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Abstract 

Purpose: The purpose of the study was to assess obstetrical health providers (OHP) knowledge 

on providing care that is culturally sensitive and congruent. Identifying gaps in current 

obstetrical practice exist and create a toolkit for OHP utilization based upon study findings. 

Methods: A cross sectional survey design was used, and participants were recruited through 

Florida licensing databases. Participants were OHPs that met inclusion and exclusion criteria. A 

Likert-type Qualtrics survey was e-mailed to qualifying OHPs to gauge attitudes, opinions, and 

knowledge concerning culturally sensitive care. A Pearson’s correlation coefficient was 

conducted to determine if correlations existed between participant characteristics and their 

knowledge, use, and opinions on cultural sensitivity. Moreover, a one-way analysis of variance 

was conducted to explore between group differences. 

Results: Study findings indicated differences between current research and study results. 

Participants indicated that they were knowledgeable on the importance in providing culturally 

congruent care and the impact on birth outcomes; but, indicated that they did not always provide 

care that was culturally centered. Significant differences existed between gender, age, and race 

with the implementation of culturally congruent prenatal care. Women, midwives, and African 

American (AA) providers were more likely to implement culturally congruent care.   

Discussion: Findings of this study will help close the gap between OHPs and AA women. The 

results of this study are the foundation for the OHPs provider toolkit created based on the 

findings. Moreover, findings will aid future research to focus on educating OHPs on the 

importance of providing congruent culturally sensitive care.  
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Conclusion: In summary, study findings and resulting provider toolkit will aid providers and 

future researchers to focus on the value of OHPs who are not only knowledgeable in culturally 

congruent obstetrical care, but who also provide that care to AA women. 
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Introduction 

In 2016, the Centers for Disease Control and Prevention (CDC) reported for every 1,000 

live births in the United States (U.S.), 11.4 African American (AA) infants died within the first 

year of life. This mortality rate is twice that of Caucasian infants. African- American infants are 

3.2 times more likely to die due to low birth weight-related complications when compared to 

non- Hispanic Caucasian infants (“Infant Mortality and African Americans”, 2017).  Rosenthal 

and Lobel (2011) reported that when all variables are equal, AA women remain at a much higher 

rate of experiencing poor birth outcomes when compared to their Caucasian peers.  Researchers 

have suggested that a chief contributing factor of poor birth outcomes is race-related stress. 

Furthermore, the National Vital Statistics Reports (NVSS), reported in 2013 that non-Hispanic 

AA women had the highest rate of neonatal mortality at a rate of 7.46, to every 1,000 live births 

(Mathews et al., 2016). 

The CDC and the National Center for Health Statistics (NCHS) have identified 

significant racial inequity in infant mortality between AA and Caucasian infants. Infant mortality 

rates among AA women are 2.4 times higher than the rate of Caucasian women (Peoples & 

Danawi, 2015). Healthy People 2020 called for the eradication of racial disparities in infant 

mortality. Despite the efforts of infant safety campaigns, AA infant mortality rates continue to 

rise. An educational gap exists culturally sensitive best practices among OHPs.  The literature 

reviewed indicates that racism and cultural neglect precedes poor AA infant outcomes (Peoples 

& Danawi, 2015). 

Infant mortality is a crisis that impacts all cultures and races; however, a significant 

disparity exists between AA and Caucasian infants.  Researchers have suggested that social 

stressors related to perceived and actual racism, and racial stigmas are a significant precursor to 
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AA infant mortality (Hogan & Ferre, 2001).  Furthermore, race, specifically, has no known 

genetic factor that increases infant mortality rates.  Infant mortality rates of foreign-born African 

women are like that of Caucasian women and significantly lower than those of American born 

AA mothers (Dominguez,2011). This notion further supports that cultural insensitivity and racial 

discrimination are leading causes of high AA infant mortality rates in the U.S.   

Problem Statement 

            According to research, infant mortality, regardless of race, is a significant public health 

concern within the U.S. Furthermore, a cultural inequality surrounding AA infant birth outcomes 

is equally well recognized (Zoucha et al., 2016). Consequently, racial disparity occurs within 

obstetrical care and greatly impacts AA infant morbidity and mortality. African American 

women have consistently shown an increased risk of having an infant that does not survive to his 

or her first birthday over the past two decades.  Contributing factors documented within literature 

are race, socioeconomic status, and education that could potentially shape the obstetric care these 

women receive (Alexander, Wingate, Bader & Kogan, 2008).  

 Purpose 

Therefore, the purpose of this project is to assess the knowledge of obstetrical health 

providers (OHP) and the effects of culturally sensitive care on AA infant mortality.  Data 

collected from the project will be used to create a tool that the OHP can utilize when caring for 

AA women and their infants. The tool kit will be used to improve care AA women receive and, 

in turn, AA infant birth outcomes while decreasing AA infant mortality. In practice, this tool will 

serve as a pathway to open, honest and trustworthy communication that displaces racism and 

closes the divide on racial disparities in care delivery. 
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Clinical question and specific aims. 

Does the knowledge of culturally sensitive obstetrical care, and its effects on infant 

mortality for African American women, affect the care delivered by obstetrical health care 

providers? 

1. Assess prenatal care providers’ knowledge of culturally congruent prenatal care. 

Hypothesizing that gaps exist in prenatal healthcare providers’ knowledge on culturally 

congruent prenatal care.  

2. Examine prenatal care providers’ knowledge on the outcomes of culturally congruent 

prenatal. Hypothesizing that gaps exist in prenatal healthcare providers’ knowledge on culturally 

congruent prenatal care outcomes.  

3. Examine prenatal care providers’ use of culturally congruent care within their practice. 

Hypothesizing that culturally congruent prenatal care is scarcely used.  

4. Explore differences between prenatal care providers’ practices and current best 

practices for culturally congruent prenatal care. Hypothesizing that gaps exist between prenatal 

healthcare providers’ current practices and best practices. 

Review of the Literature 

            The U.S. Department of Human Health and Human Services Office of Minority Health 

(OMH), reports that AAs have an infant mortality rate twice that of their non-Hispanic 

Caucasian counterparts. African American infants are also more likely to die from low 

birthweight related complications, and sudden infant death syndrome (SIDS).  In 2017, OMH 

reported that pregnant AA women were twice as likely to begin prenatal care late or have no 

prenatal care compared to their non-Hispanic Caucasian counterparts (Infant Mortality and 

African Americans,2017).  Additionally, Healthy People 2020 investigated to identify aspects 
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that negatively impact AA maternal and infant health.  This work found key factors that 

negatively impact AA mothers and infants exist within social determinants such as living 

environment, racial inequality, education, and economic status (Dole & Ebron- Shambley, 2009).  

Effects of Socioeconomic Status. 

