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This survey report arrives at a pivotal moment in the nation’s longstanding 
maternal health crisis. There is now widespread recognition that the United States 
has higher rates of pregnancy-related deaths than any other high-income country 
and that the great majority of these deaths are preventable. In response, policies 
to address this crisis have proliferated. Forty-nine states and Washington, D.C. 
have extended Medicaid coverage from 60 days to 12 months postpartum. The 
federal government established the National Maternal Mental Health Hotline to 
offer 24/7 support during pregnancy and the first year after birth. And federal 
investments expanded maternal mortality review, perinatal quality collaboratives, 
and community-based perinatal support programs – including HRSA’s Healthy 
Start initiative, the Maternal Health Innovation Program, and community-based 
doula support.

These hard-won gains are now at risk. Federal actions, including deep cuts to 
Medicaid, scaled-back maternal health programs, and curtailed federal maternal 
health data and workforce investments, threaten to unravel the supports that 
childbearing families most need. The findings that follow make clear how much 
more is needed to improve outcomes, experiences and equity, and what is at stake 
if these hard-won successes are reversed.

Widespread systemic improvements are needed
More than 3,800 respondents from all 50 states and the District of Columbia 
completed an in-depth questionnaire about their views and experiences of 
childbearing. Against the backdrop of the widely recognized maternal health 
crisis of substandard and inequitable outcomes with troubling implications for 
the nation’s population health, we aimed to identify concrete opportunities 
for improvement. The questionnaire was available in English or Spanish, and 
participants shared their experiences with respect to babies born in 2023 and 
2024. Results were carefully weighted by key demographic variables to create a 
nationally representative data set of new mothers, at least 18 years old at the time 
of the survey, who gave birth to single babies in U.S. hospitals. 

Our questionnaire covered the time beginning several months before the 
participants’ pregnancies through pregnancy, birth, and early postpartum months. 
Many respondents also completed a second in-depth questionnaire exploring 
postpartum well-being, infant care, parental leave and employment, and many 
other topics. A companion report presents those results. Together, these reports 
and our rich, combined data set identify many actionable opportunities to improve 
conditions for mothers, babies, and families.

Executive Summary 
& Key Survey Findings

	 I often didn’t feel fully 
heard or taken seriously. 
There were times I 
expressed concerns 
or asked questions, 
and it felt like they 
were brushed off or 
minimized. I had to 
advocate for myself more 
than I should’ve had to, 
especially as a first-time 
mom. That made parts 
of the experience more 
stressful and left me 
feeling unsure at times. 
I wish there had been 
more patience, clearer 
communication, and 
respect for what I was 
going through physically 
and emotionally.
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Experiences and outcomes are inequitable
Overall, the survey results are troubling, and the challenges were further intensified 
for many groups facing greater barriers and worse outcomes and experiences. 
Across many analyses, disparities emerged including:

•	American Indian/Alaska Native and Native Hawaiian/Pacific Islander respondents, 
Black respondents, and Multiracial/Multiethnic respondents often fared worse 
than others

•	Participants covered by Medicaid frequently had worse results than those with 
private insurance

•	Younger respondents often reported worse experiences and outcomes than 
older ones

•	Those who identified one or more disabilities often faced greater difficulties than 
those with no disability

•	People who were single, and in some cases unmarried respondents with a 
committed partner, often faced added challenges relative to those who were 
married

•	 In some instances, those living in nonmetropolitan counties faced more 
challenges than those in metropolitan counties

Women have too little access to the high-quality care they need 
and want
Access to high-quality care remains far too limited. Missed opportunities to better 
support families include:

•	Midwives – whose performance stood out repeatedly in the data both prenatally 
and during birth – were used by only a small percentage of respondents

•	The great majority had no doula support; only a small fraction had doula support 
spanning pregnancy, birth, and the postpartum period

•	Many were unable to have an initial prenatal visit as early as they wanted, during 
a critical window when toxic exposures can harm developing embryos and 
fetuses, miscarriage risk is high, and people have many questions and concerns

•	Group prenatal visits were rare, despite the fact that most who did experience 
this model preferred to have groups visits as part of their care

•	Virtual prenatal visits were similarly uncommon, even though most who had 
access to virtual visits as part of their care valued it and respondents were very 
confident with performing 4 kinds of self-monitoring

•	Mobile clinics were used by a tiny fraction of people for prenatal care despite the 
steady closure of many rural maternity services

•	Many who wanted to feed their babies breastmilk – exclusively or at all – were 
not doing so a week after the birth and had not had the benefit of supportive 
hospital practices

•	Many did not feed their babies exclusive or any breastmilk for as long as they 
wanted

	Some persons didn’t 
want to attend to me 
based on my race, which 
made me feel bad.

	 I was told I could not 
keep on a scarf/hijab for 
safety reasons.

	A pediatric nurse ... did 
not recognize my wife as 
my wife, and kept calling 
her “my helper.”

	 I realized how bad [my 
care had been in my first 
pregnancy] when I was 
treated the right way this 
time.

	Doulas are needed just 
as much as a doctor is.

	A lot of the staff assumed 
I knew what I was doing.

	Many Black women are 
made to tolerate copious 
amounts of pain.

	 I would recommend any 
woman use a midwife, as 
OBGYNs usually don’t 
educate in depth.
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Women receive too much counterproductive, low-value care 
and supports contrary to best evidence 
Just a fraction of respondents experienced what is defined as physiologic childbirth.i 
Through evolution, mothers and babies have developed finely tuned biological 
processes that – when supported rather than disrupted – optimize safe labor, birth, 
and the lasting benefits of breastfeeding and bonding.ii Judicious use of medical 
interventions when truly needed is an essential complement to these processes. As 
described in our companion report, respondents overwhelmingly told us that birth is 
a process that should not be interfered with unless medically necessary. 

In practice, however, our respondents’ births were overwhelmingly shaped by widely 
used medications, procedures, and interventions that started and/or accelerated 
labor, and surgically removed the baby. These powerful interventions often trigger 
additional co-interventions to prevent, monitor, or treat their side effects in a 
cascade of intervention. Most births were scheduled, and labor inductions and 
cesareans took place before signals of readiness from pregnant women and their 
fetuses caused the onset of labor. This common technology-intensive model works 
against rather than with healthy biological processes, and in fact disrupts them.

Other examples of substandard care and missed opportunities include:

•	Too many women had no paid time off for prenatal visits, and too many were 
denied the workplace accommodations they needed for a healthy pregnancy

•	Many were admitted to the hospital in early labor, a practice associated with 
higher cesarean rates compared to waiting for active labor

•	Nearly all who arrived at the hospital in labor experienced few of the beneficial 
practices that help move labor along and avoid unplanned cesareans 

•	Too many babies were taken by staff for routine care like weighing and bathing 
during the critical golden hour after birth; too many babies who stayed with 
parents were not held skin-to-skin

•	A majority of babies admitted to NICUs were full-term, of normal birth weight, 
and had shorter stays - suggesting many admissions were avoidable; unnecessary 
NICU admissions separate mothers and babies, disrupt breastfeeding, expose 
babies to risks, and drive up costs

•	Many who intended to exclusively feed their babies breastmilk did not 
consistently experience the beneficial practices that support achieving this goal 

Women experience lack of options, poor engagement in decisions, 
and other types of disrespect 
Repeatedly, survey results revealed a troubling disregard for the women’s dignity, 
agency, and desire to optimize outcomes and experiences for themselves and their 
babies, including:

•	Many were pushed to have elective inductions (and even cesareans) based on 
predictions of a large baby that turned out to be of normal or even low birth weight

i	 American College of Obstetricians and Gynecologists. (2014). reVITALize obstetric data definitions. Retrieved 6 May 
2026 from: https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/publications/revitalize-ob.pdf

ii	 National Partnership for Women & Families. (2019). Hormonal physiology of childbearing: Evidence and implications 
for women, babies, and maternity care. https://nationalpartnership.org/report/hormonal-physiology-of-childbearing/ 

	 I wish that having a 
natural birth was not 
frowned upon in our 
area!!

	 I was pushed to give the 
baby formula.

	All us mothers are just 
begging for better 
postpartum support.

	 [At] the hospital, I was 
treated like a customer 
with a number ticket at 
the DMV.

	 [I was induced because 
my doctor ] induces 
every patient. We get 
to choose what day. We 
have a 2 week span to 
decide on the day.

	A lot of things were done 
without my permission or 
without me even being 
informed.

https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/publications/revitalize-ob.pdf
https://nationalpartnership.org/report/hormonal-physiology-of-childbearing/
https://nationalpartnership.org/report/hormonal-physiology-of-childbearing/
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•	A shared decision-making tool showed that many women encouraged to 
have elective inductions at term received incomplete or no information about 
alternatives

•	Many with one or two prior cesareans wanted to plan a vaginal birth but were 
denied that option due to provider and/or hospital unwillingness

•	Many who wanted to eat and drink during the hard physical work of labor were 
prohibited from doing so

•	Most who had an episiotomy (a cut in their perineum to enlarge the vaginal 
opening) had no say in the decision, despite the procedure being rarely 
beneficial and having clear risks

•	Many who intended exclusive breastmilk feeding encountered hospital practices, 
such as formula samples and supplemented feeding, that actively worked against 
that goal

A validated measure of respectful, person-centered intrapartum care found that 
many received suboptimal support during their hospital stay. Respondents reported 
shortcomings relating to:

•	Not feeling heard, listened to, or valued

•	Being treated disrespectfully

•	Not feeling informed about what was happening and being involved in care 
decisions

•	Experiencing many types of discrimination

•	Being ignored, neglected, or having requests go unanswered

•	A lack of support for infant feeding goals

•	A lack of trust in care providers

•	Feeling physically unsafe

•	Not having their customs and culture respected

Perinatal mental health conditions are common and mostly untreated
Mothers reported high rates of symptoms of anxiety and depression before and during 
pregnancy as well as following childbirth – yet most received no treatment, whether 
counseling or medication. Particularly alarming is how many experienced severe 
psychological distress while simultaneously caring for a newborn and navigating the 
many adjustments of early parenthood. Substance use disorder and the continuing 
effects of traumatic experience were also identified in the months before pregnancy. 
Respondents also shared a range of other diagnoses they had received.

Whereas postpartum depression has historically received the most attention, 
symptoms of anxiety were consistently more prevalent than depression, and rates of 
both were high across all time periods - before pregnancy, during pregnancy, and in 
the initial months after birth. 

	 I felt a lot of my decisions 
were not respected, 
and I felt pressured to 
undergo things I didn’t 
want to do.

	They gave my baby 
formula without asking.

	My complaints about 
swelling and blood 
pressure were dismissed 
until it was almost too 
late.... The nurses kept 
commenting on how I 
was close to “stroking 
out,” and it caused me a 
lot of distress.

