources: what family, community, and 

clinic resources would be helpful and when during the prenatal / birth / postpartum 

journey, including transportation, childcare, leave benefits (in NY state), food support 

including WIC, childbirth education, breastfeeding support, other educational classes, 

and more. Also will share and discuss what family cultural practices are supportive 

during prenatal and postpartum periods, and how they align with medical guidance. 

Module 5: Emotional health, interpersonal safety, and healthy coping: importance of 

mental health support, signs and symptoms of mental health distress, screening for 

depression and anxiety, assessing for signs and symptoms of intimate partner abuse and 

violence and how to escalate any issues identified to the CHW supervisor and social 

worker, stress management, and when to obtain professional support.   
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Module 6: Postpartum check-in and reinforcement of educational areas: a phone call or 

home visit after birth to review patient needs and check in about chronic condition 

management and complication prevention, signs and symptoms of when to call. 

Flex Modules: Additional modules available based on patient need: For patients requiring 

support or advocacy in their interactions with health care, accompaniment to care visit(s) 

in the prenatal and / or postpartum period. For patients who report emotional distress 

related to their labor of delivery experience, processing of birth experience in conjunction 

with social work and / or medical provider team member.  

 

CHW Core Competencies  

Based on the intervention components and patient curriculum, the following are 

the CHW / coach core practice competencies.  

• Foundational Competency: Demonstrate understanding of philosophical 

approach to the work: Respectful Maternity Care;72 Joy-focused antiracist care;73–

74 Reproductive Justice principles.75  This competency is cross-cutting through 

every aspect of CHW practice 

• Competency 1: Deliver empowerment-focused coaching and encourage healthy 

coping skills 

• Competency 2: Provide education and self-management skills building 

o Highlight supplementary online / social media sources of information 
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• Competency 3: Provide emotional support and build trust with the patient 

• Competency 4: Connect patients to community- and clinic-based resources and 

curate resources based on needs in their pregnancy care journey 

• Competency 5: Ensure postpartum attendance and provide postpartum support 

(emotional, instrumental, medical in conjunction with health care team) 

The planning team decided to not initially include labor support as a core competency for 

the CHW / coach, to allow for more focused learning and easier implementation at the 

site. However, the team is considering including labor support in the CHW scope in the 

future, and in the meantime will partner with local community-based doula organizations, 

particularly those accredited by Medicaid. 

 

Lessons Learned, Practice Recommendations, and Applications to other Contexts 

The NYC team’s lessons learned during Intervention Mapping Steps 2, 3, and 4 

are presented below, followed by practice recommendations and applications in the field 

based on each lesson. Table 5-6 summarizes the further description below. 
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north star as they considered program activities, and the logic model provided a focus and 

discipline to design an intervention with the best chance of improving outcomes.  As 

depicted in the prioritization exercise above, it was important to define the role and scope 

of the CHW early on, as this helped guide the development of the objectives and 

intervention activities. The team also recognized how their content expertise in obstetrics 

and gynecology and chronic condition management was instrumental in the design of the 

needs assessment and intervention, particularly the patient curriculum.  

 

Practice Recommendations and Applications 

Based on the lessons learned, practitioners should consider three 

recommendations and potential applications to their context during Steps 2–4 of 

Intervention Mapping. Recommendations and application of these lessons for 

practitioners in other contexts focuses on the importance of thoughtful early planning.  

 

Recommendation 5: The planning team should ideally carry out a prioritization exercise 

as depicted above (Table 5-4) to determine the target population, key objectives, and 

focus of the intervention. Baltussen and Niessen (2006) provides rationale and a template 

for multi-criteria prioritization matrix that can guide decision making on intervention 

design.64  Factors to consider in the prioritization include organizational priorities, budget 

/ resources, hospital performance on key metrics, needs assessment findings, alignment 

with evidence-based CHW scope of practice, and strengths and weaknesses of the 

planners and implementers. In terms of organizational priorities, the site might have a 



 

 

210 

 

current quality improvement initiative to decrease rates of postpartum complications or to 

increase rates of postpartum visit attendance that could synergize well with CHW 

program objectives and activities. Findings from the needs assessment should also inform 

the focus of the intervention, for example, prenatal participants reporting mistrust of the 

health care team, leading to lower engagement with care could lead to a program 

objective focused on building trust between patients and providers, with the CHW as 

supportive intermediary.  

 

Recommendation 6: Develop a logic model to connect objectives to program activities 

and outcomes. A well-developed logic model can ensure rigor in program design by 

making all program activities link to short- and long-term desired outcomes, which will 

then be measured in the monitoring and evaluation plan. The CDC recommends logic 

models for program planning, and provides step-by-step instructions on logic model 

development,77 as well as an example of logic model use for heart disease and stroke 

prevention program planning.78 Finally, the logic model can be a helpful tool for 

communicating and collaborating on the program with key stakeholders.81 

 

Recommendation 7: When scoping the CHW / coach role, practitioners should consider 

that the role may vary greatly based on the program objectives.79 A more medically-

focused CHW role that works on chronic disease management and early detection of 

emerging risks, for example, can make a great impact on health outcomes but will require 
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in-depth training. A more socially-focused role can address social needs and provide 

emotional support yet it is unclear if this will have the same impact on some health 

outcomes. The training implications for these roles are quite different in terms of training 

time and trainer expertise, and need to be considered early in the planning process.  The 

Center for Medicare and Medicaid Services (CMS) provides guidelines on CHW scope of 

practice and core competencies.80 The CDC guidelines provide evidence for CHW scope 

by health condition areas.79 

 

5.6 Intervention Mapping Step 5: Adoption, Implementation, and Sustainability 

Plan 

Intervention Mapping Step 5 is to develop an adoption, implementation, and 

sustainability plan for the program. Findings from the needs assessment, which included 

organizational recommendations on supervision, staff and patient buy-in, and 

organizational politics, guided the development of the plan. 

 

Adoption 

Key goals when planning adoption included: 

1. Determine the key stakeholders for this program 

2. Discover who is likely to want to champion the program (clinical, 

administrative) 

3. Plan how the program will be promoted and communicated to the team 

and to target patients 
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The team performed a stakeholder analysis early in the needs assessment process 

(Figure 5-3).82 With input from the medical director, the team identified key stakeholders, 

including who would benefit and be impacted by the program, who holds the resources, 

and who could foster or impede implementation.60 The influence and interest of each 

stakeholder was then scored by the medical director and planning team members using a 

5 point Likert scale (1=very low, 2=low, 3=average, 4=high, 5=very high).60 Influence 

was defined as how much power the stakeholder has to affect the Maternal Health 

Matters program, and interest was how interested would the stakeholder be in what 

Maternal Health Matters is aiming to accomplish.60 The high influence and / or high 

interest stakeholders identified were as follows: providers (a key program referral source 

and program collaborator); patients; hospital leadership; and payors. Community 

members and hospital staff were identified as low influence, though this could shift 

through changes in leadership or political landscape.  Through this stakeholder analysis, 

the planning team also determined potential clinical champions both in social work and 

medicine departments and devised a plan to include them in implementation planning.  

Strategic promotion of the intervention will raise staff awareness and buy-in, with 

a focus on providers, hospital leadership, and patients. The promotion includes clearly 

stating the CHW role and how it differs from other team roles, sharing the impact of 

maternal CHWs in other contexts, and communicating that the program is or will soon be 

supported by an external funder. Early program wins will be communicated to providers 

in a timely fashion through group emails and departmental meeting announcements to 

increase staff buy-in. Payors will require a different promotional approach, with more 
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incremental relationship building through meetings and electronic communications with 

contacts at local payor entities.  