Access to quality, dependable obstetrical care delivery is a social determinant that 

profoundly impacts AA infant birth outcomes. The American College of Obstetricians and 

Gynecologists (ACOG) recommends that pregnant females begin prenatal care within the first 

trimester to foster healthy pregnancies and healthy birth outcomes (Salm et al. 2012). Low 

socioeconomic status increases the vulnerability of AA infants. Social inequalities, like lack of 

health care, educational disparities, and social class deprivation predispose AA infants to poor 

birth outcomes, low birth weight (LBW), Sudden Infant Death Syndrome (SIDS), preterm birth 

(PTB), and obstetrical complications (“Leading Causes of Infant Mortality”, 2016). 

 Research suggests that community poverty is an independent risk-factor for LBW, SIDS, 

PTB, and obstetrical complications among AA women and their infants. (Amankra, Dhawain, 

Hussey & Luchok 2009). Residential segregation exacerbates poor birth outcomes through 

increased societal stressors. African American women with a permanent residence in low-income 

neighborhoods have a higher risk of adverse birth outcomes. Income inequality influences 

disparities in birth outcomes because it impacts health opportunities such as access to 

medications, screenings, and health promotion activities.  Additionally, women of low 

socioeconomic status are at an increased risk of experiencing poor living conditions, violence, 

limited nutrition, and limited access to health and obstetrical care (Amankra, Dhawain, Hussey & 

Luchok 2009). 
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Researchers found that sleep patterns among AA infants are influenced by the 

environment in which they live.  African American infants that inhabit impoverished areas were 

more likely to co-sleep with their mothers; often putting the infant at a higher risk for 

SIDS.  These mothers reported they were fearful to let their infants sleep outside of their beds 

due to neighborhood violence; meaning, their decisions to co-sleep were a protective measure to 

guard their infants from potential violence (Gaydos et al., 2014).  Likewise, LBW and PTB are 

linked to pre-pregnancy maternal, and gestational exposures found in impoverished areas, 

including contact with hazardous conditions, environmental pollutants, and violence. Finally, the 

inherent socioeconomic disadvantages found in impoverished communities prevent pregnant 

women from accessing prenatal care, adequate nutrition, and continued care consistency due to 

lack of funding, transportation and overall health knowledge (CDC,2015). 

Effects of Race. 

African American women are more likely than Caucasian women to have inadequate 

obstetrical care, and this disparity contributes to a higher rate of poor pregnancy outcomes.  Data 

collected from the National Center for Health Statistics has indicated that PTB and LBW are the 

leading causes of mortality among all infants born in the United States (U.S.).  However, PTB 

and LBW are the primary source of mortality for AA infants (Collins, Rankin & David, 

2016).  The National Center for Health Statistics also reports that AA infants continue to have 

the highest SIDS rate in the U.S. despite national infant sleep campaigns across all 

socioeconomic brackets. The American Academy of Pediatrics (AAP) Task Force stated that 

their evidence supports that AA parents tend to have persistent disregard for compliance with 

health care guidelines set forth by the AAP.  The observed consistent AA parental disregard of 

care recommendations has been primarily linked to health knowledge deficits or lack of 
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understanding that is incongruent with the cultural care habits of infants (Coleman, 2009). 

Research indicates AA mothers discount knowledge shared by obstetrical health clinicians who 

are not AA (Matoba & Collins, 2017).  

Likewise, racism and cultural intolerances found within societal structures influence AA 

mothers’ perceptions of their obstetrical care.  Cultural meanings within the AA community 

impact interactions between AA mothers and their obstetrical healthcare providers. Racial 

disparities, inequality, and culturally insensitive prenatal health care drive AA mothers to 

become skeptical and withdrawn from OHPs (Dole & Ebron- Shambley, 2009). Unquestionably, 

racism in obstetrical care creates disparities for AA mothers and their infants.  Racial adversity 

and exposure to perceived interpersonal discrimination vitally determine AA infants’ ability to 

thrive and survive (Matoba & Collins, 2017). Widening racial disparities signify the need for 

OHP interventions. A generous search of available literature supports that current OHP practices 

do not routinely include culturally sensitive care. 

Effects of Maternal Education. 

            Maternal health literacy and self-efficacy are crucial factors in predicting birth outcomes 

and infant survivability the first year.  Education is influential in determining how mothers seek 

obstetrical care and care for the infant after birth. Furthermore, the increased occurrence of 

SIDS, PTB, and LBW among AA infants indicates a flagrant failure of OHPs to construct health 

education that is culturally specific to the populations they serve (Zoucha, et al., 2015). 

Obstetrical and well-infant care visits do not routinely focus on cultural care implications; 

instead, education is standardized and not culturally sensitive.   

Researchers explored the cultural meanings of AA mothering and identified barriers that 

inhibited them from incorporating current obstetrical health education and instruction from 
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OHPs.  Findings indicated that AA mother's perception of obstetrical care depended on the 

support network present during pregnancy. Support networks often consisted of matriarchal 

women, who passed on generational knowledge, extended family, and friends (Savage et al. 

2007). The cultural context of prenatal and infant care practices relied on generational mothering 

practices, or education passed down through generations. These practices, often referred to as 

“grandmother knowledge”, are perceived by AA mothers as trustworthy customs to keep their 

infant safe.  Despite OHP recommendations and national safety guidelines, AA mothers 

continued to abandon best care practices based on these cultural determinants (Savage et al., 

2007).  Due to “grandmother knowledge”, public health messages that focus on safe sleep 

practices have little to no impact on educating AA mothers.  It is this obstinate denunciation of 

current education and best practices that indicates the presently accessible obstetrical education 

is inequitable with the current health knowledge and habits of AA mothers (Savage et al., 2007). 

Project Model 

            Despite current AAP guidelines and best practice recommendations, racial disparities 

exist among AA infant mortality rates which most OHPs are failing to address. Research has 

indicated that AA infant mortality can be reduced through culturally sensitive prenatal care.  The 

JJ Way is a comprehensive maternity care model that was designed by Jennie Joseph, nurse 

midwife, and director of Commonsense Childbirth Inc. Jennie Joseph’s model was developed to 

address prenatal healthcare disparities and improve outcomes in Orange County, Florida. The JJ 

Way model has improved birth outcomes of AA women through culturally sensitive prenatal 

practices. The JJ Way method inspires and supports women and their families throughout their 

pregnancies. Women are encouraged to become active participants in their care, which includes 

peer education. Furthermore, Commonsense Childbirth research initiative received the Fall 2015 
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Initiative Grant from the West Orange Healthcare. Results showed that AA infants whose 

mothers received care The JJ Way, had lower preterm births (8.6%) than others of the same race, 

in Orange County (13%), the state of Florida (13.3%), and the nation (13%) (“The JJ Way”, 

(n.d.). 