	Parts of the experience 
felt rushed, which made 
it harder for me to 
ask questions or fully  
understand my options.

	The postpartum 
depression and 
postpartum anxiety were 
and still are a serious 
issue.

	He performed an 
episiotomy without 
telling me.

	 I wish I went to therapy 
postpartum.
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Women and their families had unmet health-related social needs
A validated social needs screener identified the percentage of respondents facing 
the following challenges during pregnancy and the percentage whose pregnancy 
social needs had not resolved when they completed the questionnaire:

•	Unemployment or a lack of a regular income

•	Trouble paying utility bills

•	Child care needs

•	Difficulty finding or paying for transportation

•	Food insecurity

•	Homelessness or housing instability

•	Threats or abuse by someone at home

•	Feeling unsafe in daily life

•	Concern about alcohol or drug use by someone in the home

Respondents completed the questionnaire an average of 52 weeks after giving birth. 
Most reported that the social needs they had experienced during pregnancy had not 
been resolved at that time.

A Call to Action
The findings of the fourth national Listening to Mothers survey are a wake-up call. 
Complacency is no longer an option. All stakeholders must intensify our efforts 
on behalf of the 83% of women who become mothers and their babies, who are 
the very future of our nation. More transformative, innovative, and accountable 
approaches are urgently needed to alter course, and the survey results point to 
many actionable ways to improve policies, practices, and programs. 

Continuing our current path would compound the substandard care, untreated 
mental health conditions, and unmet social needs documented in the chapters that 
follow. The opposite is needed. The survey findings demonstrate how critical it is to 
protect recent gains, including progress like the 12 months of Medicaid postpartum 
coverage in all but one state, the National Maternal Mental Health Hotline, and the 
strengthening of maternal mortality review infrastructure. 

We must protect longstanding essential programs, including Medicaid, the 
Pregnancy Risk Assessment Monitoring System (PRAMS) survey, and the CDC’s 
work on maternal health. And we must accelerate, rather than retreat from, the 
evidence-based approaches that women and families have told us they want and 
need. This means expanded access to midwives, doulas, and other community-
based perinatal care and support providers; more options for group prenatal 
care and telehealth; the economic security of paid family and medical leave; and 
universal screening and treatment for perinatal mental health conditions. These 
are well-established, evidence-based, and ready to be implemented at scale. 
What has been missing is the will and accountability to reliably ensure high-quality, 
respectful, and equitable care. Mothers’ voices are clear. The evidence is here. 
What happens next is up to all of us.

	While pregnant and 
currently, I am living in a 
hotel with my kids and 
barely being able to pay 
for it sometimes.

	My son needs 24/7 
care.... What am I 
supposed to do with a 
baby I can’t just leave 
with people?

	The hospital should be 
shut down.

	My doula ... was really 
the only support that was 
helpful.

	 I wish I could’ve had a 
home birth.

	 I was in an abusive 
situation with my child’s 
dad and have since 
escaped. I hope to 
continue to survive from 
that situation.

	 I need help getting by.

	 I needed more mental 
health help.
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Key survey findings
Before and during pregnancy 

Prepregnancy Physical Health. 8% reported high blood pressure in the 3 months 
before pregnancy, while 3% reported type 1 or 2 diabetes. 

Prepregnancy mental health. 23% reported depression or sadness in the 3 months 
before pregnancy, while 43% reported anxiety, worry, or stress. 8% reported ongoing 
effects of a traumatic event and 3% experienced a substance use disorder.

Learning about pregnancy. 14% said they found out they were pregnant less than 4 
weeks into their pregnancy, 59% found out between 4 and 6 weeks, 18% found out 
at 7 to 11 weeks, and 9% learned about their pregnancies at or after 12 weeks.

Initial prenatal visit. 25% were unable to have an initial prenatal visit as early as they 
wanted, most frequently citing that no earlier visit was available (45%) or that their 
provider would not see them that early (37%).

Prenatal maternity care provider. 84% reported primarily seeing an obstetrician-
gynecologist for their prenatal care, 8% a midwife, 2% a family medicine doctor, 
1% a doctor of unknown speciality and the remainder a nurse who was not a 
midwife (3%) or a physician associate (1%). 13% reported having no choice of 
prenatal provider.

Group prenatal care. 94% reported having only one-on-one prenatal visits, 3% 
reported having only group prenatal care and 3% reported having both types. 
Nearly 2 of 3 (63%) who experienced both preferred a mix of group and individual 
visits.

Televisits. Overall, just 6% reported some use of prenatal televisits. Two-thirds (64%) 
who experienced both preferred a mix of both in-person and virtual visits. Of those 
with equipment and supplies for monitoring their weight, urine, blood pressure, and 
the fetal heart tones, from 86% to 74% were “fully confident” in their ability to carry 
out self-monitoring.

Doula support during pregnancy. 9% of respondents reported having had the 
support of a doula during pregnancy, led by Black (17%) women followed by AIAN-
NHPI and Asian (11% each), Latina (9%) and White (6%) women.

Childbirth education. 31% took childbirth classes. Those with their first birth (52%) 
were more likely to take classes than those with prior births (17%). 41% of those with 
prior births took classes in the past. 69% said classes increased their confidence 
about giving birth.

Physical health during pregnancy. 50% reported a health complication, led by 
anemia (21%), followed by gestational diabetes (13%), and pregnancy-induced 
hypertension (12%).

Depression during pregnancy. 21% of respondents reported having symptoms of 
depression during pregnancy, led by AIAN-NHPI (38%) and Black (35%) respondents. 
49% of those with 1 or more disabilities reported depressive symptoms.

	They didn’t have an 
opening for my 1st 
prenatal visit so I had to 
wait almost 2 months.

	The main provider 
in my OB office was 
always dismissive of 
my concerns [about 
previous pregnancy 
losses and infertility]. I 
had very valid concerns 
and he wouldn’t listen 
to them at all.

	My doula helped me 
stay mentally strong and 
prepared me to face 
the challenges of being 
a mother. [original in 
Spanish]

	 I had signs of 
preeclampsia. My feet 
were swelling, vision 
became blurry.... I was 
repeatedly ignored and 
told I was overreacting.

	 I had the same midwife 
and doula for both 
pregnancies. They knew 
what I wanted. I felt 
heard and cared for.
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Anxiety during pregnancy. 35% of respondents reported having symptoms of 
anxiety during pregnancy, led by Multiracial/Multiethnic (48%), AIAN-NHPI (47%), 
and Black (46%) respondents. 64% of those with one or more disabilities reported 
anxiety symptoms.

Mental health treatment. Among respondents with symptoms of anxiety and/
or depression, 25% reported taking medication for their emotional or mental 
well-being during their recent pregnancy, 35% reported receiving counseling or 
psychotherapy, and 60% received neither.

Social needs during pregnancy. More than one-third of respondents identified 
1 or more among 9 social needs queried; 63% had none. Most common were 
unemployed or without a regular income (20%), trouble paying utilities (14%), and 
child care needs (11%).

Employment and pregnancy accommodations. 67% of respondents were 
employed during their recent pregnancy by someone else (59%) or were self-
employed (8%). 35% of respondents employed by someone else had no paid time 
off to attend prenatal visits, a rate that rose to 62% among those with Medicaid. 
Among those employed by someone else, 47% needed temporary changes in 
working conditions for a healthy pregnancy; of those, 9% received no adjustment 
and 35% received partial adjustment.

Large baby prediction. 25% of mothers reported their pregnancy care provider 
told them their baby might be getting quite large near the end of pregnancy. 22% 
of these babies were macrosomic, 74% were normal birth weight, and 4% were low 
birth weight. Providers recommended labor induction to 40% and cesarean to 28% 
of those with large baby predictions.

Planned infant feeding. As respondents came to the end of their pregnancy, 
62% wanted to exclusively feed their baby breastmilk, 15% wanted to exclusively 
feed their baby formula, and 22% wanted to feed both. Exclusive breastfeeding 
desire was highest among White respondents (70%) and lowest among Black (44%) 
respondents.

Childbirth in Hospital Settings

Length of labor. Respondents who experienced labor reported an average length of 
labor of 12.5 hours, with 40% reporting labors of 7 or fewer hours.

Labor induction. 39% of respondents reported that they had experienced a medical 
induction of labor. 81% of the medical inductions caused labor to begin. On average, 
the process of starting labor took nearly as long as the average length of labor. The 
most common reason for a medical induction (49%) was an approaching due date.

Shared decision making for induction. 47% reported their care provider spoke with 
them about inducing labor solely because it was around their due date. On average, 
those providers spoke much more about why to electively induce at term rather than 
why not to do so. Of those whose providers spoke about term elective induction, 
59% said their provider recommended this, and 8% of providers recommended 
against that procedure. When recommended, the induction rate was 64% compared 
to 27% when the provider recommended against it.

	Untreated anxiety and 
depression [were very 
difficult].

	 Jobs should consider 
pregnant women. 
[original in Spanish]

	The doctors kept saying 
I was having a big baby, 
which was part of the 
reason they induced 
me. This made my birth 
experience very scary. 
I had trouble pushing 
because I had that in 
mind. When the baby 
came, she was only 7 
pounds.

	More information and 
better preparing for 
breastfeeding would 
have been helpful.

	 I was encouraged to 
induce my labor which I 
hated…. I feel like they 
were doing it for their 
personal gain and not 
for the well being of my 
baby, which is not good.

	At the end of my 
pregnancy, I was dealing 
with domestic violence 
due to alcohol abuse.



LISTENING TO MOTHERS IV 18Executive Summary with Key Survey Findings 

Self induction. 27% of respondents indicated they tried to self-induce and one 
fourth of those said they thought their efforts brought on labor. The most common 
reason (69%) was their approaching due date, followed by wanting to get the 
pregnancy over with (44%), and wanting to avoid a medical induction (43%).

Birth attendant. 78% of births were mainly attended by obstetricians; 2% by 
family medicine physicians and 9% by midwives (13% among vaginal births); the 
rest were spread among doctors of unknown type, nurses, physician assistants 
and unknown.

Doula support. 18% of respondents used doula services with multiple combinations 
of care (e.g. pregnancy and birth, postpartum alone) reported during pregnancy, 
birth and/or the postpartum period. 12% reported doula support during birth (7% at 
birth only), 9% during pregnancy, and 4% postpartum. 2% had doula support during 
all three phases of care.

Social network support at birth. 97% of mothers reported support at birth from a 
partner/spouse (89%) and/or another family member or friend (43%).

Drug-free pain relief. Respondents who labored relied on a variety of drug-free 
pain relief methods, led by position changes and/or movement (59%) and breathing 
methods (53%), while 24% reported using prayer. The use of drug-free methods was 
68% higher for those with a birth doula and 56% higher for those with a midwife as 
birth attendant compared to those without.