 

 

Figure 5-3. Stakeholder Analysis for NYC Program82 

 

Implementation 

Implementation planning for the program included developing protocols, policies, 

and structures to operationalize the intervention plan. Goals of the implementation plan 

included: 

1. Determine the main implementers 

2. Describe the CHW role areas of responsibility or duties? 
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3. Indicate who will supervise the CHW’s work and how 

4. Design the CHW workflows and technology enablement (dashboard and 

templates)  

5. Plan the CHW and supervisor be training 

6. Determine how the program will initially be funded and what are potential 

sources of funding 

The NYC team planned the CHW role and curriculum (#1–#2), in the intervention 

plan above (section 5.5). Plans for workflow design, hiring and training, and funding 

(#3–#6) are introduced below. 

 

Workflows: CHW and Supervisor 

All of the coaching program workflows will be enabled by the electronic medical 

record. The team will determine a system for referral to the program, which would 

include warm hand-offs to the CHW / coach during patient sessions for the first few 

months of program initiation, as well as a simple referral form in the electronic medical 

record (EMR) that is directed to the clinical supervisor. To further facilitate referrals, 

CHWs / coaches will participate in care team daily huddle and the coach highlights any 

patients scheduled for that day that might benefit from coaching. Once referrals are made, 

the supervisor will assign patients to each CHW’s panel. 

The CHW will have a central dashboard to track their patient panel and EMR 

encounter templates for each planned care touchpoint, where any education and goal 

setting is tracked. The supervisor will also have a dashboard which monitors the entire 
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population of program patients and each coach’s performance. For responsive care 

encounters, an escalation message from the CHW in the EMR with high priority 

notification and a follow-up phone call allows the supervisor to act on the information in 

a timely manner. CHWs will attend program team case review meetings led by the 

supervisor, with providers and social workers also present, to discuss shared patients in 

their panels. 

 

Hiring and Training  

CHWs will be recruited from the local community and within the health system 

(hospital staff with current roles as patient navigators, for example).  A didactic training 

will cover core CHW competencies and any background knowledge and skills required to 

deliver the patient curriculum. Training will also cover what is needed to deliver 

responsive care, which includes identification of emerging complications such as 

preeclampsia, cardiomyopathy, infection, and hemorrhage. 

 In terms of teaching methods, training will include multiple teach-back and role 

play sessions, in which new CHWs can practice their motivational interviewing and goal 

setting skills. Once the classroom training is complete, coaches will shadow the program 

supervisor during clinic sessions to apply their knowledge. The supervisor will then 

decide when they are ready to start taking referrals and building their panels. Program 

staff will train CHWs in the EMR and workflows, and ensure coaches have the resources 

and skills they need. Regular meetings with CHWs and program staff will ensure coaches 

are supported and that implementation is successful. 
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Sustainability 

For sustainability, the program team planned to focus on institutionalization of the 

program through seeking support from high impact and interest stakeholders in the health 

system. The program team also planned to seek funding opportunities from external 

grants with a focus on maternal health; this seed funding would cover the time for a pilot 

for proof of concept. Finally, the team planned to pursue financial sustainability through 

discussions with payors. Conversations and relationship building were planned for local 

Medicaid managed care payors, for example NYS HealthFirst Medicaid. HealthFirst was 

selected strategically due to their commitment to innovative and novel payment and care 

models and to improved quality and cost savings for maternal health. Furthermore, this 

payor already co-designed and funded a payment model demonstration project at this 

site.47 

 

 

Lessons Learned, Practice Recommendations, and Applications to other Contexts 

The NYC team’s lessons learned during Intervention Mapping Step 5 are 

presented below, followed by practice recommendations and applications in the field 

based on each lesson. Table 5-7 summarizes the further description below. 
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Practice Recommendations and Applications 

Based on the lessons learned, practitioners should consider three 

recommendations and potential applications to their context during Step 5 of Intervention 

Mapping. Recommendations and application of these lessons for practitioners in other 

contexts focuses on stakeholder engagement, implementation planning, and funding 

strategies. 

 

Recommendation 8: Dedicate time to develop a formal implementation plan. 

Practitioners should take time to formally record an implementation plan which includes 

what technology / EMR modules and workflows will the coaches use, a daily schedule 

with expectations for daily work, and how and to whom do they escalate urgent issues. 

Without these protocols, tools, and guidelines in place, it will be difficult for the 

intervention to function and gain traction. An implementation plan template from 

Colorado Hospital Transformation Program (2021) provides more in-depth guidelines on 

implementation plan components.83 Additionally, the planning team should invest in 

hiring, training, and workflow development to set up the program for best success. Every 

attempt should be made to hire from the local community, or from any current employees 

(patient navigators, care coordinators) who are from local or nearby communities. 

Training should be competency-based and focus most on skills-building.87–88 

 

Recommendation 9: Assess for and engage interested and aligned clinical and 

administrative stakeholders at the site who can support adoption and long-term 
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sustainability. To ensure higher chance of adoption, implementation, and sustainability, 

engage clinical and administrative stakeholders at the site who are highly engaged and 

likely to remain in place at the site for the next few years.  Tampio, Haapsalo, and Ali 

(2022) provide a thoughtful description of the stakeholder landscape and 

recommendations on stakeholder management within a hospital system.89 A stakeholder 

engagement planning guide by Hollmann et al. (2022) emphasizes the importance of a 

stakeholder engagement system and processes, which includes evaluating and course 

correcting based on stakeholder feedback.84  

 

Recommendation 10: The planning team should pursue pilot or seed funding early in the 

planning process, so that these funds are available early in implementation. This funding 

will also increase the potential for staff buy-in and political support. For longer financial 

sustainability, building payor partnerships is a strong strategy. At the start of project 

planning, practitioners should determine how to start or continue conversations with 1–2 

key payors. In these conversations, they should share evidence on the potential cost 

savings that could be obtained through this type of intervention. Program leaders should 

choose payors who have a record and reputation as being forward thinking, focused on 

quality and equity, and an even greater advantage is if they have a stated interest in 

maternal health.85–86  
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5.7 Intervention Mapping Step 6: Evaluation Plan 

Intervention Mapping Step 6 is to develop an evaluation plan.  For the evaluation 

plan, the team planned process and outcome measures for the program, to be put in place 

before program initiation.  The evaluation uses primarily quantitative and some 

qualitative methods. Difference in differences design will be used, with comparison 

group assigned as patients in the same practice and residence zip codes who were not 

asked to participate in the program. To ensure appropriate counterfactual, the team will 

include propensity matching scores on major variables. Self-selection is one threat to 

validity with this evaluation design. One mitigation of selection threat is that the 

comparison group will be from the same location as the intervention group and will be 

members that this small pilot program team did not have the opportunity to offer program 

participation (but would have if program team capacity was larger).97 The presence of a 

closely-matched comparison group will mitigate the validity threat of regression to the 

mean.97 Process and impact indicators are presented below, and are reflective of key 

outputs and outcomes in the logic model (Tables 5-8 and 5-9).  All metrics are collected 

monthly. Process measures are reviewed monthly and outcome measures are analyzed 

quarterly. 
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Practice Recommendations and Applications 

Based on the lessons learned, practitioners should consider three 

recommendations and potential applications to their context during Step 6 of Intervention 

Mapping. Recommendations and application of these lessons for practitioners in other 

contexts focuses on streamlining the monitoring and evaluation approach to increase 

feasibility of successful data collection. 

 

Recommendation 11: Streamline the list of indicators for the outcome evaluation.  “Keep 

your eye on the prize” with the outcome evaluation by focusing on key endpoints. For 

example, with Maternal Health Matters, the key outcome measures are postpartum visit 

attendance rate, blood pressure, blood glucose, any complications (prenatal, perinatal, 

postpartum) and cost. While nice to have, the breastfeeding measures or even mental 

health screening measures could be eliminated to streamline the indicator list and allow 

for more efficient monthly monitoring and quarterly analysis. Two frameworks for 

indicator selection are the 5P (purpose, polity, prepare, procedure, prove) framework by 

Heenan, Randall, and Evans (2022),90 and the modified Delphi approach by Giltenane et 

al. (2021),91 the latter of which presents an example of postpartum indicator selection.  