Theoretical Framework 

Leininger's Transcultural Care Theory acknowledges that culture guides all facets of 

human life.  Leininger’s conceptual framework consists of three predicted action and decision 

modes of Transcultural Care Theory (Wehbe-Alamah, 2019). The first mode focuses on culture 

care preservation that is assistive, supportive, facilitative, and empowering. The second mode 

focusses on culture accommodation and negotiation that enables the provider to perform 

culturally sensitive actions.  Lastly, the third mode centers around repatterning shared decisions 

to help patients of different cultures change or modify risk factors for better health 

outcomes.  Therefore, this framework will be used to guide this project in hopes of culturally 

congruent, safe, and effective care for health attainment (Wehbe-Alamah, 2019).  

Methodology and Implementation 

Design 

A cross-sectional survey design was used. A Qualtrics survey was sent to obstetrical 

healthcare providers to examine their existing knowledge of culturally appropriate prenatal 

healthcare and its effects on AA infant mortality. Based on the findings from the survey, a toolkit 

with culturally sensitive prenatal care recommendations was created for OHPs. Providers can use 

this toolkit to ensure they are providing culturally sensitive and competent care. 

 



CULTURALLY SENSITIVE OBSTETRICAL CARE                                                     

                            12 
 

Participants  

            A convenience sample of approximately 500 women’s prenatal healthcare providers were 

invited to participate. This included obstetricians, primary care physicians, women’s health 

advanced practice registered nurses (APRN), and certified nurse midwives (CNM). These 

healthcare providers were recruited through the State of Florida licensing boards via invitational 

email. Participants held current, clear and active licenses with the state of Florida, currently 

practice in obstetrics, and are registered with the Florida Board of Medicine (BOM) or Florida 

Board of Nursing (BON).  

Tool  

The tool was adapted from a questionnaire developed by Tawara D. Goode at the 

National Center for Cultural Competence at Georgetown University Center for Child & Human 

Development University Center for Excellence in Developmental Disabilities, Education, 

Research & Service. The questionnaire was a Likert-like form consisting of 3 points to gauge 

attitudes, opinion, and knowledge concerning culturally sensitive care. The online survey 

requested that participants complete three-sections. The first section (6 questions) referred to 

demographic information, such as: age, gender, years of experience, educational level, contact 

with AA patients, and the type of facility employed. The second section consisted of 10 items to 

evaluate clinical cultural competency, including providers' knowledge of cultural diversity. The 

third section was a (20 questions) self- assessment checklist aimed to identify individual beliefs 

and attitudes. 
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Data Collection/ Analysis 

            Once Institutional Review Board (IRB) approval was received, an informational email 

was sent to potential participants that explained the study, its purpose, and informed consent. The 

email also contained the Qualtrics survey link and individuals who chose to participate 

completed the online Qualtrics survey. Recruitment of participants and data collection took place 

between November 2019 and December 2019. The questionnaire was closed to participants on 

December 16, 2019. Final questionnaire results were analyzed on December 17, 2019. 

Florida obstetrical APRNs', Florida midwives and Florida obstetricians' knowledge, use, 

and opinions on cultural sensitivity was measured using a Likert Scale rating method.  The results 

of the surveys were uploaded to IBM SPSS 25 software and analysis was completed using 

descriptive statistics to identify response frequencies. Pearson’s correlation coefficient was 

conducted to determine if any correlations existed between participant characteristics and their 

knowledge, use, and opinions on cultural sensitivity. Moreover, a one-way analysis of variance 

(ANOVA) was conducted to explore between group differences on knowledge, use, and opinions 

of culturally sensitivity in practice.   

Implementation  

Based on the results, a care provider toolkit was created. The toolkit provides culturally 

sensitive methods that OHPs can utilize within their own practice. The toolkit was completed on 

February 23, 2020 and contains bulleted topics with key informative components. This toolkit is 

based on the Black Mamas Matter Alliance’s (BMMA), toolkit. Bulleted points include 

culturally driven informative tools for culturally diverse provider/ patient interaction. Key 

components of the toolkit are respect for women of various cultural groups, education, access, 
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prevention, quality, equity, data, and accountability.  Dissemination of the toolkit is planned for 

April 2020. Participants who completed the survey will be sent and copy of the toolkit via e-

mail.  

Human Subject and Informed Consent 

Research was approved by Florida State University Investigational Review Board (FSU 

IRB) in the Fall semester of 2019. The FSU IRB is an administrative body created to protect the 

welfare and rights of human research subjects who are recruited to participate in research 

activities conducted under the patronage of the Institution of affiliation. Once IRB approval was 

granted, informed consent of participants was obtained. The informed consent was sent via email 

to OHPs who are affiliated with the Florida Board of Nursing and Florida Board of Medicine. 

Consent was given by participation and completion of online survey (Appendix A). . 

Results 

Demographics 

The survey was completed by 113 valid OHP participants. While licensed Florida 

Physicians (n=1) were recruited, respondents consisted primarily of Florida CNMs (n=47) and 

APRNs (n=65) who met the inclusion/exclusion criteria. Participants reported their race as, 

Caucasian, African American, Middle Eastern, and Hispanic/Latino.  Additionally, ages ranged 

from under 25 to greater than 69.  Of the providers that participated, the largest group represented 

in the data were Caucasian females (n=86), ages 36-46 (n=42). Most participants reported less than 

5 years of experience in providing obstetrical care; however, OHPs with experience from 6 years 

to 16 years and those with 17 to 27 years was analogous. Lastly, most respondents reported 
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providing care in urban and suburban settings almost equally, with a low percentage in rural 

settings (Table 1).  

Provider Knowledge 

 The primary assumption of this study was that gaps exist in prenatal healthcare 

providers’ knowledge on culturally congruent prenatal care as evidenced by high rates of African 

American infant mortality. We aimed to explore if gaps existed in prenatal healthcare providers’ 

knowledge on culturally congruent prenatal care and their outcomes. Participants reported 

(80.2%) that they “frequently” take into consideration racial inequality and socioeconomic 

status. Additionally, 82.6% of participants reported that they were aware that racial inequalities 

impact among African Americans infant birth outcomes. Most respondents agreed that age and 

lifestyle factors must be considered when interacting with individuals and families frequently 

with a response rate of 88.3%.  Lastly, 84.1% of respondents reported awareness of 

socioeconomic and environmental risk factors that contribute to obstetrical health disparities or 

other major health problems in African Americans (Table 2). However, race, gender, and type of 

provider was negatively correlated with providers being well versed in obstetrical practices, 

treatments, and interventions that are current and specific to racial, ethnic, and cultural groups. 