Pain medication in vaginal birth. 79% of respondents had an epidural for pain relief, 
followed by narcotics (7%), nitrous oxide gas (6%), and general anesthesia (4%).

No pain medication. Among those with a vaginal birth, 21% reported using no pain 
medication, most commonly among AIAN-NHPI respondents (37%) and those with a 
midwife (29%) or birth doula (27%).

Hospital admission in early labor. Among those who labored, had vaginal exams, 
and could recall their initial cervical dilation, most (85%) were admitted in what 
is considered early or latent labor (5 centimeters or less dilation). The cesarean 
rate among those admitted in early labor was 24% compared with 10% for those 
admitted in active labor.

Monitoring fetal heart tones. 83% of respondents experienced electronic fetal 
monitoring alone to keep track of fetal heart tones, 8% experienced intermittent 
listening with a handheld device alone, and 9% experienced both.

Freedom and restrictions in labor. 48% of respondents indicated they were 
upright or mobile for some period during labor. 51% did not walk at all. While 
65% were interested in drinking in labor and 56% in eating, only 40% and 25% 
respectively actually did so, with 25% reporting being prohibited from drinking 
and 31% from eating.

Interventions in labor. The use of a variety of medical interventions was reported, 
including IV lines (66%), urinary catheters (50%), one or more vaginal exams (76%), 
and Pitocin/synthetic oxytocin (41%) and/or rupture of membranes after labor had 
begun to speed labor (12%).

	 [I tried to self-induce 
because I was] trying 
to avoid a scheduled 
c-section.

	 I always went natural 
birth, drug-free because 
you never know the 
outcome of these drugs.

	 I got an epidural but it 
didn’t work.

	The epidural failed four 
times and sheared in 
my spine before a spinal 
block was offered.

	They kept forcing me to 
push on my back even 
though it hurt.

	My doula was like a birth 
coach, a therapist, and a 
friend all rolled into one.

	Couldn’t eat for 
48 hours.

	 I did most of my labor 
at home.
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Pushing position and episiotomy. 56% with a vaginal birth gave birth lying flat on 
their backs or semi-sitting (35%), while 16% reported an episiotomy. 68% of those 
with an episiotomy were not given a choice about having this cut in the perineum to 
enlarge the vaginal opening.

Medical interventions and physiologic childbirth. 71% of all respondents 
experienced at least two and 32% at least 3 of the following major interventions in 
birth: medical induction of labor, epidural analgesia, labor augmentation, assisted 
vaginal birth, and cesarean birth. Only 5% met a consensus definition of physiologic 
childbirth involving minimal medical intervention. Respondents with both a midwife 
birth attendant and a birth doula (14%) were more likely than those with neither on 
their birth team (4%) to experience physiologic childbirth.

Scheduled births and gestational age. The majority of births were scheduled 
before labor started on its own, due to labor induction and planned cesareans. 
Consequently, the distribution of births by week of gestation reflects a downward 
skewing to shorter gestational ages.

Birth weight. 1% of babies were very low birth weight, 9% were low birth weight, 
82% were normal birth weight, and 8% were macrosomic (“large-bodied”).

Skin-to skin contact. 63% of respondents told us their babies had been in their arms in 
the beneficial initial “golden hour” after birth; 10% said babies had primarily been with 
their spouse or partner, while 6% had been with staff for special care. Fully 17% were 
with staff carrying out routine tasks (17%). Mothers with a vaginal birth (74%) were far 
more likely than those with a cesarean (41%) to report holding their babies in the first 
hour. 12% of babies with their mother or her spouse/partner were not skin-to-skin.

Babies admitted to NICU. Overall, 7% of babies were in the neonatal intensive care 
unit for their entire hospital stay, and 7% for part of the stay. While we cannot assess 
whether these separations and costly stays were beneficial, we found that preterm, 
very sick babies no longer predominate: most with NICU stays were term babies, 
with normal birth weights, and without extended hospital stays.

Feeding intention, staff support, and actual feeding a week after birth. 62% of 
respondents planned to exclusively breastfeed, 22% planned a mix of both, and 15% 
wanted to exclusively feed formula. At 1 week, 60% were exclusively breastfeeding. 
Women who experienced 8 to 9 of 10 Baby-Friendly hospital practices were more 
likely (91%) to achieve planned exclusive breastfeeding than when 0-1 practices 
were experienced (34%).

Hospital stay. The average hospital length of stay of respondents with a vaginal 
birth was 2.8 days, in contrast to an average length of stay of 4.4 days for 
respondents with a cesarean birth.

Respectful Care. Respondents were asked how often they were treated respectfully 
based on validated scales. Less than optimal care was most common due to 
respondents not having their knowledge and experiences valued (43% suboptimal), 
providers not responding in a timely manner to requests for help (42%), and not 
feeling heard and listened to by providers (40%). 6% identified some type of 
discrimination, with the most common areas being discrimination based on race 
(29%), age (23%), ethnicity (19%), income (18%), insurance status (15%), and culture 
(11%). Overall, 27% cited a lack of respect for their culture, led by AIAN-NHPI 
respondents (37%).

	The nurse would only 
assist me if I was pushing 
while laying on my back.

	The nurses didn’t 
support breastfeeding at 
all and handed me loads 
of formula.

	Hospital staff felt so 
smooth and in rhythm 
with their procedures 
that I didn’t have the 
space to ask for what I 
wanted.

	They were going 
against my rights and 
demanding things I 
didn’t consent to.

	 It’s taken over a year [for 
my episiotomy] to heal 
and recover.

	 I was never given the 
option to do skin-to-skin.

	Breastfeeding was not 
successful due to NICU 
stay.
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Vaginal and Cesarean Births

Cesarean rates. Of the 32% of individuals in our data set who had a cesarean 
birth, 18% of those were primary (initial) cesareans and 13% were repeat cesareans. 
Among those with vaginal births (68%), 66% of respondents had no prior cesarean 
and 3% had a vaginal birth after a previous cesarean. (The data set was weighted on 
these four groups.) Cesarean rates varied somewhat across race/ethnicity groups, 
but the differences were not statistically significant. Notably, the cesarean birth rate 
among those with a midwife as their main prenatal provider was 17%, compared 
with 34% among those with an OB prenatal provider. Primary (first-time) cesarean 
rates were higher for those having their first birth (34%) compared to those who had 
given birth vaginally before (8%). 

Planning status of cesareans. Among respondents with primary cesareans, a large 
majority (74%) indicated the cesarean was unplanned, while the reverse was true 
among those who experienced a repeat cesarean, with 74% of those being planned.

Care team and unplanned cesareans. While a midwife primarily attended the birth 
of 14% who had a vaginal birth, midwives primarily attended births of only 4% who 
had unplanned cesareans.

Reasons for unplanned cesareans. By far, the most common (45%) reason for 
unplanned cesareans was concern with the health of the baby, followed by labor 
taking too long (28%), maternal health concern (14%), baby not positioned correctly 
(6%), and another medical reason (3%). Only 3% of respondents indicated there was 
no medical reason.

Unplanned cesareans and beneficial practices. The rate of unplanned cesareans 
ranged from 21% to 10% as respondents experienced an increasing number of 8 
beneficial practices before and during labor. However, 93% of those who labored 
experienced 3 or fewer of these practices.

Reasons for planned cesareans. By far, a prior cesarean birth was the leading (49%) 
reason for a planned cesarean, followed by a maternal health condition (15%), 
provider concern that the baby was too big (11%), that the baby was poorly positioned 
(10%), and problem with the placenta (5%). Fewer cited baby’s health problem (3%), 
past due date (2%), no medical reason (2%), and mother’s weight (1%).

Implications of predicting a large baby. Near the end of pregnancy, providers told 
25% of respondents that their baby was getting quite large. When this prediction 
was made, the cesarean rate was 39% compared with 30% when not made. 89% of 
respondents whose providers recommended a cesarean to address the size of the 
baby, had one, about 2/3 of which were planned in advance, though most babies 
had normal and some even low birth weights.

Vaginal birth after cesarean (VBAC). Respondents reported a 16% VBAC rate with 
higher rates among AIAN-NHPI (22%) and White (19%) mothers compared to Latina 
(12%) and Multiracia/Multiethnic (8%) mothers” to “, more frequently among AIAN-
NHPI (22%) and White (19%) respondents compared to Latina (12%) and Multiracial/
Multiethnic (8%) respondents.

Choice of having a VBAC. 49% of respondents with a repeat cesarean and 1 or 2 prior 
cesareans indicated an interest in a VBAC, with Asian (79%) and Black respondents 
(66%) reporting much higher levels of interest in a VBAC than White respondents (33%).

	Being able to have a 
vaginal birth and no 
NICU time for the baby 
[were things that went 
very well].

	My c-section scar 
reopened and needed 
to be restitched at the 
bedside during my 
hospital stay.

	The emergency c-section 
was unplanned and 
sudden. My fiance was 
not allowed in the room 
with me. I was so scared.

	My baby was breech and 
they manually flipped 
her.

	 I would have loved to 
do a VBAC but was 
unsupported by my 
healthcare provider.

	Had my staples bust 
open.
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Denial of option to plan a VBAC. 31% who were interested in a VBAC reported 
they were denied the option to plan one, with provider unwillingness (49%) a 
medical reason for cesarean other than their past cesareans (39%), and hospital 
refusal (25%) the leading reasons.

Early Postpartum Experiences in the Community

Postpartum doula support. A small proportion of respondents (4%) reported 
having received doula support when home with the baby. Black (9%) respondents 
most frequently received this support, followed by AIAN-NHPI (5%) and 
Multiracial/Multiethnic (5%), Latina (3%) and White (3%), and then Asian (1%) 
respondents.

Nature of postpartum doula support. 79% of respondents who used a doula in 
the postpartum period said their doula visited them at home, 60% received phone 
support, 57% received texting support, 49% had video calls with their doula, while 
doulas accompanied 40% to postpartum visits.

Postpartum visits. Overall, 5% reported no postpartum visits. Among all 
respondents, 26% had 1; 32% had 2; 16% had 3; and 22% had 4 or more visits 
with a maternity care provider in the 12 weeks after birth. For the majority (68%) of 
respondents with a single visit, the timing aligned with the conventional postpartum 
visit held 5 to 7 weeks after birth.

Content of postpartum visits. A majority of respondents reported that they had 
received enough information about each of 7 topics during postpartum visits. Topics 
that they most frequently said they did not get enough information and needed 
were changes to sexual response and feelings (20%), emotional distress (12%), and 
recovery from childbirth (11%). 