Planning teams can use these frameworks as inspiration for an indicator selection process 

rather than as a required structure. 

 

Recommendation 12: Practitioners should think about data sources and determine if 

measures are accessible. EMR mineable data will also allow for greater ease of 
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monitoring and analysis. A simple registry could make the data even more accessible for 

analysis. Agency for Health Care Research and Quality (AHRQ)94 and American 

Association of Family Physicians (AAFP)93 provide information on the rationale and 

process of building a registry. In addition, a strong relationship and collaboration with 

payors may allow for access to more comprehensive or in-depth claims data for clinical 

and cost analysis. When possible, align the program measures with any HEDIS or other 

quality measures that are being collected by the administration. Not only might this 

increase data access, but it may allow for comparison between quality improvement 

initiatives at the site.   

 

Recommendation 13: Develop a monitoring and data management plan early in project 

planning. This would include including designation of who will monitor and analyze the 

data and at what intervals.  Guidelines on a establishing a monitoring and evaluation plan 

are provided by Compass95 and include practical considerations including how to 

designate monitoring roles and responsibilities by indicator, and what to include in an 

analysis and reporting plan.95 Another important area of work is developing a data 

management system to organize and store the collected data. Recommendations on 

building a data management plan are provided by DataOne.96   
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5.8 Next Steps  

 

This paper outlined the problem of maternal mortality and morbidity in the U.S., 

the promise of community health worker models, and use of the Intervention Mapping 

framework to assess for, design, and evaluate a CHW intervention in maternal health care 

settings in U.S. communities. A case study of design of a New York City maternal CHW 

program with lessons learned, practice recommendations, and future applications was 

provided throughout.  As a summary, health care and public health leaders should 

consider the following next steps: 

1) Conduct a focused needs and assets assessment  

2) Design a feasible, stakeholder-informed, and evidence-based intervention with 

monitoring and evaluation plan 

3) Document an adoption and implementation plan, which includes a communication 

plan for key stakeholders 

4) Develop a funding strategy and sustainability plan  

 

 

5.9 Conclusion of Dissertation 

This study reviewed qualitative data on barriers, facilitators, and 

recommendations from multiple stakeholders in maternal health care in NYC, with a 

more robust reporting on facilitators and self-care approaches than past studies.  The 

results and recommendations from this study serve as a blueprint to build capacity of 

health systems in CHW models of care, with an eye on equity at every step of the 
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process. Using the Intervention Mapping Framework, a practice guide was developed for 

the design of a maternal community health worker model of care in similar U.S. 

communities. 

 CHW models for maternal health could be one of many solutions to help turn the 

tide on the maternal health crisis in the U.S.  Healthcare and public health leaders are 

well positioned to invest in this layer of community-focused care, improve health 

outcomes, and potentially save lives. 
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APPENDICES 

 

Appendix A: Interview Guides for Prenatal, Postpartum, and Postpartum Follow-

Up  

 

 

INTERVIEW PROTOCOL: PRENATAL PERSPECTIVES  

  

INFORMED CONSENT  

  

Hello, welcome! My name is Jamillah Hoy-Rosas and I am a researcher and health care 

administrator. I am working with Mount Sinai Obstetrics on the project I am about to 

describe to you. Thank you for making time to talk to us today! Before we start asking 

you interview questions, I’d like to give you a quick refresher about our study, just to 

make sure you are fully informed and comfortable with doing this interview.   

  

Mount Sinai Obstetrics has decided to develop a maternal health coaching program for 

prenatal and postpartum women. A maternal health coach is a person who can provide 

you with support and health information during pregnancy and after the baby is born; 

they could call you or visit you at home or come with you to a doctor’s visit. We are 

interviewing 30 prenatal or postpartum patients who get their health care from Mount 

Sinai Obstetrics. Your responses and insights from this interview will help us design the 

best possible maternal health coaching program. We are planning to offer this coaching 

program to all women, with a focus on those with gestational diabetes or high blood 

pressure. Have you ever experienced diabetes or high blood pressure? Whether you have 

experienced these health conditions or not, your feedback is very important to us!  

  

Anything you say will be combined with what other patients say in our report, and we 

won’t quote any patient by name -- so no one at Mount Sinai or elsewhere will know 

which patient said what. We are keeping your identity a secret because we want you to 

feel comfortable sharing your honest opinions about your prenatal and postpartum 

experiences at Mount Sinai and in general. We think this conversation will take about 45 

to 60 minutes.   

  

You can skip any question you don’t want to answer – just say “I’ll pass on that one.” 

You can also end the conversation at any time if you don’t like how it’s going, and we 

will still send you the $50 gift card we promised you. Your decision to participate or 

decline participation in this project will not in any way affect your care at Mount Sinai. 

This study may not directly benefit you, but it could benefit other women and families in 

the prenatal or postpartum period who enroll in the coaching program.  
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We’d like to record this conversation, to make sure our notes are complete. The audio 

recording and our notes will be saved to a computer that only researchers on this project 

can access and will be destroyed when our study is done.  

  

Now that we’ve told you about our study, are you OK with us turning on our audio 

recorder and asking you our interview questions?  Do you have any questions for me 

about our study?  

How is your pregnancy going, how many weeks are you? Do you have any other 

children?  

 

When answering the questions below, we would like you to think about your current 

pregnancy experience. Some questions will be multiple choice questions and some will 

be whatever you want to tell us. 

 

 

 

Part A: Interview questions 

 

 

Assets/Facilitators: interpersonal, community, institutional 

 

1A. What support or resources have been helpful to you during pregnancy?  

a. What has been the role of your family in terms of support or resources? 

b. Your partner/baby’s father 

c. Friends 

d. What resources services in the community/neighborhood did you use? Say No 

if you did not receive the service or Yes if you received the service. 

  WIC (the Special Supplemental Nutrition Program for Women, Infants, 

and Children)  

Food stamps or money to buy food  

Childbirth education classes 

Breastfeeding counseling (La Leche League) 

Child care 

Doula services 

Counseling for family and personal problems  

Help to quit smoking   

Church program 

Food pantry 

Program that provides clothes or other items for baby 

Other Please tell us: 

e. [PROMPT] What other services in the community do you know about, if any?  

f. [PROMPT]: Also, were there resources from your OB clinic that you found 

helpful?  

g. **What are the best resources that you have used? 
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Assets/Facilitators: sources of information at interpersonal, community/society 

levels 

 

2. Many people have things they know or believe about pregnancy and motherhood that 

they learn from their families and other sources.   

a. Do family or friends have ideas about pregnancy and motherhood that they 

passed on to you?  

i.[PROMPT]: What do they recommend is the best way to care for 

a mother during pregnancy (and during the weeks after the birth)?   

ii.[PROMPT] Best way to care for the baby in the weeks after birth?  

b. Is there anything else that has had an effect on your beliefs about pregnancy 

and motherhood?   

i.[PROMPT}: For example, does your culture or religion suggest certain 

ways to care for yourself or your baby?   

ii.[PROMPT]: Have you followed suggestions from online or online social 

networks? Any TV shows? 

iii.Have you learned any helpful suggestions from books or articles?  

c. **Of all of the influences you named (family, online sources, books), which 

one or two were the greatest influence?  

 

Needs/Barriers: individual, interpersonal, community, society 

 

3A. What challenges did you face and what helped you during pregnancy? What are the 

biggest challenges you’ve had with taking care of yourself during this period? 

a. [PROMPT:] What did you find stressful or overwhelming during pregnancy? 