We found that men were significantly less likely than women to be aware of racial inequalities 

impact on birth outcomes, infant mortality, and the contribution of socioeconomic status and 

environmental risks factors on obstetrical health disparities. Additionally, significant differences 

between racial groups existed on accepting gender role differences between cultures (Table 3).  

Provider Use 

We aimed to explore care providers use and implementation of culturally appropriate 

prenatal care into their practices. Participants were asked if they displayed pictures, brochures 
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and/or artwork that reflect varying cultures and ethnic groups.  Of the participants, 44.6% of 

respondents said that frequently did, as opposed to 32.1% that reported they rarely did. Many of 

the respondents reported working in environments that did not have brochures, videos or 

educational material that depicted women and infants of varying races and ethnicities. 

Participants were also asked if they sought information from individuals, families, or other key 

people that would assist in adaption of their practices to meet the needs and preferences of 

culturally and ethnically diverse groups. Surprisingly, respondents (66.4%) indicated they 

frequently included key people in adaptation of their practice to meet the needs of a diverse 

cultural and ethnic population. Lastly, 69.4% of participants indicated they would intervene in an 

appropriate manner if they observed staff, or other clients engage in behaviors that were 

culturally insensitive, racial biases, or prejudices.  

Conversely, most respondents stated that they rarely provided consistent culturally 

sensitive obstetrical care (41.3%). The remaining respondents reported frequently (33.9%) or 

occasionally (24.8%) providing consistent culturally sensitive obstetrical care. Moreover, we 

found that gender, race, and type of provider was negatively correlated with the use of best 

practices. We found that significant differences existed in age and race on encountering high 

rates of African American infant mortality. Those of Hispanic/Latino background and the 36-46 

age group were more likely to encounter African American infant mortality. Additionally, 

African American care providers were more likely to ensure materials in the waiting areas 

reflected different cultures and languages. Those with fewer years of practice were more likely to 

understand the impact of family and avoiding imposing values on their patients than those who 

had been practicing for longer periods of time. The most significant differences existed between 
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gender. Women were much more likely than men to screen materials for inclusivity, provide 

education, and seek information to assist in the care of culturally diverse people (Table 3).  

 

Finally, we hypothesized that gaps exist between prenatal healthcare providers’ current 

practices and best practices.  Participants were asked if they were well versed in the most 

common and proven practices, treatments, and interventions for the delivery of obstetrical care to 

specific racial, ethnic, cultural and linguistic groups. The results revealed that 53.6% of 

participants indicated they were proficient in common practices, while 36.4% indicated being 

occasionally proficient, and 10.0% indicated that they were rarely proficient in the culturally 

congruent care delivery.  OHPs indicated that they participated in professional development 

activities that enhanced the way in which they provide culturally sensitive care. When 

participants were asked if they advocated for the review of their practice’s mission statement, 

goals, policies, and procedures to ensure they incorporated principles and practices that promoted 

cultural sensitivity, 65.5% of participants indicated that they frequently advocated for their 

patients, 20.9% indicated that they occasionally advocated for their patients, while 13.6% 

indicated that they rarely advocated for their patients.  Lastly, 74.8% of participants indicated 

that they participated in professional development and training to enhance their knowledge and 

skills in caring for culturally, and linguistically diverse groups 

Discussion 

Our findings were not in line with the literature reviewed. Respondents indicated that 

they were knowledgeable in culturally congruent care. Current literature suggests that OHPs 

provide inconsistent obstetrical care. However, our findings suggest that OHPs are 

knowledgeable of how outcomes can vary based on whether care is culturally guided. 
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Additionally, it was determined that OHPs provide prenatal care that is culturally congruent by 

providing care that is evidence based and incorporates cultural differences. Inconsistencies 

between current research and study findings may be the result of  the demographics of our 

responding population.  Most of the respondents were middle-aged Caucasian females who were 

either obstetrical APRNs or CNMs. Gender and race differences exist in both APRN and CNM 

professions; however, the majority of both APRN and CNM populations are Caucasian females. 

Conversely, majority of obstetricians are Caucasian males. Researchers aimed to report cultural 

demographics among American physicians found that obstetricians had the highest proportion of 

underrepresented minorities (combined, 18.4%), especially AA (11.1%) and Hispanic (6.7%) 

physicians (Rayburn , Xierali, Castillo-Page & Nivet 2016). Additionally, underrepresented 

minority obstetricians were more likely than Caucasians or Asians to practice in underserved 

areas or where the demographic served is impecunious. The gender and race dissimilarity may 

have influenced our study findings since cultural representation within the obstetrical care 

environment seems to be lacking diversity.  

According to the United States Bureau of Labor (BLS) , females dominate both ARNP 

and CNM professions by 90% (BLS 2018). Moreover, APRNs and CNMs provide care in 

culturally diverse environments to culturally diverse patients. Advanced practice registered 

nurses and CNMs follow the nursing model that promotes advocating for cultural equality and 

valuing patient specific cultural needs. Our results may not match current research due to the 

lack of obstetrician/ physician response.    

Significant differences were present in gender, race, years of practice, and age. A 

significant gap existed between OHP gender on educating AA women on the importance of early 

initiation and consistency in continuing prenatal care. Disproportionally, 37.5% of male 
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respondents indicated that they rarely provided education on consistent prenatal care, as opposed 

to 6.9% of female respondents. Also, 86% of female respondents indicated that they frequently 

provide care to AA women that is ethnically and racially diverse opposed to 37.5 % of male 

respondents. This could be due to female APRNs and CNMs working in environments that serve 

populations that are more culturally diverse. Additionally, female respondents reported screening 

educational materials to ensure that no negative connotations in culture and race were present. 

These findings may also be the result of women being more compassionate and nurturing by 

nature. According to Roter, Hall, and Aoki (2002) female physicians are more emotionally 

responsive to patient needs on an interpersonal level. The differences in race on awareness of 

socioeconomic and environmental risk factors contribution to obstetrical health disparities was 

significant among AA and Caucasian respondents. Likewise, AA respondents reported 

frequently practicing obstetrical care that was culturally sensitive and congruent more frequently 

than their Caucasian counterparts. This may be due to AA obstetrical providers being well versed 

in various cultures and more in tuned with the needs of their own race. Differences in age among 

OHP respondents indicated that middle aged providers often provide culturally sensitive 

obstetrical care that is congruent. Obstetrical health providers between ages 36 -46 years reported 

performing care that is culturally cognizant. Furthermore, significant differences in years of 

OHPs in practice on avoiding imposing personal values that may conflict with different cultural 

beliefs. OHPs that have been in practice 16 years or less were more likely to not impose their 

personal values on their patients. This result may be related to the fact that over the last 16 years 

America has become very culturally diverse. The United States Census Bureau reported a 13.5% 

increase in foreign born persons living in America between the years 2014 and 2018 (United 

States Census Bureau, 2018). Expected findings from the survey included the high percentage of 
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nurse practitioners and midwives who advocate and promote culturally sensitive care within their 

practice. OHPs that responded indicated that they strive to provide culturally sensitive care and 

incorporate individual cultural diversity. Unexpected findings were found within survey 

questions that specifically inquired about AA  women and infants; participants indicated that 

they have cultural knowledge/ experience when serving this demographic. Previous literature 

review suggested that OHPs have little knowledge when caring for this cultural group.  