Infant feeding at 1 week. 61% of respondents reported exclusive breastmilk 
feeding at 1 week postpartum, led by AIAN-NHPI and White mothers (both 65%) 
with Black mothers reporting the lowest rate (51%). Exclusive breastmilk feeding 
was more common among those with midwives (72%) as their main birth attendant 
compared with OBs (61%) and those with doula support in pregnancy (72%) 
compared to those without (59%).

Duration of breastmilk feeding. As respondents came to the end of their 
pregnancies, 62% intended to feed breastmilk exclusively. A week after birth, 60% 
were doing so. Through 3 months 48% and through 6 months 35% were exclusively 
feeding breastmilk. Comparable figures for feeding any breastmilk were 84% 
intended, 82% at 1 week, 70% through 3 months, and 67% through 6 months. 
Among those breastfeeding at 1 week, the average duration of exclusive breastmilk 
feeding was 20 weeks, and of feeding any breastmilk was 23 weeks.

Breastfeeding as long as desired. Among those who were exclusively feeding 
breastmilk at 1 week and were no longer doing so, 34% said they had not exclusively 
fed breastmilk as long as they had wanted, ranging from Multiracial/Multiethnic 
(39%) to AIAN-NHPI respondents (19%). Similarly, among those who had fed any 
breastmilk at 1 week and were no longer doing so, 38% said they had not fed any 
breastmilk as long as they wanted, ranging from Multiracial/Multiethnic (50%) to 
Asian respondents (20%).

	 I did not get to have my 
VBAC with my son.

	Doulas help ground you 
because your hormones 
will be all over the place 
and relieve any stress 
you may feel with having 
a newborn.

	Postpartum care in 
American is pretty 
terrible.

	There was not a lot 
of help about what 
a newborn needs, 
especially for a new 
mom.

	Women don’t receive 
much attention 
postpartum, and that’s 
when we need a lot of 
help! We are trying to 
feel better and keep a 
new baby alive.

	 I wish I would have 
gotten more support 
with breastfeeding.

	 I only had a 6-week 
follow-up and was given 
the all clear. The provider 
didn’t even really look at 
how the incisions were 
healing.  It took several 
more weeks before I 
started to feel normal 
again.
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Mental health before, during, and after pregnancy. Depressive symptoms were 
in the range of 20% to 25% – before, during, and after pregnancy. Symptoms of 
anxiety were in the range of 35% to 45% – before, during, and after pregnancy. 

Anxiety. Pre-pregnancy, 43% indicated symptoms of anxiety. In pregnancy, 35% 
indicated such symptoms, most (24%) continuing from pre-pregnancy, and some 
(11%) who had not identified anxiety before becoming pregnant. In the 12 weeks 
after birth, 35% reported symptoms of anxiety. Postpartum symptoms of anxiety 
were most reported by Multiracial/Multiethnic (42%), Black (39%) and White (36%) 
compared with Latina respondents (25%) and those 18-24 years old (47%) compared 
with 35+ (27%). Those with one or more disabilities (69%) were more than twice as 
likely to indicate symptoms of anxiety than those with no disability (32%).

Depression. Pre-pregnancy, 23% indicated symptoms of depression. In pregnancy, 
21% indicated such symptoms, about half (11%) continuing from pre-pregnancy 
and about half (10%) who had not identified depression before becoming pregnant. 
In the 12 weeks after birth, 24% reported symptoms of depression. Reported 
postpartum symptoms of depression ranged from Asian (41%) to Latina respondents 
(19%). Those with one or more disabilities (56%) were far more likely than those with 
no disability (21%) to indicate such symptoms, as were those 18-24 (37%) compared 
with those 35+ years old (18%).

Psychological distress in the first three months. 60% reported some psychological 
distress when describing the first 12 weeks after their birth, with 12% having 
severe psychological distress scores. Black (16%) and Multiracial/Multiethnic 
(16%) respondents had higher rates of severe scores compared with Latinas (8%). 
Respondents with Medicaid (14%) were more likely than those with private insurance 
(9%) to have severe scores, as were those who had had a cesarean (15%) versus a 
vaginal (10%) birth and those with one or more disabilities (34%) versus none (9%).

Receiving mental health help. 47% with symptoms of anxiety, depression, or both 
in the 12 weeks after birth at this time had received mental health help since giving 
birth: 11% received counseling only, 11% medication only, and 24% received both. 
Both Multiracial/Multiethnic (17%) and White (14%) respondents were more likely to 
use medication only than Black (7%) and Asian (3%) respondents

Missed opportunities. Most (53%) of those with symptoms of anxiety and/or 
depression in the 12 weeks after giving birth received neither counseling nor 
medication between their birth and taking the survey. Lack of treatment for these 
treatable conditions was especially elevated among Asian (64%) respondents, as well 
as those with Medicaid (59%) and in nonmetropolitan (59%) counties. 

Continuing social needs. Respondents were asked if they were still (on average, 
52 weeks after their births) experiencing any of nine social needs that they said had 
been unmet during pregnancy. Overall, 22% cited at least one social need during 
pregnancy that had not been resolved when they completed the questionnaire. 
Black (31%) respondents most frequently identified unresolved needs, followed 
by Multiracial/Multiethnic (28%), AIAN-NHPI (27%), Latina (24%), White (17%), and 
Asian respondents (12%). Respondents with Medicaid (34%) were three times as 
likely as those with private insurance (11%) to identify unresolved social needs.

Specific unresolved needs. Social needs that were unresolved for the greatest number 
of respondents were 12% unemployed or without regular income, 9% trouble paying 
for utilities, 6% child care needs, and 5% both transportation needs and food insecurity.

	 I feel anxiety and anxiety 
attacks at times.

	My depression and 
anxiety have worsened.

	Wish I had someone to 
talk to about my feelings.

	 I would like to get help 
for daycare.

	My husband is very 
irresponsible with his 
drinking problem.

	 I suffered postpartum 
depression for 6 months.

	Definitely a must for 
the mother to get help 
emotionally, mentally, 
and physically.
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The Listening to Mothers Initiative
The Listening to Mothers Initiative began in 2002 with a landmark survey polling 
women about their views and experiences of childbearing (mid-2000 to mid-2002 
births). It has continued at irregular intervals, as funding allowed, through the 
second (2005 births) and third (mid-2011 to mid-2012 births) national surveys and a 
state-level survey in California (2016 births). The second and third national surveys 
had two stages: inviting respondents to return and complete a second in-depth 
questionnaire yielded large, richly detailed combined data sets. 

Throughout, questionnaires have been designed with efficient skip patterns that 
allow us to drill down into specific subgroups without burdening every participant, 
enabling us to collect data on many topics. Participants have been able to 
participate on various devices and in the past with trained interviewers as well. 
Because mothers generally care deeply about their childbearing experiences, we 
have been able to field very long questionnaires that typically require more than a 
half-hour to complete across a wide range of topics. De-identified data sets have 
been publicly available and widely used by researchers, students, and others for 
many secondary analyses.

Each consecutive survey has carried forward core questions while introducing 
new, timely items, as well as validated tools that have emerged in the interim. 
Each progressive survey has brought innovations, such as adding a second stage, 
including more respondents, enabling mobile-first completion on any device, and 
adding participation in Spanish. Our recruitment approach has also evolved in line 
with shifts in survey research and changes in how people use computers, phones, 
and text messages. In every iteration, national population-based data sets have 
been available for data weighting, producing valuable and credible information 
about the childbearing population and many subgroups.

Listening to Mothers surveys complement the state-level Pregnancy Risk 
Assessment and Monitoring System (PRAMS) and Maternal and Infant Health 
Assessment (MIHA, an independent variant of PRAMS in California) surveys. Those 
surveys especially examine public health topics such as alcohol and tobacco 
use and safe sleep, are coordinated through fixed standard and optional items, 
reach people through birth certificate contact information, and have occurred at 
an annual cadence. In contrast, LTM surveys take a different approach, focusing 
extensively on the maternity care system, with the freedom to innovate and 
address timely topics and validated tools, and drawing on a variety of sources to 
identify eligible respondents. Because PRAMS is no longer available and new data 
are not currently being collected, the fourth national Listening to Mothers survey 
takes on added significance. 

Context & Brief Methodology
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Continuing the initiative with the fourth national 
Listening to Mothers survey 
We pursued funding for this survey to provide updated information to a field with 
growing interest in better supporting childbearing families and in achieving excellent 
rather than substandard outcomes. We aimed to provide systematic information 
in response to the many alarming reports of experiences of disrespectful care and 
other mounting concerns. 

We began with a 1-year planning grant in 2001 to select a survey research firm 
best positioned to meet our needs, determine a realistic budget in the rapidly 
evolving survey research field, identify priority topics for developing two in-depth 
questionnaires, and identify validated tools that could be included to query priority 
topics. 

In this phase, we identified further innovations for the fourth national Listening to 
Mothers survey. In contrast to the previous multi-stakeholder LTM advisory councils, 
we prioritized working exclusively with a council representing, and with maternal 
health expertise in, the communities most adversely affected by the maternal health 
crisis. We intended to be guided by the Listening to Mothers Advisory Council 
(LTMAC, see full membership in the acknowledgments) throughout and to support 
their valuable contributions with honoraria.

We set a goal of 3,500 respondents for the first questionnaire and decided 
to oversample the smallest racial and ethnic communities so their views and 
experiences of childbearing could be meaningfully represented in subgroup 
analyses. Specifically, we planned to oversample American Indian and Alaska Native, 
Asian, and Native Hawaiian and Pacific Islander respondents.

During the planning phase, we issued a request for proposals for a survey research 
firm for the new survey. Among 7 proposals, Market Decisions Research stood 
out as best positioned to meet our goals. We convened the LTMAC, which met 
over a series of sessions to identify and prioritize questionnaire topics. And we 
identified various validated tools and items that might be suitable to include in our 
questionnaires for exploring the priority topics. 

How we carried out our survey
Aims of the survey and developing questionnaires
Our goal was to continue the Listening to Mothers tradition with a new up-to-date 
national survey inclusive of the lived experiences and views of the broadest possible 
range of childbearing women. We aimed to provide timely information on evolving 
issues in the field and to include validated tools for measuring these matters as 
relevant and available. We have greatly benefitted from the wisdom, dedication, and 
continued guidance of the Listening to Mothers Advisory Council throughout.

Questionnaire development, programming, and testing
We built two in-depth questionnaires to explore priority topics identified by the 
LTMAC. The first, which provided data for the present report, chronologically 
covers respondents’ views and experiences in the 3 months before their 
recent pregnancies, through those pregnancies, and their childbirth and early 
postpartum experiences. An Appendix identifies the source of items included in 

	Please let mothers’ 
voices reach decision 
makers.