How do you cope with these fears and stressful moments?  

i. If report high stress/anxiety: During your recent pregnancy, how 

often were you bothered by feeling nervous, anxious, or on edge?   

Never Sometimes Usually Always  

 

ii. If report high stress/anxiety: During your recent pregnancy, how 

often were you bothered by not being able to stop or control 

worrying?   

Never Sometimes Usually Always  

 

b. [PROMPT] Some women feel depressed or sad during pregnancy. Have you 

ever felt that way and can you mention some of the things you have been 

doing to take care of it?   

i. If report depression or sadness: During your recent pregnancy, how 

often were you bothered by feeling down, depressed, or hopeless?  

Never Sometimes Usually Always 
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ii. If report depression or sadness, during your recent pregnancy, how 

often were you bothered by having little interest or pleasure in 

doing things? 

 Never Sometimes Usually Always 

 

 

c. [PROMPT] What are some examples of what you have been doing to care for 

your mental and emotional wellbeing?  How about your physical wellbeing? 

d. [PROMPT] [If woman has diabetes or HTN]: During this time of pregnancy, 

how has it been to take care of your diabetes or hypertension?    

e. [PROMPT]: Do you have childcare? If so, who provides it and how often?  

f. [PROMPT]: If you are working outside the home, what is it like to balance 

pregnancy and working? What has your employer been like?   

g. [PROMPT]: Any issues with health insurance coverage? 

h. How has the COVID-19 affected your pregnancy experience? 

 

>>Now I will ask some more sensitive questions, feel free to not answer if 

you like. 

i. [PROMPT]: During your pregnancy, were you worried about money, resources, 

or whether your food would run out before you got money to buy more?   

j.[PROMPT]: Do you feel safe/calm/secure in your home (apartment/house)? In 

your building? In your neighborhood?  

k. [PROMPT]: Did you find you wanted or needed cigarettes, alcohol, or other 

substances during times of stress?   

l. **Of everything you have mentioned so far, what were the top two challenges 

for taking care of yourself?  

 

Barriers and Facilitators: Institutional (health care) 

 

4. We want to create a high quality maternal coaching program. This question about your 

health care will help us improve services. Your honest feedback would be appreciated. 

What has been your experience with your doctor and the prenatal clinic since becoming 

pregnant? 

a. [PROMPT]: What are some of the good aspects of working with them?  

b. [PROMPT]: What are some things you’d change about your doctor/nurse 

midwife?  

c. [PROMPT]: What about other medical staff such as nurses? Administrative 

staff (front desk, billing)?  

d. [PROMPT]: Can you walk through a typical appointment with them? (“walk 

us through what you do during a typical appointment”) 

e. [PROMPT]: [If woman has diabetes or HTN] 

a. Has your doctor talked with you about HTN/DM? If so, what 

did your doctor say or what advice did they give about your 

GDM/DM or HTN? 
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b. Who else did you meet with to learn about your GDM/DM or 

HTN? (dietician, social worker, CDE, doula, CHW) 

i. How many times did you meet with them? 

ii. What did you learn? (medications, nutrition, other self-

care skills) 

iii. Did they give you guidance on monitoring your levels? 

c. How did you feel when you learned of the GDM or HTN? 

d. Can you tell me what is recommended for a doctor check-up 

for the mother after that baby is born? 

f. [PROMPT]: What are your conversations like with your doctor? What do they 

feel like? 

g. [PROMPT]: How do you feel about raising concerns or worries with your 

doctor? 

h. [PROMPT]: How was your experience with getting information from the 

doctor? 

i. [PROMPT]: Do you feel you have been treated poorly or differently, not 

listened to, or disrespected in any way by your doctor or medical staff?  If so, 

why do you think that is?   

j. [PROMPT]: Do you feel the staff and doctor understand and value your 

culture (and language if applicable)? 

k. [PROMPT]:  If you could choose, what race or ethnicity would you prefer for 

your provider? What gender would you prefer? 

 

l. [PROMPT]: How likely is it that you would recommend Mount Sinai 

Obstetrics to a pregnant friend or family member, with 0 not at all likely to 10 

very likely? 

  

5.  Part 1: Given your experience during pregnancy and reflecting back on you needs, 

what are the most important parts of a good maternal health coaching program?  

 

Part 2: The reason we ask about your pregnancy needs is because we are building a 

maternal health coaching program. What do you imagine a health coach could do for 

you; how could a health coach help? 

  

Which of these options/elements would you be most interested in 

seeing? (I’m going to read these options to you in groups, you should 

select your top 2 from each group).  

 

(Prenatal) 

1. Group childbirth education     

2. Certified labor and delivery support person (doula)   

3. Learning on nutrition 

4. Coaching on managing stress   
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5. Managing chronic conditions (diabetes and high 

blood pressure)    

6. Child care voucher 

7. Transportation voucher to get to clinic appointments  

8. Help accessing WIC, food stamps, food pantry  

9. Going with you to a prenatal OB visit    

10. Learning to advocate for yourself with your doctor, nurses, or 

other staff 

11. Information and education for partner/baby’s father (partner 

support) 

12. Online/cell phone based interactive information and education 

13. Anything we didn’t mention that you would want to suggest?  

 

Barriers and Facilitators for Attendance of Care Visits and Chronic 

Condition Management  

  

Part 3:  

1. Many women who have given birth have difficulties attending OB 

appointments. What do you think would be most helpful to make sure 

someone can attend their postpartum visits?  

2. [If patient has diabetes or hypertension]: What do you think would be 

most helpful for a woman with diabetes or hypertension in the prenatal 

or postpartum period? 

 

  

6. Is there anything else you would like to tell me or recommend in how we design our 

coaching program?  

  

Summary: Now that we have completed the interview questions, I would like to give 

a brief summary of the main points that I heard from you during this interview.  

 

I would like to ask some brief multiple-choice questions now before we finish our call. 

 

Part B: Background Information 

 

1. What is your age (range)? 

o 15–20 

o 21–25 

o 26–30 

o 31–35 

o 36–40 

o 40–45 
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2. What is your gender?  

o Male 

o Female 

o Non-Binary 

o Other 

o Don’t know 

o Prefer not to answer 

 

3. Do you consider yourself to be Hispanic, Latina/o, or of Spanish origin? 

o Yes  

o No 

o Don’t know 

o Prefer not to answer  

 

4. Please look at the categories below. What race or races do you consider yourself 

to be? Please select all that apply. 

o American Indian or Alaska Native 

o Asian 

o Black or African American 

o Native Hawaiian or Pacific Islander 

o North African or Middle Eastern 

o White 

o Other 

o Don’t know  

o Prefer not to answer  

 

5. How would you describe your sexual orientation? 

o Straight/heterosexual 

o Lesbian/Gay 

o Bisexual 

o Pansexual 

o Asexual 

 

6. How many other children do you have (not including your current pregnancy)? 

o 0 

o 1 

o 2 

o 3 

o 4 

o 5 
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7. What is your marital status? 

o Married 

o Separated or divorced 

o Widowed 

o Never married 

o Living with a partner 

o Don’t know 

o Prefer not to answer 

 

8. Are you planning to co-parent the baby? If so, with who are you going to co-

parent? 

o Baby’s father 

o Partner/boyfriend/husband 

o Other 

o Not co-parenting but family member(s) helping  

o Not co-parenting  

 

9. What is the highest grade or level of school you completed or the highest degree 

you have received?   

o Never attended school or only attended kindergarten 

o Grades 1 through 8 (Elementary)  

o Grades 9 through 11 (Some high school)  

o Grade 12 or GED (High school graduate)  

o College 1 year to 3 years (Some college or technical school) 

o College 4 years or more (College graduate) 

o Graduate degree (Master’s, PhD, etc.) 

o Don’t know 

o Prefer not to answer 

 

10. Which of the following best describes your current work status?  

o Working full time (>= 35 hours per week) 

o Working part time (< 35 hours per week) 

o Homemaker 

o Unemployed 

o Disabled 

o Retired 

o Other 

o Don’t know 

o Prefer not to answer 
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Part C: Additional Questions 

 

11. How would you describe the time during your most recent pregnancy? Choose 

ONE answer: 

One of the happiest times of my life  

A happy time with few problems  

A moderately hard time  

A very hard time  

One of the worst times of my life 

 

12. Before you got pregnant, would you say that, in general, your health was: 

Excellent  

Very Good 

Good  

Fair  

Poor 

 

 

Closing: Thank you so much for your time and for sharing your experience and insights. 