Limitations to the study are the rate of response, duration of survey, and demographic 

characteristics of respondents. Taking into consideration that most respondents were advanced 

practice nurses, having a higher physician response rate would have theoretically changed the 

findings significantly. The assumption is made that literature reviewed was physician focused 

and the study respondents were majority obstetrical APRNs and CNMS.  Moreover, most 

respondents were Caucasian females which may have significantly impacted our findings. 

Therefore, all findings should be interpreted with caution.  

Conclusion 

In summary AA infants have the highest mortality rate among any other racial group in 

America. The AA infant mortality rate reflects that of underdeveloped countries. This racial 

disparity negatively impacts the health of the nation. Additionally, the literature reviewed 

suggested that OHPs lacked knowledge on providing culturally congruent obstetrical care. 

However, findings within the study suggested otherwise. Study participants indicated that they 

possess knowledge on the importance of providing obstetrical care that is culturally driven and 

sensitive cultural needs. Despite OHPs possessing knowledge they also indicated that they do not 

always provide care that is culturally congruent. Therefore, a toolkit was created to aide OHPs in 

providing obstetrical care that is culturally centered. Implications for further practice requires 
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further research and increasing OHP awareness on the importance of providing obstetrical care 

that is culturally sensitive to specific cultural needs.  

Study limitations are found in the number of survey participants. The number of 

participants was small in comparison to the total OHP population. Also, the number of physician 

participation was insignificant to study outcomes. The demographics of study participants may 

have played a significant role in how survey questions were answered. Running the survey for a 

longer time period, with a wider variance on race, gender, and type of provider may significantly 

affect the outcomes. 
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Appendix A 

Consent Form 

Title of research study: Assessing Culturally Sensitive Obstetrical Care and African 

American Infant Mortality  

Investigator: Taylor Cooke, RN DNP student 

Key Information: The following is a short summary  to aid you in your decision to partake 

in this study. More detailed information can be found below. Why am I being invited to take 
part in a research study? 
We invite you to take part in a research study because you currently provide obstetrical care in 

the state of Florida cur 

What should I know about a research study? 

Someone will explain this research study to you. 

Whether or not you take part is up to you. 

You can choose not to take part. 

You can agree to take part and later change your mind. 

Your decision will not be held against you. 

You can ask all the questions you want before you decide. 

Why is this research being done? 

In 2016, the Centers for disease control and prevention (CDC) reported for every 1,000 

live births in the U.S., 11.4 African American (AA) infants died within the first year of life. This 

death rate is twice that of Caucasian infants. Researchers have suggested that the main 

contributing factor is race-related stress is . African American infants are 3.2 times more likely to 

die due to low birth weight-related complications when compared to non- Hispanic Caucasian 

infants. Rosenthal and Lobel (2011) reported that when all variables are equal, AA women 

remain at a much higher rate of experiencing poor birth outcomes when compared to their 

Caucasian peers. Furthermore, the National Vital Statistics Reports (NVSS), reported in 2013 

that non- Hispanic AA women had the highest rate of neonatal mortality at a rate of 7.46, to 

every 1,000 live births (Mathews et al., 2016). 

 Infant mortality is a significant public health concern within the United States. In 

addition to this concern, there lies a cultural inequality surrounding AA infant birth outcomes 

(Zoucha et al. 2016). Significant racial disparities exist in obstetrical care and greatly impacts 

AA infant morbidity and mortality. AA women over the past 20 years have consistently shown 

an increased risk of having an infant that does not survive to his or her first birthday (Alexander, 

Wingate, Bader & Kogan, 2008). Social factors of health such as race, socioeconomic status, and 

education have significant impacts on AA infant mortality. Therefore, the purpose of this project 

is to assess the knowledge of obstetrical health providers (OHP) and the effects of culturally 

sensitive care on AA infant mortality. Data collected from the project will be analyzed and used 

to create a tool that the OHP can utilize when caring for the AA women and infants. In theory, 
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this tool will serve as a pathway to open, honest, and trustworthy communication that supersedes 

racism and closes the divide on racial disparities. 

How long will the research last and what will I need to do? 

We expect that data collection will continue for 6 months. 

You will be asked to complete a one-time 38-item online survey. The survey should take you 

approximately 15 minutes to complete. . 

More detailed information about the study procedures can be found under “What happens if I 
say yes, I want to be in this research?” 

Is there any way being in this study could be bad for me? 

There is a minimal level of risk involved in this study. Some subjects may experience distress 

while answering questions. You will be provided with referrals and encouraged to contact help 

through the Florida State University College of Medicine Primary Health Behavioral, Mental 

Health Specialists, or Florida State University Psychology Clinic.  

More detailed information about the risks of this study can be found under “Is there any way 
being in this study could be bad for me? (Detailed Risks)” 

Will being in this study help me in any way? 

The overall  benefit to you from your taking part in this research is  better awareness of culture 

related health care issues for African American mothers. Additionally, the educational tool kit 

will be helpful when interacting with AA mothers to address ways to reduce infant mortality 

related to cultural differences. 

What happens if I do not want to be in this research? 

Participation in research is completely voluntary. You can decide to participate or not to 

participate. 

Instead of being in this research study, your choices may include: N/A 

Your alternative to participating in this research study is to not participate. 

Detailed Information: The following is more detailed information about this study in 

addition to the information listed above. 

Who can I talk to? 

If you have questions, concerns, or complaints, or think the research has hurt you, talk to the 

research team at tjc17g@my.fsu.edu 

 mbamber@nursing.fsu.edu 

This research has been reviewed and approved by an Institutional Review Board (“IRB”). 
You may talk to them at 850-644-7900 or humansubjects@fsu.edu if: 

Your questions, concerns, or complaints are not being answered by the research team. 

You cannot reach the research team. 

You want to talk to someone besides the research team. 

mailto:tjc17g@my.fsu.edu
mailto:humansubjects@fsu.edu
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You have questions about your rights as a research subject. 

You want to get information or provide input about this research. 

How many people will be studied? 

We expect about 500 people here will be in this research study out of 3,000 people in the entire 

study statewide 

What happens if I say “yes” to being in this research? 