	Thank you for giving us a 
voice with these surveys.

	Thank you for asking me 
to complete the survey. 
No one has ever asked 
me about my birth or 
anything like that.

	 I just want to thank you 
all for allowing my voice 
to be heard. I sincerely 
hope this helps make 
things better for WOC. 
Actually all women but 
especially us. It’s tough 
for us to have a voice.

	 I’m grateful for the 
chance to share my story, 
and I hope this feedback 
leads to positive change.

	We need more surveys 
like this that care about 
birth experiences.
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this questionnaire – continuing LTM items (often modestly updated), new sources 
borrowed with permission from other sources, and newly developed items from 
our investigator team. The second questionnaire,i covered in a companion report, 
focuses on in-depth longitudinal postpartum and infant experiences, and takes a 
broader look across the entire childbearing episode.

The LTMAC reviewed and refined both questionnaires over roughly five sessions each. 
The questionnaires were then translated into Spanish, programmed into the Voxco 
survey platform with skip logic, verified internally for accuracy of programming, and 
pretested in both languages by individuals who had recently given birth and who 
debriefed with project staff afterwards. Goals throughout were comprehensibility, a 
positive user experience, and fidelity to the project’s broader aims.

Who was included and how we reached them
We sought to represent the most expansive possible range of people having 
babies in the United States. A few groups could not be included, for logistical, 
ethical, or financial reasons, specifically those whose circumstances or experiences 
are distinctive enough, or whose numbers small enough, that a more generic 
questionnaire would not serve them well. These groups deserve their own dedicated 
methods and instruments. We excluded people who:ii

•	Had a community birth (in a birth center or at home)

•	Had multiple pregnancies (twins, triplets, and higher) 

•	Were not living with their babies at the time of the survey (for example, due to 
stillbirth or infant loss, adoption, or removal by the state)

Initially, only 2023 births were eligible, and we later added 2024 births when we 
extended our data collection timeline. For the second questionnaire, 2025 births 
were also included to expand the eligible pool and improve recall.

Because some states require parental consent for research participation by people 
under 18, we enrolled only people who were 18 and older at the time of the survey.

The survey was available in English or Spanish, covering well over 90% of the U.S. 
population.1 Offering translations across the many other languages spoken in the 
U.S., primarily Asian and European,2 was beyond the logistical and financial scope of 
our project.

As a result, this report reflects the views and experiences representative of 
approximately 90% of the childbearing population, which is people who gave 
birth in a U.S. hospital (in one of the 50 states or D.C.) in 2023 or 2024 to a single 
baby; could participate in English or Spanish; were at least 18 when completing the 
questionnaire; and were living with the baby at that time.

Recruiting eligible respondents is the most challenging aspect of these surveys. No 
publicly accessible database identifies everyone who has given birth in the U.S. in a 
given year. Initially, our survey research firm planned to do all respondent recruiting, 

i	 To increase responses to the second questionnaire from smaller oversampled communities and be able to meaningfully 
represent them in our results, we also developed and fielded a standalone second questionnaire that incorporated 
demographics and other essential items from the initial questionnaire. Participants responding to the standalone 
questionnaire did not complete the first full survey.

ii	 In addition to exclusions mentioned in this section, we recognize the major challenges for groups such as incarcerated 
and homeless individuals to participate. These communities warrant their own studies and methodologies to represent 
their views and experiences and improve their services and outcomes.

	Thank you for asking. It 
means a lot to feel heard. 
Sharing these details 
feels important.
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including planned oversamples to represent smaller communities. Our survey 
research firm planned to recruit through a combination of survey panels, address-
based sampling with mailings to households likely to have young children, and a 
service aiming to identify members of “hard-to-reach” populations via social media. 
As described below, unanticipated disruptions both in the survey research world 
and beyond, undermined recruitment channels that had worked well in past surveys, 
introducing the problem of fraudulent respondents and requiring an adaptive design 
approach: continuously assessing and adjusting as we went.

Access to national birth certificate data and results of the American Community Survey 
(which includes a variable identifying people who had a baby in the past year) allowed 
us to weight data from multiple recruitment sources and report results with a high 
degree of accuracy. We also conducted outreach to community organizations working 
with American Indian, Alaska Native, Asian, Native Hawaiian, Pacific Islander, Latina, 
and Black childbearing women to increase responses from these communities.

Fielding the survey and fraud discovery and management
Respondents were invited to complete the questionnaire on any device, in English 
or Spanish. An initial screener determined eligibility. Qualified respondents received 
a $30 gift card as an incentive for finishing the lengthy survey and were invited to 
return and complete the second questionnaire for an additional incentive. 

We closed data collection having exceeded our recruitment goals, but after weighting 
our data set using trustworthy national sources, the results were inconsistent with what 
national data sources and basic common sense would predict. We verified that the 
weighting process was sound, then dug into the data and found many anomalous 
patterns.iii An online search quickly revealed the relatively recent emergence, in 
the U.S. and internationally, of ineligible individuals and networks (“survey farms”) 
that systematically complete surveys, either individually or through automated 
means, using strategies to generate maximum revenue. We investigated how the 
independently managed panels and digital recruitment provider were communicating 
about the survey and brought in a consultant with extensive expertise in survey fraud.

We were fortunate to have access to national data sets that provide details on 
the underlying population and that we had included a large number of variables 
that are also in those data sets in our questionnaire. Using that information and by 
identifying internal inconsistencies in the data, we developed and applied a multi-
step algorithm to sort likely valid from likely fraudulent responses. We balanced the 
need to include genuine outliers and account for the possibility of honest errors in 
reading or entering responses, while still identifying and removing ineligible ones. 
For respondents in a grey zone, we manually reviewed open-ended responses to 
clarify whether seemingly anomalous results were explained by a coherent, plausible 
story that suggested legitimacy when pieced together across multiple answers. 
Applied iteratively, the algorithm progressively brought the data set into closer 
alignment with national population norms. We are documenting the full process in a 
detailed methodology paper.

Ultimately, we discarded roughly 60% of responses to remove those with multiple 
instances of anomalous, inconsistent, or duplicative data. A fraudulent response to 
the first questionnaire was treated as invalidating that person’s second questionnaire 

iii	 Examples were people who told us they had been born in the U.S. and provided weights in kilos, heights or weights 
that are not possible, very high incomes among people with Medicaid, and duplicated responses.

	 I was really thankful 
for [the organization 
providing community-
based perinatal support] 
coming through for me. 
I had to cut off my toxic 
mother, and she ended 
up stealing majority of 
his baby shower gifts. I 
was able to get a stroller 
for my baby and so much 
help with breastfeeding 
and learning with other 
women. 

	 I’m just thankful for 
programs that helped 
support new mothers. 
Grateful for the help of 
resources like WIC and 
[my community-based 
organization] that helped 
me during my pregnancy. 
I learned more about 
pregnancy and things 
than I did when I was in 
the hospital sometimes.

	 I wanted to give birth 
at the birth center and 
follow a specific birth 
plan, and was unable. I 
wanted to have a natural 
birth with little to no 
interventions and was 
unable. I fell short on my 
goal for breastfeeding 
and had postpartum 
depression and anxiety 
during my baby’s first 
year.
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responses as well. We added 2024 births to project eligibility, instituted new 
protections, and re-fielded both questionnaires. Protections included recruiting 
respondents with 2024 births only from the panels with the lowest rates of fraud in 
the initial fielding; recruiting through community-based organizations with direct 
connections with families with infants; changing the screening questions from yes/
no answers to open ended to make eligibility criteria harder to game; moving two 
open-ended questions from the second to first questionnaire for greater ability 
to consider the coherence of respondents’ narratives; and applying the validity 
algorithm before distributing incentive gift cards.

After closing the re-fielded first questionnaire, we had 3,857 valid completed 
responses – well above the roughly 2,500 respondents in prior Listening to Mothers 
surveys. The average completion time was 36 minutes.

Preparing the data set for analysis
Market Decisions Research cleaned the data, implemented selective recoding, and 
applied the survey weights. For weighting variables drawn from the CDC WONDER 
2024 national birth certificate file, we first removed cases inconsistent with our 
eligibility: respondents under 18, non-hospital births, and multiple births. We then 
weighted for the following CDC WONDER variables: age (4 categories), mode of 
birth (4), parity (3), education (5), childbirth insurance (4), Health and Human Services 
regions (10), nativity (4), and urbanicity (6). A companion California pullout project 
prompted additional weighting for California versus all other states. 

We also weighted for all race and ethnicity subgroups with 25 or more cases in 
our dataset: Asian alone; American Indian and Alaska Native (AIAN) alone; AIAN 
+ White; Black alone; Black + White; Black + Latina; Latina alone plus Latina + 
White;iv Native Hawaiian and Pacific Islander (all); White alone; and those who were 
Multiracial/Multiethnic respondents not captured in previous groups. 

For income and disability weighting, we used American Community Survey (ACS) 
data (ACS) data for those who had a baby in the past year and we used 2022 ACS 
data to weight for income (6 categories) and disability status (yes/any ACS 6 or no/
none). We combined ACS race and income variables to calibrate survey responses 
against population benchmarks to more accurately reflect the socioeconomic and 
racial composition of the population.

The resulting data set closely resembles national population norms and is consistent 
with prior Listening to Mothers results.

Following 2024 OMB guidance on race and ethnicity
How we ask about, collect, analyze and report race and ethnicity data is foundational 
to understanding health and health care disparities and to designing tailored 
solutions that actually work. These categories have a problematic history, having 
been imposed on communities by the federal government, often in direct conflict 

iv	 Listening to Mothers IV followed the newest 2024 Office of Management and Budget guidelines for initially 
ascertaining self-identified race and ethnicity through a single query whereas CDC WONDER contained results for 
a two-step query: first Hispanic or Latina followed by race. To use WONDER’s two-question format results to weight 
our data, we combined our survey Latina alone and Latina in combination with White and weighted this group to the 
CDC percentage of Latina + White. (Revisions to OMB’s Statistical Policy Directive No. 15: Standards for Maintaining, 
Collecting, and Presenting Federal Data on Race and Ethnicity, 89 C.F.R. § 22182 [March 29,2024]. From https://www.
federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-
for-maintaining-collecting-and.) 

https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-for-maintaining-collecting-and
https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-for-maintaining-collecting-and
https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-for-maintaining-collecting-and
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with how those communities identified themselves.v They have also evolved over 
time, both in how communities self-identify and in how governments standardize 
data collection. 

After consultation and deliberation, we took the approach of the updated 2024 
guidance from the federal Office of Management and Budget (OMB) for collecting 
race and ethnicity data.3 While imperfect, these standards were revised through 
an extensive process of public input and testing of alternatives, including from 
affected communities. These standards reflect a meaningful improvement over the 
prior directive, and aligning LTM categories with the new standard makes the data 
set more useful for future analyses.