We will send your gift card to the address on file at Mount Sinai. Would you be willing 

to do a second phone interview sometime after the baby is born? 

 

 

 

 

INTERVIEW PROTOCOL: POSTPARTUM PERSPECTIVES  

  

INFORMED CONSENT  

  

Hello, welcome! My name is Jamillah Hoy-Rosas and I am a researcher and health care 

administrator. I am working with Mount Sinai Obstetrics on the project I am about to 

describe to you. Thank you for making time to talk to us today! Before we start asking 

you interview questions, I’d like to give you a quick refresher about our study, just to 

make sure you are fully informed and comfortable with doing this interview.   

  

Mount Sinai Obstetrics has decided to develop a maternal health coaching program for 

prenatal and postpartum women. We are interviewing 30 prenatal or postpartum patients 

who get their health care from Mount Sinai Obstetrics. Your responses and insights from 

this interview will help us design the best possible maternal health coaching program. A 

maternal health coach is a person who can provide you with support and health 

information during pregnancy and after the baby is born; they could call you or visit you 

at home or come with you to a doctor’s visit. We are planning to offer this coaching 

program to all women, with a focus on those with gestational diabetes or high blood 
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pressure. Have you ever experienced diabetes or high blood pressure? Whether you have 

experienced these health conditions or not, your feedback is very important to us!  

  

Anything you say will be combined with what other patients say in our report, and we 

won’t quote any patient by name -- so no one at Mount Sinai or elsewhere will know 

which patient said what. We are keeping your identity a secret because we want you to 

feel comfortable sharing your honest opinions about your prenatal and postpartum 

experiences at Mount Sinai and in general. We think this conversation will take about 45 

to 60 minutes.   

  

You can skip any question you don’t want to answer – just say “I’ll pass on that one.” 

You can also end the conversation at any time if you don’t like how it’s going, and we 

will still send you the $50 gift card we promised you. Your decision to participate or 

decline participation in this project will not in any way affect your care at Mount Sinai. 

This study may not directly benefit you, but it could benefit other women and families in 

the prenatal or postpartum period who enroll in the coaching program.  

  

We’d like to record this conversation, to make sure our notes are complete. The audio 

recording and our notes will be saved to a computer that only researchers on this project 

can access and will be destroyed when our study is done.  

  

Now that we’ve told you about our study, are you OK with us turning on our audio 

recorder and asking you our interview questions?  Do you have any questions for me 

about our study?  

How is your baby doing/pregnancy going? Do you have any other children?  

 

When answering the questions below, we would like you to think about your current 

pregnancy and/or postpartum experience. Some questions will be multiple choice 

questions and some will be whatever you want to tell us. 

 

 

 

Part A: Interview questions 

 

 

1B. What support or resources are you accessing since giving birth? 

a. Family 

b. Partner/baby’s father 

c. Friends 

d. What resources or services did you use? 

WIC (the Special Supplemental Nutrition Program for Women, Infants, 

and Children)  

Food stamps or money to buy food  

Childbirth education classes 
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Breastfeeding counseling (La Leche League) 

Child care 

Doula services 

Counseling for family and personal problems  

Help to quit smoking   

Other Please tell us: 

 

 

 

2. Many people have things they know or believe about pregnancy and motherhood that 

they learn from their families and other sources.   

a. Do family or friends have ideas about pregnancy and motherhood that they 

passed on to you?  

ii.[PROMPT]: What do they recommend is the best way to care for 

a mother during the weeks after the birth?   

iii.[PROMPT] Best way to care for the baby in the weeks after birth?  

b. Is there anything else that has had an effect on your beliefs about pregnancy 

and motherhood?   

iv.[PROMPT}: For example, does your culture or religion suggest certain 

ways to care for yourself or your baby?   

v.[PROMPT]: Have you followed suggestions from online or online social 

networks? Any TV shows? 

vi.Have you learned any helpful suggestions from books or articles?  

c. **Of all of the influences you named (family, online sources, books), 

which one or two were the greatest influence?  

 

 

 

 

3B. What challenges did you face and what helped you after giving birth (postpartum)? 

What are the biggest challenges you’ve had with taking care of yourself during this 

period? 

 

i. [PROMPT:] What did you find stressful or overwhelming during pregnancy 

and new motherhood? How do you cope with these fears and stressful 

moments?  

i. If report high stress/anxiety: In the past 2 weeks, how often were 

you bothered by feeling nervous, anxious, or on edge?   

Never Sometimes Usually Always  

 

ii. If report high stress/anxiety: In the past 2 weeks, how often were 

you bothered by not being able to stop or control worrying?   

Never Sometimes Usually Always  
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j. [PROMPT] Some women feel depressed or sad during pregnancy or after 

having their child. Have you ever felt that way and can you mention some of 

the things you have been doing to take care of it?   

i. If report depression or sadness: In the past 2 weeks, how often 

were you bothered by feeling down, depressed, or hopeless?  

Never Sometimes Usually Always 

 

ii. If report depression or sadness: In the past 2 weeks, how often 

were you bothered by having little interest or pleasure in doing 

things? 

 Never Sometimes Usually Always 

 

k. [PROMPT] What are some examples of what you have been doing to care for 

your mental and emotional wellbeing?  How about your physical wellbeing? 

l. [PROMPT] [If woman has diabetes or HTN]: During this time of a new baby, 

how has it been to take care of your diabetes or hypertension?    

m. [PROMPT]: Do you have childcare? If so, who provides it and how often?  

n. [PROMPT]: If you are working outside the home, what is it like to balance 

new motherhood/baby and working? What has your employer been like?   

o. [PROMPT]: Any issues with health insurance coverage since giving birth? 

p. How has the COVID-19 affected your pregnancy or postpartum experiences? 

 

>>Now I will ask some more sensitive questions, feel free to not answer if 

you like. 

j. [PROMPT]: During the time since the baby arrived, were you worried about 

money, resources, or whether your food would run out before you got money to 

buy more?   

k. [PROMPT]: Do you feel safe/calm/secure in your home (apartment/house)? In 

your building? In your neighborhood?  

l. [PROMPT]: Did you find you wanted or needed cigarettes, alcohol, or other 

substances during times of stress?   

 

**Of everything you have mentioned so far, what were the top two challenges for 

taking care of yourself?  

 

 

 

4. We want to create a high quality maternal coaching program. This question about your 

health care will help us improve services. Your honest feedback would be appreciated. 

What has been your experience with your doctor and the prenatal clinic since 

becoming pregnant? 

c. [PROMPT]: What are some of the good aspects of working with them?  

d. [PROMPT]: What are some things you’d change about your doctor/nurse 

midwife?  
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m. [PROMPT]: What about other medical staff such as nurses? Administrative 

staff (front desk, billing)?  

n. [PROMPT]: Can you walk through a typical appointment with them? 