• An initial survey will be sent out via email followed by the survey 

• Participants will be required to have an email address 

• Participants will need to have internet and computer access/ or smart device 

• All research will be conducted online via emailed survey 

• All participants are anonymous 

• The survey will take approximately 15 minutes to complete. 

• The survey will be sent out once, with several reminder emails however, participants only 

needs to complete the survey once. 

•  What happens if I say “yes,” but I change my mind later? 

You can leave the research at any time it will not be held against you. 

If you decide to leave the research, do not complete the survey. 

Is there any way being in this study could be bad for me? (Detailed 
Risks) 

There is a minimal level of risk involved in this study.  

. 

What happens to the information collected for the research? 

Efforts will be made to limit the use and disclosure of your personal information, including 

research study, to people who have a need to review this information. We cannot promise 

complete secrecy. Organizations that may inspect and copy your information include the IRB 

and other representatives of this organization.  

Your information collected as part of this research will not be used or distributed for future 

research studies, even if all identifiers are removed. 

We may publish the results of this research. However, we will keep your name and other 

identifying information confidential to the extent allowed by law. 

Can I be removed from the research without my OK? 

The person in charge of the research study or the sponsor can remove you from the research 

study without your approval. Possible reasons for removal include not meeting inclusion criteria 

for participation. 
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Appendix B 

Table 1 Demographics 

Participant Characteristics n % 

Gender   

Male 8 7.1 

Female 104 92.0 

Prefer not to answer  1 .9 

Age   

<25-35 23 20.4 

36-46 42 37.2 

47-57 23 20.4 

58-68 20 17.7 

69+ 5 4.4 

Race     

African American/ Black 11 9.7 

Caucasian/ White 86 76.1 

Middle Eastern  1 .9 

Latino/ Hispanic 15 13.3 

Years of Providing Practice   

0-5 49 43.4 

6-16 26 23.0 

17-27 27 23.9 

28-38 9 8.0 

39-49 2 1.8 

Specialty   

Family Practice Physician 1 .9 

APRN 65 57.5 

Midwife 47 41.6 

Setting of Practice 

 

  

Urban 46 40.7 

Suburban 50 44.2 

Rural 17 15.0 
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Table 2 Provider Knowledge Frequencies 

Participant Knowledge Question n % n % n % n % 

 Things I do frequently, or 

statement applies to me to a 

great degree 

Things I do occasionally, 

or statement applies to me 

to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

Missing 

When interacting with individuals and families who have 

limited English proficiency, I always keep in mind that: 

        

Limitations in English proficiency are in no way a 

reflection of their level of intellectual functioning. 

100 88.5 9 8.0 1 .9 3 2.7 

Their limited ability to speak the language of the 

dominant culture has no bearing on their ability to 

communicate effectively in their language of origin. 

101 89.4 8 7.1 1 .9 3 2.7 

They may neither be literate in their language of origin 

nor in English. 

87 77.0 17 15.0 4 3.5 5 4.4 

Select one of the following answers for each statement that 

best describes you. 

        

I display pictures, posters, artwork and other decor that 

reflect the cultures and ethnic backgrounds of clients 

served by my clinic, program or agency. 

50 44.2 26 23.0 36 31.9 1 .9 

I ensure that magazines, brochures, and other printed 

materials in reception areas are of interest to and reflect 

the different cultures and languages of individuals and 

families served by my clinic, program or agency. 

46 40.7 30 26.5 36 31.9 1 .9 

When using videos, films or other media resources for 

health education, treatment or other interventions, I 

ensure that they reflect the culture and ethnic 

backgrounds of individuals and families served by my 

clinic, program or agency. 

47 41.6 32 28.3 33 29.2 1 .9 

I ensure that printed information disseminated by my 

clinic, program, or agency takes into account the 

average literacy levels of individuals and families 

receiving services. 

72 63.7 27 23.9 12 10.6 2 1.8 

I avoid imposing values that may conflict or be 

inconsistent with those of cultures or ethnic groups 

other than my own.  

 

102 90.3 8 7.1 1 .9 2 1.8 
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Participant Knowledge Question n % n % n % n % 

 Things I do frequently, or 

statement applies to me to a 

great degree 

Things I do occasionally, 

or statement applies to me 

to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

Missing 

Select one of the following answers for each statement that 

best describes you. 

        

I use bilingual/bicultural or multilingual/multicultural 

staff, and/or personnel and volunteers who are skilled 

or certified in the provision of medical interpretation 

services during treatment, interventions, meetings or 

other events for individuals and families who need or 

prefer this level of assistance. 

69 61.1 24 21.2 19 16.8 1 .9 

I attempt to determine any familial colloquialisms used 

by individuals or families that may impact on 

assessment, treatment, health promotion and education 

or other interventions. 

79 69.9 25 22.1 7 6.2 2 1.8 

I screen written or audio-visual resources for negative 

cultural, ethnic, or racial stereotypes before sharing 

them with individuals and families served by my clinic, 

program or agency. 

49 43.4 30 26.5 32 28.5 2 1.8 

I intervene in an appropriate manner when I observe 

other staff or clients within my program or agency 

engaging in behaviors that show cultural insensitivity, 

racial biases, and prejudice 

77 68.1 24 21.2 10 8.8 2 1.8 

I recognize and accept that individuals from culturally 

diverse backgrounds may desire varying degrees of 

acculturation into the dominant culture. 

99 87.6 10 8.8 2 1.8 111 98.2 

I understand and accept that family is defined 

differently by different cultures (e.g. extended family 

members, fictive kin, godparents) 

107 94.7 4 3.5 0 0 2 1.8 

I accept and respect that male-female roles may vary 

significantly among different cultures (e.g. who makes 

major decisions for the family). 

102 90.3 7 6.2 0 0 4 3.5 

I understand that grief and bereavement of a miscarried 

pregnancy are influenced by culture. 

106 93.8 4 3.5 1 .9 2 1.8 

Even though my professional or moral viewpoints may 

differ, I accept individuals and families as the ultimate 

decision makers for services and supports impacting 

their lives. 

107 94.7 4 3.5 0 0 2 1.8 
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Participant Knowledge Question n % n % n % n % 

 Things I do frequently, or 

statement applies to me to a 

great degree 

Things I do occasionally, 

or statement applies to me 

to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

Missing 

Select one of the following answers for each statement that 

best describes you 

        

I understand that age and life cycle factors must be 

considered in interactions with individuals and families 

(e.g. high value placed on the decision of elders, the 

role of eldest male or female in families, or roles and 

expectation of children within the family). 

98 86.7 12 10.6 1 .9 2 1.8 

I recognize that the meaning or value of obstetrical 

treatment and health education may vary greatly among 

cultures. 

99 87.6 11 9.7 0 0 3 2.7 

I understand that the perception of health, wellness, 

and preventive health services have different meanings 

to different cultural groups. 