The updated OMB guidance moves away from the previous two-step approach 
(which first asked about Hispanic or Latino ethnicity, then about race) and instead 
asks respondents to select all racial and ethnic identities that apply from a single 
list. That list now includes a new category, Middle Eastern or North African 
(MENA). The 7 major categories are: American Indian or Alaska Native, Asian, 
Black or African American, Hispanic or Latino, Middle Eastern or North African, 
Native Hawaiian or Pacific Islander, and White. In the LTM survey, we changed 
the word “Latino” to “Latina”. For each major category selected, we included a 
follow-up question asking respondents to identify more specific racial and ethnic 
identities from a list of common options, with space to write in others.vi We made 
one change by including Palestinian along with Israeli and other common detailed 
MENA communities. While these detailed subgroup selections involve groups 
too small to analyze in LTM IV, they offer a reassuring picture of the range of 
backgrounds represented in the survey.

Analyzing and reporting data by race and ethnicity
Single race versus multiracial/multiethnic groups. More and more people in the 
United States identify with more than one racial or ethnic group when given the 
option.4 Reflecting that meaningfully in analyses is a challenge for all researchers. 

The 2024 OMB guidance presents several options for analyzing and reporting 
data collected through the updated approach to data collection. With a sample 
of fewer than 4,000 respondents, we faced the practical constraint that many 
combinations of two or more identities produced groups too small for reliable 
analysis. That ruled out one OMB approach. We discussed the remaining two 
options with partners and advisors: analyzing single-identity groups and creating 
a separate multiracial/multiethnic group, or building groups from single identities 
plus anyone with multiple identities that include that single identity. The first 
approach counts everyone once; the second counts people with multiple 
identities more than once. Both have trade-offs for understanding multiracial 
and multiethnic experiences. We concluded that the first approach would yield 
clearer, more interpretable comparisons across groups, and adopted it for this 
report. The distinct experiences of multiracial and multiethnic respondents will 

v	 For a summary of this history and related issues, see: Ndugga, N., Pillai, D., & Artiga, S. (2024, November). 
Understanding Racial and Ethnic Identity in Federal Data and Impacts for Health Disparities. Retrieved 30 April 2026 
from: https://www.kff.org/racial-equity-and-health-policy/understanding-racial-ethnic-identity-in-federal-data-impacts-
health-disparities/

vi	  As discussed above, after discarding responses from people deemed fraudulent in our data set, we re-fielded our 
questionnaires with new protections to recruit eligible respondents. At the recommendation of a national AIAN 
leader familiar with this challenging research environment, we removed the pre-identified detailed AIAN categories 
and instead asked for tribal affiliation. Selecting “I’d prefer not to answer” was considered to be a red flag about the 
authenticity of the respondent’s AIAN identity.

https://www.kff.org/racial-equity-and-health-policy/understanding-racial-ethnic-identity-in-federal-data-impacts-health-disparities/
https://www.kff.org/racial-equity-and-health-policy/understanding-racial-ethnic-identity-in-federal-data-impacts-health-disparities/
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be examined in depth in forthcoming LTM products, including an upcoming series 
of issue briefs on communities of color – which will allow closer examination of 
specific combinations such as Afro-Latinas.

Representing respondents from smaller racial and ethnic communities. We were 
committed to not erasing the voices of American Indian or Alaska Native (AIAN) 
respondents – a group that is frequently excluded from analyses due to small 
numbers – and were similarly concerned about being able to provide meaningful 
data from Asian respondents. 

We oversampled both groups and made additional efforts to increase Native 
Hawaiian and Pacific Islander (NHPI) responses. Each of these communities has 
distinct childbearing views and experiences, and all have faced compounding 
challenges this decade: the COVID-19 pandemic, climate disasters, and racial 
hostilities. Their inclusion in this work is essential. We collected enough AIAN 
and Asian responses for meaningful analysis. However, birth certificates show 
that fewer than one-half of one percent of U.S. births are to people who are NHPI 
alone, and their numbers in our data set were still too small for separate analysis.

Leaving NHPI respondents out of race and ethnicity analyses entirely was not 
acceptable. NHPI communities have historically been grouped with Asian 
populations due to small sample sizes and geographic proximity, but on the 
recommendation of our advisors, we also explored combining this group with 
AIAN respondents. This pairing is increasingly common in public health contexts 
and among community organizations serving childbearing families, particularly 
in the American West. Several of our NHPI advisors and partners expressed a 
preference for being combined with AIAN respondents if a combination was 
necessary. They noted shared cultural and socioeconomic experiences, often 
rooted in histories of U.S. imperialism, colonialism, and indigeneity, that make 
this pairing more meaningful than grouping with Asian American communities. 
We followed that guidance and refer to this combined group throughout as 
AIAN-NHPI.

Lastly, we also received too few responses from people who identified as Middle 
Eastern or North African to analyze that group separately and found no appropriate 
group to combine them with. They are therefore excluded from race/ethnicity 
analyses, but included in all overall results and other analyses.

How to use this report
Reading the text, figures, and tables
Our goal throughout was precise and accessible reporting that is accurate enough 
for researchers, while being clear enough for advocates, policymakers, journalists, 
funders, and community members.

Many questions were directed to specific subgroups (e.g., those with a cesarean 
birth, or those who were employed). Readers should note language in the text, as 
well as in the notes below figures and tables, which clarify whether a given analysis 
reflects responses from all participants or is limited to a specific subset.

The following table explains the language and labels used for subgroups throughout 
the report, in the text and in figures and tables.

	Stories like mine and 
my sister-in-law’s are 
more common with the 
API community than 
people think.... There is 
something terrible going 
on in maternal health 
in our communities that 
needs attention to.

	 I hope this will help our 
people to be seen and 
heard.

	Please continue to 
improve healthcare 
access for Black mothers.

	Miigwesh for letting me 
take this survey! <3

	Thank you for caring and 
listening. I feel respected 
being able to share my 
experiences with birth. 
Ahe’hee (thank you in 
Navajo).

	Mahalo for surveying to 
better our future.

	Gracias.
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Labels in Figures 
and Tables Language in Text Respondents Included

Race/Ethnicity1

AIAN-NHPI AIAN-NHPI Self-identified as American Indian or Alaska Native alone, Native 
Hawaiian or Pacific Islander alone, or these two categories together 
and no others 

Asian Asian Self-identified as Asian alone

Black Black Self-identified as Black or African American alone

Latina Latina Self-identified as Hispanic or Latina alone

White White Self-identified as White alone

Multi2 Multiracial/Multiethnic Multiracial/Multiethnic, self-identified as two or more of the above 
categories, except for AIAN-NHPI

Type of insurance

Medicaid Medicaid Reported having only Medicaid or CHIP (Children’s Health Insurance 
Program) insurance for childbirth

Private Private Reported having only private health insurance for childbirth

Disability status3

Disability Disability Reported one or more among seven types of disability (e.g. 
blindness. deaf, difficulty walking)

No disability No disability Reported having none of seven types of disability

Number of births

First birth First birth Recent birth is respondent’s first birth

Gave birth in past Past, prior, previous 
births

Respondent has given birth at least once in the past before the 
“recent” birth and baby addressed in this survey

Urbanicity4

Metropolitan Metropolitan Reported zip code is in a metropolitan county (Includes Large Central 
Metro; Large Fringe Metro; Medium Metro; Small Metro)

Nonmetropolitan Nonmetropolitan Reported zip code is in a nonmetropolitan county 
(Includes Micropolitan and Noncore)

1 We followed 2024 guidance from the Office of Management and Budget to ascertain racial and ethnic identities. (Revisions to OMB’s Statistical Policy Directive No. 15: 
Standards for Maintaining, Collecting, and Presenting Federal Data on Race and Ethnicity, 89 F.R. § 22182 [March 29,2024].)
https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-for-maintaining-collecting-and 
2 92% of respondents selected a single childbirth insurer; private and Medicaid/CHIP were by far the largest groups; 4% of respondents selected both of these and are 
excluded from type of insurance analyses. 
3 We followed the American Community Survey-6 (ACS-6) plus one additional indicator for better inclusivity. (Landes, S. D., Hall, J. P., Swenor, B. K., & Vaitsiakhovich, 
H. (2025, January). Comparative performance of disability measures (e0318745). Retrieved 30 April 2026 from PLOS ONE website: https://doi.org/10.1371/journal.
pone.0318745)
4 We followed the National Center for Health Statistics’s 2023 Urban-Rural Scheme for Counties; the six levels of urbanicity roll up into the four most urban and two most 
rural levels, used here. (Center for Disease Control and Prevention. [2024, September 17]. NCHS Urban-Rural Classification Scheme for Counties. Retrieved 23 April 2026, 
from: https://www.cdc.gov/nchs/data-analysis-tools/urban-rural.html)

Table 1.1: Language used in figures and tables and in text for subgroups

https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-policy-directive-no-15-standards-for-maintaining-collecting-and
https://doi.org/10.1371/journal.pone.0318745
https://doi.org/10.1371/journal.pone.0318745
https://www.cdc.gov/nchs/data-analysis-tools/urban-rural.html
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For readability, all results are rounded to whole numbers. Percentages may not 
always add up to 100% due to rounding, because some items allowed respondents 
to select all that apply, or because rarely selected or less relevant response choices 
are not shown (indicated by “Not shown” below figures and tables).

For every item, respondents could select “Prefer not to answer.” In the vast majority 
of cases, 1% or fewer used this option. A small number of items had higher rates of 
non-response, which may reflect 

•	Questions where an “I’m not sure” option would have been helpful (for example, 
uncertainty about length labor)

•	Questions where no available response choice quite fit (such as more granular 
ethnic identities for respondents identifying as White)

•	Embarrassment or discomfort (for example, around specific unmet social needs)

•	Societal norms or desirability (such as weight or income) 

•	Fear (for example, around reporting feeling unsafe at home).

Our analyses eliminate the largely very small percentages opting out of prefer not to 
answer response choices. When the percentage is notably higher and may point to 
something meaningful, we note that in the text.

Current epidemiological standards favor reporting and interpreting confidence 
intervals rather than relying on significance testing, but we recognize that 
significance testing remains more accessible to a wider range of readers. We report 
significance at the level of 0.05, meaning that there is a 5% risk of reporting a 
difference that does not actually exist.

To avoid repeating the phrase “statistically significant” throughout, we use the 
following conventions:

•	“Significant” or “not significant,” “significance,” (and variations)

•	 (p < 0.05), for “significant,” and (n.s.), for “not significant”.