(“walk us through what you do during a typical appointment”) 

o. [PROMPT]: [If woman has diabetes or HTN] 

a. Has your doctor talked with you about HTN/DM? If so, what 

did your doctor say or what advice did they give about your 

GDM/DM or HTN? 

b. Who else did you meet with to learn about your GDM/DM or 

HTN? (dietician, social worker, CDE, doula, CHW) 

a. How many times did you meet with them? 

b. What did you learn? (medications, nutrition, other self-

care skills) 

a. Did they give you guidance on monitoring your 

levels? 

c. How did you feel when you learned of the GDM or HTN? 

d. Can you tell me what is recommended for a doctor check-up 

after that baby is born? 

p. [PROMPT]: What are your conversations like with your doctor? What do they 

feel like? 

q. [PROMPT]: How do you feel about raising concerns or worries with your 

doctor? 

r. [PROMPT]: How was your experience with getting information from the 

doctor? 

s. [PROMPT]: Do you feel you have been treated poorly or differently, not 

listened to, or disrespected in any way by your doctor or medical staff?  If so, 

why do you think that is?   

t. [PROMPT]: Do you feel the staff and doctor understand and value your 

culture (and language if applicable)? 

u. [PROMPT]: Does the race or ethnicity of your provider matter to you? Does 

the gender of the provider matter to you? 

v. [PROMPT]: How likely is it that you would recommend Mount Sinai 

Obstetrics to a pregnant friend or family member, with 0 not at all likely to 10 

very likely? 

 

w. [PROMPT]: What was the delivery/birth experience for you? 

a. Who was there with you? (doula, family member, friend)  

b. Did you have a C-section or vaginal birth?  

c. Did nurses or lactation consultants or others give breastfeeding advice 

in the hospital after you had your baby?  

d. Did you feel pressure from any provider to induce, to have a c-section, 

or to breastfeed?  

x. [PROMPT]: [Did you attend your postpartum appointment(s) (in first 8 weeks 

after the birth)? What was it like? 
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a. If no, what is the main reason why you didn’t have the postpartum 

visit 

o I didn’t need more care    

o I didn’t have insurance for the visit 

o I didn’t have a way to get to the visit 

o I didn’t feel well/was tired and didn’t want to go out 

o I had other things to do and didn’t have time 

o Other _____ 

 

 

5.  Part 1: Given your experience during pregnancy and/or postpartum and reflecting 

back on you needs, what are the most important parts of a good maternal health 

coaching program. What are some of the things we can do to improve the care you are 

getting and how could a health coach help? 

 

Part 2: The reason we ask about your prenatal and postpartum needs is because we 

are building a maternal health coaching program. What could a health coach do for 

you? 

  

Which of these options/elements would you be most interested in 

seeing? (I’m going to read these options to you in groups, you should 

select your top 2 from each group).  

 

Prenatal) 

2. Group childbirth education     

3. Certified labor and delivery support person (doula)   

4. Learning on nutrition 

5. Coaching on managing stress   

 

7. Managing chronic conditions (diabetes and high 

blood pressure)    

8. Child care voucher 

8. Transportation voucher to get to clinic appointments  

9. Help accessing WIC, food stamps, food pantry  

 

14. Going with you to a prenatal OB visit    

15. Learning to advocate for yourself with your doctor, nurses, or 

other staff 

16. Information and education for partner/baby’s father (partner 

support) 

17. Online/cell phone based interactive information and education 

 

        (Postpartum) 

11. Going with you to postpartum OB visit    
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12. Breastfeeding support   

13. Postpartum check-in with coach (before leave hospital with 

baby)  

14. Child care voucher   

12. Transportation voucher to get to clinic appointments  

13. Anything we didn’t mention that you would want to suggest?  

  

 Part 3:  

3. Many women who have given birth have difficulties attending OB 

appointments. What do you think would be most helpful to make sure 

someone can attend their postpartum visits?  

4. [If patient has diabetes or hypertension]: What do you think would be 

most helpful for a woman with diabetes or hypertension in the prenatal 

or postpartum period? 

 

  

6. Is there anything else you would like to tell me or recommend in how we design our 

coaching program?  

  

Summary: Now that we have completed the interview, I would like to give a brief 

summary of the main points that I heard from you during this interview.  

 

Closing:  

Thank you so much for your time and for sharing your experience and insights. We will 

send your gift card to the address on file at Mount Sinai. 

 

  

**Mandatory sub-questions  

 

Part B-1: Social Support Question 

 

1. During your most recent pregnancy, would you have had the kinds of help listed below 

if you needed them? For each one, say No if you would have not had it or Yes if you 

would have had it. No Yes  

 

o Someone to loan me $50  

o Someone to help me if I were sick and needed to be in bed  

o Someone to take me to the clinic or doctor’s office if I needed a ride 

o Someone to take care of my baby  

o Someone to help me if I were tired and feeling frustrated with my new 

baby 

o Someone to talk with about my problems 
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Part B-2: Background Information  

 

2. What is your age (range)? 

o 15–20 

o 21–25 

o 26–30 

o 31–35 

o 36–40 

o 40–45 

 

3. What is your gender?  

o Male 

o Female 

o Non-Binary 

o Other 

o Don’t know 

o Prefer not to answer 

 

4. Do you consider yourself to be Hispanic, Latino, or of Spanish origin? 

o Yes  

o No 

o Don’t know 

o Prefer not to answer  

 

5. Please look at the categories below. What race or races do you consider yourself to be? 

Please select all that apply. 

o American Indian or Alaska Native 

o Asian 

o Black or African American 

o Native Hawaiian or Pacific Islander 

o North African or Middle Eastern 

o White 

o Other 

o Don’t know  

o Prefer not to answer  

 

6. How would you describe your sexual orientation? 

1. Straight/heterosexual 

2. Lesbian/Gay 

3. Bisexual 
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4. Pansexual 

5. Asexual 

 

7. How many other children do you have (not including your current pregnancy)? 

6. 1 

7. 2 

8. 3 

9. 4 

10. 5 

 

8. What is your marital status? 

o Married 

o Separated or divorced 

o Widowed 

o Never married 

o Living with a partner 

o Don’t know 

o Prefer not to answer 

 

9. Are you planning to co-parent the baby? If so, with who are you going to co-parent? 

11. Baby’s father 

12. Partner/boyfriend/husband 

13. Other 

14. Not co-parenting but family member(s) helping  

15. Not co-parenting and not a lot of help from family or friends 

 

 

10. What is the highest grade or level of school you completed or the highest degree you 

have received?   

o Never attended school or only attended kindergarten 

o Grades 1 through 8 (Elementary)  

o Grades 9 through 11 (Some high school)  

o Grade 12 or GED (High school graduate)  

o College 1 year to 3 years (Some college or technical school) 

o College 4 years or more (College graduate) 

o Graduate degree (Master’s, PhD, etc.) 

o Don’t know 

o Prefer not to answer 
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11. Which of the following best describes your current work status?  

o Working full time (>= 35 hours per week) 

o Working part time (< 35 hours per week) 

o Homemaker 

o Unemployed 

o Disabled 

o Retired 

o Other 

o Don’t know 

o Prefer not to answer 

 

 

Part C: Additional Questions 

 

12. How would you describe the time during your most recent pregnancy? Choose ONE 

answer: 

One of the happiest times of my life  

A happy time with few problems  

A moderately hard time  

A very hard time  

One of the worst times of my life 

 

13. Before you got pregnant, would you say that, in general, your health was: 

Excellent  

Very Good 

Good  

Fair  

Poor 

 

 

 

INTERVIEW PROTOCOL: FOLLOW-UP INTERVIEW 

POSTPARTUM PERSPECTIVES  

  

INFORMED CONSENT  

  

Hello, welcome! My name is Jamillah Hoy-Rosas and I am a researcher and health care 

administrator. I am working with Mount Sinai Obstetrics on the project I am about to 

describe to you. Thank you for making time to talk to us today! Before we start asking 

you interview questions, I’d like to give you a quick refresher about our study, just to 

make sure you are fully informed and comfortable with doing this interview.   
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Mount Sinai Obstetrics has decided to develop a maternal health coaching program for 

prenatal and postpartum women. We are interviewing 30 prenatal or postpartum patients 

who get their health care from Mount Sinai Obstetrics. Your responses and insights from 

this interview will help us design the best possible maternal health coaching program. A 

maternal health coach is a person who can provide you with support and health 

information during pregnancy and after the baby is born; they could call you or visit you 

at home or come with you to a doctor’s visit. We are planning to offer this coaching 

program to all women, with a focus on those with gestational diabetes or high blood 

pressure. Have you ever experienced diabetes or high blood pressure? Whether you have 

experienced these health conditions or not, your feedback is very important to us!  