102 90.3 8 7.1 1 .9 2 1.8 

I recognize and accept that folk and religious beliefs 

may influence an individual’s or family’s reaction and 
approach to a child born with a disability, or later 

diagnosed with a disability, genetic disorder, or special 

health care needs 

103 91.2 7 6.2 1 .9 2 1.8 

When providing obstetrical care to African American 

women I take into consideration that racial inequality 

and low socioeconomic status may prevent the African 

American woman from seeking early prenatal care. 

Keeping this in mind I always provide education on the 

importance of early initiation and consistency 

continuation of prenatal care. 

89 78.8 1 10.6 10 8.8 2 1.8 

I seek information from individuals, families or other 

key community informants that will assist in service 

adaptation to respond to the needs and preferences of 

culturally and ethnically diverse groups served by my 

clinic, program or agency. 

73 64.6 27 23.9 10 8.8 3 2.7 

I am aware that racial inequalities among African 

Americans impact African American infant mortality 

and birth outcomes. Keeping this in mind I always 

provide care that is ethnically and racially diverse. 

90 79.6 12 10.6 7 6.2 4 3.5 
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Participant Knowledge Question n % n % n % n % 

 Things I do frequently, or 

statement applies to me to a 

great degree 

Things I do occasionally, 

or statement applies to me 

to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

Missing 

Select one of the following answers for each statement that 

best describes you 

        

I am aware of the socio-economic and environmental 

risk factors that contribute to obstetrical health 

disparities or other major health problems of culturally 

and linguistically diverse populations served by my 

program or agency. Specifically pertaining to African 

Americans. 

90 79.6 14 12.4 3 2.7 6 5.3 

I am well versed in the most current and proven 

practices, treatments, and interventions for the delivery 

of obstetrical to specific racial, ethnic, cultural and 

linguistic groups within the geographic locale served 

by my clinic, agency or program. 

59 52.2 40 35.4 11 9.7 3 2.7 

I avail myself to professional development and training 

to enhance my knowledge and skills in the provision of 

services and supports to culturally, and linguistically 

diverse groups. 

83 73.5 25 22.1 3 2.7 2 1.8 

I advocate for the review of my clinic’s, program's, or 
agency's mission statement, goals, policies, and 

procedures to ensure that they incorporate principles 

and practices that promote cultural sensitivity while 

promoting obstetrical health. 

72 63.7 23 20.4 15 13.3 3 2.7 

I see a high rate of African American infant mortality 

within my clinic, program, or agency. Keeping that in 

mind I always provide obstetrical care that is culturally 

sensitive and congruent. 

37 32.7 27 23.9 45 39.8 4 3.5 
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Table 3 Participant Knowledge Comparison and Correlations 

Participant Knowledge 

Question 

Participant 

Characteristic 

Things I do frequently, 

or statement applies to 

me to a great degree 

Things I do occasionally, 

or statement applies to 

me to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

F Sig Pearson’s 
Correlation 

Sig. 

(2-

tailed) 

 Gender n % n % n % 13.38 .000 -.381 .000 

I am aware that racial 

inequalities among African 

Americans impact African 

American infant mortality and 

birth outcomes. Keeping this 

in mind I always provide care 

that is ethnically and racially 

diverse. 

Female 86 86 11 11 3 3 

Male 3 37.5 1 12.5 4 50 

Prefer not to 

Answer 

1 100 0 0 0 0 

I am aware of the socio-

economic and environmental 

risk factors that contribute to 

obstetrical health disparities or 

other major health problems of 

culturally and linguistically 

diverse populations served by 

my program or agency. 

Specifically pertaining to 

African Americans. 

Female 86 88 11 11 1 1 11.78 .000 -.365 .000 

Male 3 37.5 1 12.5 4 50 

Prefer not to 

Answer 

1 100 0 0 0 0 

I am well versed in the most 

current and proven practices, 

treatments, and interventions 

for the delivery of obstetrical to 

specific racial, ethnic, cultural 

and linguistic groups within the 

geographic locale served by my 

clinic, agency or programs 

Female 56 55 36 36 9 9 2.186 .117 -.193 .043 

Male 2 25 4 50 2 25 

Prefer not to 

Answer 

1 100 0 0 0 0 

I screen written or audio-visual 

resources for negative cultural, 

ethnic, or racial stereotypes 

before sharing them with 

individuals and families served 

by my clinic, program or 

agency. 

Female 48 46 27 26 28 27 3.34 0.39 -.23 .014 

Male 0 0 3 42.8 4 57 

Prefer not to 

Answer 

1 100 0 0 0 0 
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Participant Knowledge 

Question 

Participant 

Characteristic 

Things I do frequently, 

or statement applies to 

me to a great degree 

Things I do occasionally, 

or statement applies to 

me to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

F Sig Pearson’s 
Correlation 

Sig. 

(2-

tailed) 

 Gender           

When providing obstetrical 

care to African American 

women I take into 

consideration that racial 

inequality and low 

socioeconomic status may 

prevent the African American 

woman from seeking early 

prenatal care. Keeping this in 

mind I always provide 

education on the importance of 

early initiation and consistency 

continuation of prenatal care. 

 

Female 87 85 8 7.8 7 6.9 12.46 

 

.000 

 

-.37 

 

.00 

 

Male 1 12.5 4 50 3 37.5 

Prefer not to 

Answer 

1 100 0 0 0 0 

I seek information from 

individuals, families or other 

key community informants that 

will assist in service adaptation 

to respond to the needs and 

preferences of culturally and 

ethnically diverse groups 

served by my clinic, program 

or agency. 

 

 

Female 70 69.3 23 23 8 8 3.625 .030 -.232 .015 

Male 2 25 4 50 2 25 

Prefer not to 

Answer 

1 100 0 0 0 0 

I advocate for the review of my 

clinic’s, program's, or agency's 
mission statement, goals, 

policies, and procedures to 

ensure that they incorporate 

principles and practices that 

promote cultural sensitivity 

while promoting obstetrical 

health. 

 

Female 67 66.3 23 22.8 11 12 2.447 0.091 -.197 .039 

Male 4 50 0 0 4 50 

Prefer not to 

Answer 

1 100 0  0  
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Participant Knowledge 

Question 

Participant 

Characteristic 

Things I do frequently, 

or statement applies to 

me to a great degree 

Things I do occasionally, 

or statement applies to 

me to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

F Sig Pearson’s 
Correlation 

Sig. 