Especially when groups are smaller (such as, Asian respondents or those who reported 
having had a choice between two care models), a finding of “no significant difference” 
may simply reflect limited sample size rather than a true absence of difference. With 
more respondents, a true underlying difference might have emerged. 

When comparisons involve 3 or more groups, notes at the bottom of figures and 
tables identify which two-way differences are significant. When we refer simply to 
frequency, such as endpoints of a range of values, we use “most frequently” or 
“least frequently,” regardless of whether the difference reaches the 0.05 threshold.

Our primary aim is to identify opportunities to improve conditions for childbearing 
families. Many figures are structured to draw attention to answers reflecting 
outcomes that are particularly positive (such as having doula support) or especially 
concerning (such as having no say in a care decision). When we ask respondents 
to explain a previous answer, response choices are arrayed from most to least 
frequently selected.

The Listening to Mothers IV data set, drawn from two detailed and carefully developed 
questionnaires, offers a rich, otherwise unavailable window into the recent views and 
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experiences of childbearing women. The findings point to many crucial, actionable 
insights that can be used to improve care for and support childbearing families. Survey 
data yield cross-sectional data of a snapshot in time. They cannot establish causality, 
determine direction of influence between two variables, or isolate the role of any 
single factor. Other types of studies are needed to develop more specific insights. 
Secondary multivariate analyses of our dataset will enable researchers to examine the 
relative contribution of multiple variables. Our results also generate hypotheses for 
longitudinal research that tracks participants over time.

Dealing with small subgroup sizes
The results presented in this report are the weighted percentages of respondents 
in a given category (see description of weighting process above). To be cautious 
in interpreting findings drawn from small numbers, in places where we had fewer 
than 5 respondents in a given category, we generally did not report that finding, 
nor did we report p-values for comparisons involving n<5 results. An exception is 
cases where a percentage would be obvious from the other groups included, such as 
where there was a dichotomous response (e.g., yes/no) and almost every respondent 
chose one side (e.g., 98% saying “yes”), the rate of response on the alternate choice 
(2%) was obvious, and was reported even if there were fewer than five responses.

Selection and editing of quotes from survey participants
Throughout both questionnaires, we included numerous open-ended questions 
inviting respondents to describe their views and experiences in their own words. 
Some were directed to all respondents, others to specific subgroups, and some 
were “other/specify” prompts attached to particular items. These extremely 
valuable first-hand accounts, including brief but vivid mini-stories, are invaluable. 
They complement the quantitative findings and bring the numbers to life. Many 
stories track troubling implications of a specific occurrence over time (for example, 
infections, hospitalizations, persistent pain, and disruption of breastfeeding and 
family relationships), often continuing up to the time when the respondent was 
relaying their story in responding to the survey questions.

We place relevant verbatims alongside topics in the text, figures, and tables. In 
selecting the verbatims to display, we often tried to highlight what our respondents 
especially found both pleasing and displeasing, to encourage the field to be 
responsive to these preferences. We also want to highlight contrasting or varied 
responses to a given situation or practice.

We stay as true as possible to respondents’ original words. For accessibility and 
impact, we do correct spelling and add punctuation where needed. When a 
response has been shortened, we use ellipses to mark where text was removed. 
When context needs to be clarified (for example, which question a comment was 
responding to), we add that information in brackets.

Supplementary material in appendices and elsewhere
Appendices compare our weighted and unweighted results for key variables to 
population norms, discuss the literature on the accuracy of childbearing women’s recall 
and of our results in comparison with other data sources, and describe the sources of 
items included in our first questionnaire. Companion documents, including a detailed 
description of project methodology, project questionnaires, and forthcoming issue 
briefs and other materials, are available at https://nationalpartnership.org/ltm4. 

https://nationalpartnership.org/ltm4
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Chapter 1.  
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Too many childbearing families are struggling
We carried out the fourth national Listening to Mothers survey against a backdrop 
of growing evidence and awareness that too many childbearing families are 
struggling. Over the past decade, both the public and many maternity care 
stakeholders have become more acutely aware of the nation’s longstanding 
maternal health crisis. Programs and policies have multiplied in response to 
the serious challenges facing childbearing families. Hard-won gains include the 
extension of Medicaid coverage from 60 days to 12 months postpartum in 49 
states, establishment of the National Maternal Mental Health Hotline, expansion 
of state-level paid leave programs, and growing federal and state investments in 
maternal mortality review, perinatal quality collaboratives, and community-based 
programs including HRSA’s Healthy Start initiative, the Maternal Health Innovation 
Program, and community-based doula support.

Yet these gains are now under threat. Hospital maternity units continue to close, 
Medicaid is being cut, federal maternal health programs are being scaled back, and 
the data and workforce infrastructure that supports recent progress is being curtailed.

The poor performance and stark inequities of maternal deaths and severe maternal 
morbidity are widely recognized: The United States has higher rates of pregnancy-
related deaths than any other affluent peer nation, the risk is not shared equally, 
and the vast majority of deaths and severe complications are preventable. Among 
14 high-income nations, the U.S. maternal mortality rate was the highest overall. 
When U.S. rates were broken down by race and ethnicity, Black women in the U.S. 
died at rates much higher than all 14 other countries. Rates for U.S. Hispanic and 
White women also exceeded every other peer nation, and Asian women in the U.S 
fared worse than 11 of the 13 others.1 American Indian/Alaska Native and Native 
Hawaiian/Pacific Islander women were not included in this analysis due to sample 
size; yet in recent years, their rates of pregnancy-related deaths have been as high 
or higher than those of Black women.2 Most alarmingly, a recent assessment found 
that 84% of pregnancy-related deaths are preventable.3 Severe maternal morbidity 
reflects the same deeply inequitable and largely avoidable pattern.4

While preventing catastrophic outcomes rightly commands attention,5 surviving 
childbirth is the floor and not the ceiling. Extensive evidence shows that precious 
few childbearing families are getting the care and support they need to truly 
thrive. Social needs go unidentified and unaddressed. Access is limited or 
impossible for employees without paid time off for prenatal or postpartum visits. 
Even without these barriers, many people do not reliably receive high-quality, 
evidence-based care or have options to choose models of care and support that 
provide optimal services and foster strong outcomes, such as midwives, doulas, 
and care at birth centers. 

Reports of mistreatment are widespread: people denied basic respect or regard 
for their dignity, or being left waiting for care they urgently need. Procedures that 
are widely recognized as being overused – such as birth by cesarean – are not 
being curbed. Many women do not have the support they need to help them meet 
recommendations for exclusive and for any breastfeeding. Many women experience 
perinatal mental health and physical health conditions throughout the childbearing 
cycle. Many lack access to paid leave programs. Listening to Mothers IV sheds light 
on all of these gaps.

	 I wish my prenatal 
appointments were 
more informative. I had 
to take it upon myself 
to look for childbirth 
classes and ask about 
WIC after the birth of my 
baby. I didn’t know WIC 
also provides support 
during pregnancy. I 
didn’t receive any breast 
milk pumping guidance. 
This set me up for failure 
in my breast feeding 
journey. There were a 
lot of hospital terms [I 
didn’t understand] when 
explaining what was 
happening during birth 
and induction. I did not 
get much sleep with all 
the nurses coming in for 
tests. It felt like a blur of 
information. I had to read 
the discharge papers to 
fully understand what 
was used/done. I was 
overwhelmed.

	As an African-American 
woman, it is scary 
knowing the statistics 
on complications when 
delivering in hospitals.

	Postpartum care should 
be just as important and 
childbirth. The physical 
trauma and crazy 
emotions need 24/7 
care. Especially for first 
time moms. It can feel 
lonely and dark.
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Threats to mothers are, by extension, threats to babies. Their fates are deeply 
intertwined – which is why the field uses such terms as dyadic care, couplet care, 
and MotherBaby, all of which recognize and promote care that honors and takes into 
account their interconnectedness.

Turning the tide means both averting catastrophe and actively building health, while 
deliberately disrupting past structural, institutional, and interpersonal biases that 
have long placed extra burdens on families who are Black, AIAN-NHPI, all people of 
color, disabled, rural, and other minoritized groups.

The maternal and infant health crisis threatens 
our population health 
What is often missing from the conversation is how profoundly these issues affect 
everyone – 100% of us at the beginning of life. Eighty-three percent of women 
have at least one baby6, and what happens in the perinatal period has lasting 
consequences for mothers, children, and the health of the nation as a whole. A 
healthy, breathing, or NICU-rescued newborn is not the end of the story. The 
experiences and exposures during this sensitive period of rapid development 
before, during, and after birth can either foster and build long-term resilience or 
compound existing vulnerabilities and challenges. Improving maternal – and in turn, 
infant – health is one of the most powerful levers we have for a healthier, stronger, 
more equitable society.

Examples that clearly illustrate the significance of childbearing on women’s lifelong 
health include: pre-eclampsia is linked to long-term hypertension, gestational 
diabetes raises the risk of developing type 2 diabetes, and breastfeeding confers 
long-lasting benefits.7 For children, early experiences influence the risk for conditions 
such as asthma, obesity, and allergies.8 

Many robust and burgeoning bodies of evidence point to long-term implications 
of stress, trauma, and healthy experiences and exposures on maternal and 
fetal-infant well-being. These include life-course and perinatal frameworks9, 
developmental origins of adult disease, allostatic load, the microbiome, and 
epigenetics.10 The relationship between Adverse Childhood Experiences (ACEs) 
and lifelong health and development is increasingly understood,11 and a newer 
line of inquiry is exploring the longer-term consequences of Adverse Prenatal 
Exposures (APEs).12 All of these bodies of knowledge underscore the outsized 
importance of doing all that we can to provide optimal maternal and infant 
care and support during pregnancy and infancy to give the next generation the 
healthiest possible start. 

In short, ignoring the innumerable red flags about the welfare of pregnant 
women, mothers, and babies puts our very society at risk. We cannot build a more 
equitable nation without attending to these essential building blocks of health and 
well-being.

	What did not go well? 
Everything. Between poor 
treatment when being 
induced and breaking 
my water before they 
should’ve, to sending 
me home when I was in 
danger only to call me 
back, incorrect epidural 
placement, emergency 
c-section then being 
ignored about concerns 
postpartum and extreme 
pain only to end up with 
my incision opening 
and sepsis. Back in the 
hospital 2 weeks later. 
Also not informing me 
the birth control they put 
me on was drying up my 
milk supply which sent 
me on a spiral.

	The communication after 
my c-section felt rushed, 
and I was left with many 
unanswered questions. 
I felt unprepared for 
recovery from major 
surgery while also caring 
for a newborn, as the 
focus was solely on my 
baby’s care.