  

Anything you say will be combined with what other patients say in our report, and we 

won’t quote any patient by name -- so no one at Mount Sinai or elsewhere will know 

which patient said what. We are keeping your identity a secret because we want you to 

feel comfortable sharing your honest opinions about your prenatal and postpartum 

experiences at Mount Sinai and in general. We think this conversation will take about 30 

to 45 minutes.   

  

You can skip any question you don’t want to answer – just say “I’ll pass on that one.” 

You can also end the conversation at any time if you don’t like how it’s going, and we 

will still send you the $50 gift card we promised you. Your decision to participate or 

decline participation in this project will not in any way affect your care at Mount Sinai. 

This study may not directly benefit you, but it could benefit other women and families in 

the prenatal or postpartum period who enroll in the coaching program.  

  

We’d like to record this conversation, to make sure our notes are complete. The audio 

recording and our notes will be saved to a computer that only researchers on this project 

can access and will be destroyed when our study is done.  

  

Now that we’ve told you about our study, are you OK with us turning on our audio 

recorder and asking you our interview questions?  Do you have any questions for me 

about our study?  

How is your baby doing? Remind me, do you have any other children?  

 

When answering the questions below, we would like you to think about your postpartum 

experience. Some questions will be multiple choice questions and some will be whatever 

you want to tell us. 

 

 

  



 

 

257 

 

Part A: Interview questions 

 

1B. What support or resources are you accessing since giving birth? 

e. Family 

f. Partner/baby’s father 

g. Friends 

h. What resources or services did you use? 

WIC (the Special Supplemental Nutrition Program for Women, Infants, 

and Children)  

Food stamps or money to buy food  

Childbirth education classes 

Breastfeeding counseling (La Leche League) 

Child care 

Doula services 

Church program 

Program that provides clothes for baby 

Food pantry 

Counseling for family and personal problems  

Help to quit smoking   

Other Please tell us: 

 

 

2. Many people have things they know or believe about motherhood and new baby that 

they learn from their families and other sources.   

a. Do family or friends have ideas that they passed on to you?  

iii.[PROMPT]: What do they recommend is the best way to care for 

a mother during the weeks after the birth?   

iv.[PROMPT] Best way to care for the baby in the weeks after birth?  

b. Have you followed suggestions from online or online social networks? Any TV 

shows? 

c. Have you learned any helpful suggestions from books or articles?  

 

 

 

3B. What challenges did you face and what helped you after giving birth (postpartum)? 

What are the biggest challenges you’ve had with taking care of yourself during this 

period? 

 

q. [PROMPT:] What did you find stressful or overwhelming during pregnancy 

and new motherhood? How do you cope with these fears and stressful 

moments?  

i. If report high stress/anxiety: In the past 2 weeks, how often were 

you bothered by feeling nervous, anxious, or on edge?   

Never Sometimes Usually Always  
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ii. If report high stress/anxiety: In the past 2 weeks, how often were 

you bothered by not being able to stop or control worrying?   

Never Sometimes Usually Always  

 

r. [PROMPT] Some women feel depressed or sad during pregnancy or after 

having their child. Have you ever felt that way and can you mention some of 

the things you have been doing to take care of it?   

i. If report depression or sadness: In the past 2 weeks, how often 

were you bothered by feeling down, depressed, or hopeless?  

Never Sometimes Usually Always 

 

ii. If report depression or sadness: In the past 2 weeks, how often 

were you bothered by having little interest or pleasure in doing 

things? 

 Never Sometimes Usually Always 

 

s. [PROMPT] What are some examples of what you have been doing to care for 

your mental and emotional wellbeing since the baby was born?  How about 

your physical wellbeing? 

t. [PROMPT] [If woman has diabetes or HTN]: During this time of a new baby, 

how has it been to take care of your diabetes or hypertension?    

u. [PROMPT]: Do you have childcare? If so, who provides it and how often?  

v. [PROMPT]: If you are working outside the home, what is it like to balance 

new motherhood/baby and working? What has your employer been like?   

w. [PROMPT]: Any issues with health insurance coverage since giving birth? 

x. How has the COVID-19 affected your postpartum experiences? 

 

>>Now I will ask some more sensitive questions, feel free to not answer if 

you like. 

j. [PROMPT]: During the time since the baby arrived, were you worried about 

money, resources, or whether your food would run out before you got money 

to buy more?   

k. [PROMPT]: Do you feel safe/calm/secure in your home (apartment/house)? In 

your building? In your neighborhood?  

l. [PROMPT]: Did you find you wanted or needed cigarettes, alcohol, or other 

substances during times of stress?   

 

**Of everything you have mentioned so far, what were the top two challenges for 

taking care of yourself in the weeks since the birth?  
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4. We want to create a high quality maternal coaching program. This question about your 

health care will help us improve services. Your honest feedback would be appreciated. 

What has been your experience with your doctor for the birth and since the baby has been 

born (in the hospital for the delivery and any interactions or clinic appointments you have 

had with them after the delivery up until today)? 

y. [PROMPT]: What was the delivery/birth experience for you? 

I. Who was there with you? (doula, family member, friend)  

II. Did you have a C-section or vaginal birth?  

III. Did nurses or lactation consultants or others give breastfeeding advice 

in the hospital after you had your baby?  

IV. Did you feel pressure from any provider to induce, to have a c-section, 

or to breastfeed?  

 

z. [PROMPT]: What are your conversations like with your doctor? What do they 

feel like? 

aa. [PROMPT]: How do you feel about raising concerns or worries with your 

doctor? 

bb. [PROMPT]: How was your experience with getting information from the 

doctor during the birth? 

cc. [PROMPT]: Do you feel you have been treated poorly or differently, not 

listened to, or disrespected in any way by your doctor or medical staff?  If so, 

why do you think that is?   

dd. [PROMPT]: Do you feel the staff and doctor understand and value your 

culture (and language if applicable)? 

ee. [PROMPT]: Does the race or ethnicity of your provider matter to you? Does 

the gender of the provider matter to you? Alternative: If you could choose, 

what race or ethnicity would you prefer for your provider? What gender 

would you prefer? 

ff. [PROMPT]: How likely is it that you would recommend Mount Sinai 

Obstetrics to a pregnant friend or family member, with 0 not at all likely to 10 

very likely? 

gg. [PROMPT]: [Did you attend your postpartum appointment(s) (in first 8 weeks 

after the birth)? What was it like? 

a. If no, what is the main reason why you didn’t have the postpartum 

visit 

o I didn’t need more care    

o I didn’t have insurance for the visit 

o I didn’t have a way to get to the visit 

o I didn’t feel well/was tired and didn’t want to go out 

o I had other things to do and didn’t have time 

o Other _____ 

hh. [PROMPT]: [If woman has diabetes or HTN] 

a. Can you talk a little about how your GDM/DM or HTN was 

managed during the birth? 
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b. Since the baby was born, have you been in contact with any 

one (doctor, nurse, dietician, social worker, CDE, doula, CHW) 

to manage your GDM/DM or HTN? 

a. How many times did you meet with them? 

b. What did you learn? (medications, nutrition, other self-

care skills) 

c. Did they give you guidance on monitoring your levels? 

c. Can you tell me what is recommended for a doctor check-up 

after that baby is born? 