(2-

tailed) 

 Race n % n % n %     

I am well versed in the most 

current and proven practices, 

treatments, and interventions 

for the delivery of obstetrical to 

specific racial, ethnic, cultural 

and linguistic groups within the 

geographic locale served by my 

clinic, agency or program 

African 

American 

3 30 3 30 4 40  

2.056 

 

.11 

 

-2.88 

 

.017 

Latino/ 

Hispanic 

11 79 3 21 0  

Caucasian 44 52 31 36 10 12 

Middle 

Eastern  

1 100 0 0 0 0 

I accept and respect that male-

female roles may vary 

significantly among different 

cultures (e.g. who makes major 

decisions for the family). 

 

African 

American 

9 90 1 10 0 0 5.923 .001 -.041 .675 

Latino/ 

Hispanic 

14 100 0 0 0 0 

Caucasian 79 94 5 5.95 0 0 

Middle 

Eastern  

0  1 100 0 0 

I ensure that printed 

information disseminated by 

my clinic, program, or agency 

takes into account the average 

literacy levels of individuals 

and families receiving services. 

African 

American 

6 60 2 20 2 20 1.404 .246 -.191 .045 

Latino/ 

Hispanic 

13 93 0 0 1 10 

Caucasian 52 60 25 29 9 10 

Middle 

Eastern  

1 0 0 0 0 0 

I use bilingual/bicultural or 

multilingual/multicultural staff, 

and/or personnel and volunteers 

who are skilled or certified in 

the provision of medical 

interpretation services during 

treatment, interventions, 

meetings or other events for 

individuals and families who 

need or prefer this level of 

assistance. 

African 

American 

6 55 3 27 2 18 1.772 .157 -.208 .028 

Latino/ 

Hispanic 

13 93 0 0 1 7 

Caucasian 49 57 21 24 16 19 

Middle 

Eastern  

1  0  0  
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Participant Knowledge 

Question 

Participant 

Characteristic 

Things I do frequently, 

or statement applies to 

me to a great degree 

Things I do occasionally, 

or statement applies to 

me to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

F Sig Pearson’s 
Correlation 

Sig. 

(2-

tailed) 

 Race n % n % n %     

I see a high rate of African 

American infant mortality 

within my clinic, program, or 

agency. Keeping that in mind I 

always provide obstetrical care 

that is culturally sensitive and 

congruent. 

African 

American 

3 30 3 30 4 40 3.884 .011 -2.87 .002 

Latino/ 

Hispanic 

9 65 4 28.5 1 7 

Caucasian 24 28.5 20 23.8 40 47.6 

Middle 

Eastern  

1 100 0 0 0 0 

 Provider Type n % n % n %     

I am well versed in the most 

current and proven practices, 

treatments, and interventions 

for the delivery of obstetrical to 

specific racial, ethnic, cultural 

and linguistic groups within the 

geographic locale served by my 

clinic, agency or program 

Obstetrician 0 0 1 100 0 0 2.114 .126 -.195 .042 

APRN 32 49 23 35 10 15 

CNM 27 61 16 36 1 2 

I display pictures, posters, 

artwork and other decor that 

reflect the cultures and ethnic 

backgrounds of clients served 

by my clinic, program or 

agency. 

Obstetrician 1 100 0 0 0 0 2.817 .126 -.210 .026 

APRN 54 84 10 16 0 0 

CNM 

 

 

44 98 1 2 0 0 

I recognize that the meaning or 

value of obstetrical treatment 

and health education may vary 

greatly among cultures. 

Obstetrician 0 0 0 0 1 100 2.754 .126 -0.092 .339 

APRN 27 42 11 16.9 27 42 

CNM 

 

23 50 15 33 8 17 
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Participant Knowledge 

Question 

Participant 

Characteristic 

Things I do frequently, 

or statement applies to 

me to a great degree 

Things I do occasionally, 

or statement applies to 

me to a moderate degree 

Things I do rarely or never, or 

statement applies to me to 

minimal degree or not at all 

F Sig Pearson’s 
Correlation 

Sig. 

(2-

tailed) 

 Age n % n % n %     

I see a high rate of African 

American infant mortality 

within my clinic, program, or 

agency. Keeping that in mind I 

always provide obstetrical care 

that is culturally sensitive and 

congruent 

<25-35 6 27 5 23 11 50 2.957 .023 -.064 .508 

36-46 16 38 14 33 12 28.6 

47-57 5 23 4 18 13 29 

58-68 6 31.6 4 21 9 47 

69+ 4 100 0  0  

 Years in 

Practice 

n % n % n %     

I attempt to determine any 

familial colloquialisms used by 

individuals or families that may 

impact on assessment, 

treatment, health promotion and 

education or other 

interventions. 

0-5 34 69 12 24.5 3 6 2.410 .054 .049 .0612 

6-16 21 84 2 8 2 8 

17-27 17 63 9 33.3 1 3.7 

28-38 7 78 2 22 0  

39-49 0  0  1 100 

I avoid imposing values that 

may conflict or be inconsistent 

with those of cultures or ethnic 

groups other than my own. 

0-5 46 94 3 6 0  2.701 .034 .166 .081 

6-16 24 96 1 4 0  

17-27 24 89 2 7 1 4 

28-38 8 89 1 11 0  

39-49 0  1 100 0  
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Appendix C 

OHP Toolkit 

I RACE is a mnemonic that OHPs can utilize to help recall key points of the toolkit. 

I – identify cultural relativism.  A person's beliefs, values, and practices should be understood 

based on that person's own culture, rather than be judged against the criteria of another. 

• Ask questions that are culturally based to gain knowledge on individual cultural beliefs. 

• Explore cultural practices that can be incorporated into the obstetrical care plan. 

• Determine individual cultural values and highlight those aspects in obstetrical care. 

R- respect cultural diversity. Respect and value diversity. Develop a cultural self- awareness 

by identifying your own beliefs and values. Identification of cultural personal cultural beliefs 

helps to control personal bias. 

• Reflect on personal experiences with various cultures. 

• Identify how culture has influenced the self. 

• Eliminate stereo typical feelings/ thoughts that serve as barriers to being culturally 

diverse. 

A- acknowledge cultural needs. Needs vary culture by culture. Acknowledging these needs 

allows for individualized care that is culturally tailored. 

• Ask questions that help to pinpoint cultural needs. 

• Establish cultural relationships within the community that can serve as obstetrical 

resources. 

• Use cultural resources that improve obstetrical care. 

C- create a culturally competent care environment.  Recognize the importance of culture, 

incorporate cross-cultural relationships, recognize potential impacts of cultural differences, 

expand cultural knowledge, and adapt services to meet culturally unique needs. 

• Create an atmosphere of inclusiveness. 

• Display pictures, brochures, and marketing tools that expresses cultural diversity. 

• Employee individuals from diverse cultures. 

E- ensure care is culturally centered. Care needs to focus on cultural autonomy, congruency 

and sensitivity. 

• Include individual cultural desires of obstetrical care. 

• Allow for individuals to authentically express their cultural aspirations for their 

pregnancy. 
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