 

 

  

5.  Part 1: Given your experience during the postpartum period and reflecting on you 

needs, what are the most important parts of a good maternal health coaching program. 

What are some of the things we can do to improve the care you are getting and how 

could a health coach help? 

 

Part 2: The reason we ask about your prenatal and postpartum needs is because we 

are building a maternal health coaching program. What could a health coach do for 

you? 

  

Which of these options/elements would you be most interested in 

seeing? (I’m going to read these options to you in groups, you should 

select your top 2 from each group).  

 

(Postpartum) 

 A doula/support person for the postpartum period 

Learning on nutrition 

Coaching on managing stress   

Breastfeeding support   

   

Managing chronic conditions (diabetes and high blood pressure)  

Child care voucher 

Transportation voucher to get to clinic appointments  

Help accessing WIC, food stamps, food pantry  

 

Going with you to postpartum OB visit    

Postpartum check-in with coach (before leave hospital with baby)  

Information and education for partner/baby’s father (partner 

support) 

Online/cell phone based interactive information and education 

Anything we didn’t mention that you would want to suggest?  
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 Part 3:  

5. Many women who have given birth have difficulties attending OB 

appointments. What do you think would be most helpful to make sure 

someone can attend their postpartum visits?  

6. [If patient has diabetes or hypertension]: What do you think would be 

most helpful for a woman with diabetes or hypertension in the prenatal 

or postpartum period? 

  

6. Is there anything else you would like to tell me or recommend in how we design our 

coaching program?  

  

Summary: Now that we have completed the interview, I would like to give a brief 

summary of the main points that I heard from you during this interview.  

 

Closing:  

Thank you so much for your time and for sharing your experience and insights. We will 

send your gift card to the address on file at Mount Sinai. 

 

  

**Mandatory sub-questions  

 

Part B: Social Support Question 

 

4. During your most recent pregnancy, would you have had the kinds of help listed 

below if you needed them? For each one, say No if you would have not had it or 

Yes if you would have had it. No Yes  

o Someone to loan me $50  

o Someone to help me if I were sick and needed to be in bed  

o Someone to take me to the clinic or doctor’s office if I needed a ride 

o Someone to take care of my baby  

o Someone to help me if I were tired and feeling frustrated with my new 

baby 

o Someone to talk with about my problems 

 

 

Part C: Additional Questions 

 

5. How would you describe the time during your most recent pregnancy? Choose 

ONE answer: 

One of the happiest times of my life  

A happy time with few problems  

A moderately hard time  

A very hard time  

One of the worst times of my life 
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6. Before you got pregnant, would you say that, in general, your health was: 

Excellent  

Very Good 

Good  

Fair  

Poor 
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Appendix B: Interview Guide for Maternal Health Professionals 

 

 

PROVIDER INTERVIEW: DEVELOPING A NEW MATERNAL HEALTH 

COACHING PROGRAM  

 

Hello, my name is Brett Ives, I work with Dr. Afzal on a research study funded by Robert 

Wood Johnson Foundation aimed at assessing needs and eventually developing a 

maternal health coaching program. As staff of Mount Sinai Obstetrics and Gynecology, I 

would like to gain your perspectives and insights about what you feel is most important 

in developing a maternal health coaching program for prenatal and postpartum women in 

our practice. I will be performing short interviews with ten of you, representing a range 

of professions. Anything you say will be combined with what other staff members say in 

our report, and we won’t quote any provider by name. We are keeping your identity 

confidential. I would like to record this conversation, to make sure our notes are 

complete. The audio recording and our notes will be saved to a computer that only 

researchers on this project can access and will be destroyed when our study is done. Do 

you have any questions?  I will now begin the interview questions and press record. 

  

 

Brett Ives 

Consultant 

Omara Afzal, MD 

Medical Director 

 

1. What do you think are the biggest challenges that your patients face in the 

prenatal and postpartum periods? What systems issues do you see in care delivery 

at your clinic? 

 

 

2. What do you think are the biggest assets, strengths, and resources your patients 

bring to their prenatal and postpartum experiences? 

 

3. What do you think are the most important ways to improve patient experience of 

care in your clinic? 

 

4. Is there anything you would recommend to improve communication between 

patient and doctor? Anything to help standardize quality of care delivery? 

Anything to promote equitable care? 

 

5. What staffing and management structures do you think need to be in place to 

bring on a maternal health coaching team? 
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6. What is key to adoption of a maternal health coaching program at your clinic? 

What could be some pitfalls? 

 

7. What is needed to sustain a program such as this? 

 

 

8. Which of these elements would you be most interested in seeing in a maternal 

health coaching program? Which of these options/elements would you be most 

interested in seeing? (I’m going to read these options to you in groups, you 

should select your top 2 from each group).  

 

(Prenatal) 

1. Group childbirth education     

2. Certified labor and delivery support person (doula)   

3. Personalized health coaching about nutrition     

4. Coaching on managing stress   

 

5. Managing chronic conditions (diabetes and high blood pressure)    

6. Child care support (voucher)   

7. Transportation support (voucher) to get to clinic appointments  

8. Help accessing community resources (WIC, food stamps, 

food pantry)    

 

9. Accompaniment of coach to a prenatal OB visit    

 

10. Learning to advocate for oneself with your doctor, nurses, or other 

staff 

11. Information and education for partner/baby’s father (partner 

support) 

12. Online/cell phone based interactive information and education 

 

        (Postpartum) 

13. Accompaniment of coach to postpartum OB visit    

14. Breastfeeding support   

15. Postpartum check-in with coach (before leave hospital with baby)  

16. Child care support (voucher)   

17. Transportation support (voucher) to get to clinic appointments  

18. Anything we didn’t mention that you would want to suggest?  

  

9. What do you think would be most helpful to make sure someone can attend their 

postpartum visits?  

 

10. What do you think would be most helpful for a woman with diabetes or 

hypertension in the prenatal or postpartum period?  







 

 

2
6
7
 

 

     

Homework (to be completed before the session) 
   

Videos 
    

 
What Makes a Good Interview? U of Derby 5m https://www.youtube.com/watch?v=LPwO-vOVxD4  

 
Semi-Structured Interviewing, Quirkos:  https://www.youtube.com/watch?v=WgtLTSB6NIg  

Reading Seidman Chapter 6, p 81–96 
   

 
Strategies for Qualitative Interviews, Harvard Sociology https://sociology.fas.harvard.edu/files/sociology/files/interview str

ategies.pdf      

Review question 

What are the 12 qualities of a successful interviewer? 
   

     

Interviewing Tips 
  

Think of it as a "guided conversation" 
   

Interview guide is a framework, not a script 
   

Establishing rapport at the beginning is crucial 
   

However at beginning of interview, err on side of formality rather than familiarity 
 

Rehearse introduction: know informed consent intro 
   

Ask open questions-- avoid yes or no questions 
   

Listen. The respondent should be doing most of the talking 
   

Do not show the respondent your own viewpoint 
   

Stay open, inquisitive, non-judgemental 
   

Leave your clinical/coaching background behind 
   

Avoid reinforcing their answers- and do not talk too much or give verbal cues, "ah ha, hm" 

Allow silence 
  

Do not move on too fast from a question if respondent has more to say 
   

Redirect the participant when they have fallen off track  
   

Rather than interrupting for clarification, you can jot down key words and ask for clarification after 
  

Try to memorize the interview guide 
   

Take notes to help guide the conversation. Take additional notes after the interview is complete  

The concrete details constitute the experience; attitudes and opinions are based on them. 
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