	 I basically didn’t get 
any mental/emotional 
postpartum support 
from the OB/hospital. 
They put a copy of the 
Edinburgh depression 
scale in my bag when I 
finally left the hospital, 
and that was mostly it. 
I had a very stressful, 
unexpected birth, with 
a severely premature 
baby and serious health 
complications. The 
postpartum OB visit 
didn’t really acknowledge 
that something crazy had 
just happened.
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We must listen to mothers to solve the maternal 
health crisis
Hearing directly from mothers about their views and experiences of childbearing 
is an essential complement to scientific research, medical records, and national 
data sets. Only mothers can describe what they have actually experienced – 
their preferences and concerns, and the barriers they face in fostering their own 
well-being and that of their infants. Systematically gathering and analyzing data 
from mothers, with the ability to examine differences across race, ethnicity, and 
other subgroups can identify actionable opportunities for better, more equitable 
outcomes. Carefully weighted survey research can also provide accurate insights into 
practices and trends at scale that would otherwise be unavailable. Such evidence is 
essential for shaping effective policy.

Qualitative data – women’s stories in their own words – are likewise essential for 
setting the agenda for change. Understanding how women felt, what was especially 
meaningful and satisfying and what was harmful, or demoralizing is essential 
to begin to truly meet their needs. We also highlight mothers’ own words to 
personalize and bring the numbers to life. Sharing women’s stories serves to remind 
us all about the real people and life consequences behind the numbers.

The open-ended comments clarify that one thing is unmistakable. Many felt 
betrayed by the system and by the very people they had entrusted with their care. 
They described epidurals that failed them and serious complications of cesareans 
that blindsided them. They described, in incident after incident, treatment that was 
dismissive, dehumanizing, and discriminatory. 

The messages they received were not subtle. They were told they were too young 
or too old. That their families were too large. That their skin was too dark or their 
bodies too tattooed. That their head coverings made them suspect, or their 
history of substance use despite years of work to stay substance-free was shameful 
and disqualified them from receiving compassionate treatment. That their sexual 
orientation was shameful. The details differed, but the damage was the same. The 
judgment and intolerance eroded trust, undermined support, and took a lasting toll 
on well-being.

A Call to action
The findings in this report are a clarion call. If you are reading this, it is speaking to 
you and to the full complement of maternity stakeholders.

This means health system leaders who set policies and the clinicians and other 
personnel who shape the daily experience of care. It means policymakers at every 
level of government who set the conditions in which families live and give birth 
and run Medicaid and other programs on which many childbearing families rely. 
It means employers, insurers, advocates, researchers, journalists, and funders. It 
means community organizations that show up where systems fall short. And it means 
mothers themselves, whose voices fill these pages – and whose experiences have for 
too long been brushed aside.

The message from women is consistent and clear: the system is not meeting their 
needs. But what they have shared with us is not simply a catalogue of failures. It is 
a roadmap. Women and families have told us what they need, what they want, and 

	 I needed to be listened 
to ... when I knew things 
were wrong.

	 I would have preferred 
providers not scaring me 
constantly about being 
geriatric.

	 I often felt left in the 
dark about what was 
happening.

	 I felt pressured to induce 
before my due date.

	First-time mom. Birth 
resulted in hysterectomy.

	They even performed 
a cervical exam without 
consent.

	They pushed the formula 
a lot.

	There could be a lot 
better education for 
mothers postpartum 
on how to care for their 
bodies and their babies.
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what would make a difference. The policies, programs, and practices that could 
transform their experiences are not mysteries. Many are well-established, evidence-
based, and ready to implement at scale. What has been missing is the will to do 
it and systems of accountability that hold people responsible for delivering high 
quality, respectful, and equitable care and services.

The urgency is sharpened by the current moment. The supports that women, 
families, and the field have fought to put in place are being dismantled at the very 
time the evidence in this report shows they are most needed.

Advancing equity must be at the core of this effort – not as an afterthought or 
oversight, but as the lens through which all decisions are made. The disparities 
documented in this report are not incidental. They are structural and preventable. 
Improving outcomes for childbearing families means intentionally dismantling the 
barriers that have made this crisis so much worse for Black, Indigenous, and all 
families of color, women with disabilities, those in rural communities, and those 
without paid leave, among many others.

This will not happen through piecemeal efforts, siloed solutions, and the 
continuation of incremental steps. Real change requires all of us – in our own roles 
and spheres of influence – aligned around a shared commitment to mothers, babies, 
and families.

The evidence is in. The voices are clear. What happens next is up to all of us.

	 I felt ignored almost 
immediately after I 
pushed my baby out. All 
of the focus shifted to 
her, while I was vocalizing 
that I was still in a lot of 
pain.... I felt very alone 
in the following 30 
minutes, and also felt a 
bit objectified during the 
placenta delivery/clean-
up process afterwards. 
Was definitely treated 
like a nameless patient 
and not a woman who 
just gave birth.

	The paperwork said 
to “avoid lifting,” but 
no one practically 
explained how to care 
for a newborn and myself 
while doing so. The 
medical system excels at 
the technical, life-saving 
aspects of birth, but 
the continuity of care—
especially the emotional 
and practical support 
for the mother’s journey 
after the baby is born—is 
where the real healing 
happens, and where 
there are gaps.

	Some of the nurses and 
techs would barge in 
when I was naked and 
give me no time to even 
ask for privacy or wait to 
be finished on the toilet, 
or get dressed. I felt 
like my body and space 
were disrespected. My 
husband spoke up for 
me.



Before and During 
Pregnancy

Chapter 2.  
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This report takes a chronological approach to reporting our findings, in parallel 
to the experience of having a baby. While the focus is on views and experiences 
from pregnancy through the postpartum and infancy periods, we also asked about 
physical and mental well-being in the months preceding pregnancy, which have a 
bearing on respondents’ upcoming childbearing journeys. 

Before pregnancy
Number of births (parity)
We begin this chapter with information about survey participants before they 
became pregnant. Because we weighted our dataset to reflect the overall 
population distribution of parity (the number of times respondents have given birth), 
we cannot report on those overall numbers here, though we can make comparisons 
among different groups.i 

Respondents in metropolitan counties (41%) were more likely to be first-time 
versus experienced moms than those in nonmetropolitan counties (30%) (p < 0.05). 
Those with private health insurance (46%) were more likely to be first-time moms 
than those with Medicaid (33%) (p < 0.05). Respondents were also more likely to 
be having first births if they had better (42%) versus more limited (22%) English 
proficiency, and had liberal (53%) versus moderate (36%) or conservative (34%) 
political perspectives. Participants who were employed by someone else (45%) were 
more likely to have a first birth versus those not employed (32%) (p < 0.05) or those 
who were self-employed (35%) (n.s.).

Physical health conditions before pregnancy
We asked whether respondents had experienced high blood pressure, diabetes, or 
any other (self-identified) physical health concerns in the 3 months before their recent 
pregnancy. Figure 2.1 shows that 8% reported having had high blood pressure in 
those 3 months, and 3% reported having had type 1 or type 2 diabetes. Ten percent of 
participants reported having had some other physical health concern such as asthma, 
anemia, and polycystic ovary syndrome. Eighty percent reported not having had any 
negative physical health condition in the 3 months before their recent pregnancy. 

Figure 2.1 also shows that in the 3 months before their recent pregnancy Black (14%) 
participants had a greater rate of high blood pressure than White (7%), Latina (6%), 
AIAN-NHPI (4%), and Asian (3%) participants (p < 0.05). Latinas (6%) most frequently 
reported type 1 or type 2 diabetes, which was significantly higher than Asian (1%) 
respondents (p < 0.05). Not shown, Asian (90%) respondents most frequently 
reported not having had any physical health concerns in the 3 months leading up 
to their recent pregnancy, which was greater than White (80%), Black (76%), and 
Multiracial/Multiethnic (75%) respondents (p < 0.05). 

Also in Figure 2.1, those with Medicaid had higher rates of high blood pressure 
(10%) and diabetes (5%) compared with those with private health insurance (6% high 
blood pressure, 2% diabetes) (p < 0.05). Those who had given birth previously (9%) 
were more likely to report high blood pressure before their recent pregnancy than 
those with no prior births (7%) (p < 0.05). Respondents with previous births (4%) 
were also more likely to report having diabetes before their recent pregnancy than 
those with no prior births (1%) (p < 0.05). 

i	 Please see Appendix A for raw, weighted, and birth certificate data on parity and Context & Brief Methodology, above 
E for details of weighting.

	Doctors need to 
remember that this is a 
first-time pregnancy for 
some. We don’t know 
anything, don’t know 
what to expect, etc. a 
little conversation, or 
explaining or just taking 
a little extra time really 
makes all the difference 
at appointments.

	With it being my first 
time, I was scared.
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Mental health conditions before pregnancy
We also asked whether participants had experienced any of several named mental 
health conditions in the 3 months before their recent pregnancy. (This was a direct 
question, without reference to any professional diagnosis or screener, and we asked 
them to select all that applied.) Nearly half (49%) self-reported having 1 or more 
mental health conditions before their recent pregnancy. Self-reported rates for 
depression and especially anxiety were high. 

In Figure 2.2, overall, 23% reported depression or sadness, 43% reported anxiety, 
worry, or stress, 8% reported ongoing effects of a traumatic event, and 3% reported 
experiencing a substance use disorder prior to pregnancy. Two percent wrote in 
some other mental health condition, such as bipolar disorder, post-traumatic stress 
disorder (PTSD), and attention-deficit/hyperactivity disorder (ADHD). 

Base: all respondents (n=3,857) 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 for high blood pressure comparing Black with AIAN-NHPI, Asian, Latina, and White; by insurance type
p < 0.05 for diabetes comparing Latina with Asian; by insurance type; by parity

Figure 2.1: Physical health conditions during the three months
before pregnancy
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	My provider implied 
I was a drug addict 
because I tested 
positive for marijuana 
in the beginning of my 
pregnancy. I told her 
this pregnancy wasn’t 
planned and I had no 
idea I was pregnant 
when I was consuming 
marijuana. She made a 
comment, I better hope 
my next test is negative.



LISTENING TO MOTHERS IV 41Chapter 2. Before and During Pregnancy

Base: all respondents (n=3,857) 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Weighted percentage of substance use disorder for Asian respondents  may not be representative due to n < 5. 
p < 0.05 for depression comparing Latina with Black, White and Multi; and by insurance type
p < 0.05 for anxiety comparing Latina and Asian with Black, White and Multi; and by urbanicity
p < 0.05 for SUD comparing Latina and Asian with Black, White, and AIAN-NHPI; by insurance type
p < 0.05 for trauma comparing Latina with Black, White and Multi; by insurance type

Figure 2.2: Mental health conditions during the three months
before pregnancy
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When comparing the frequency of pre-pregnancy depression, anxiety, and ongoing 
impact of trauma by race and ethnicity, a pattern emerged, with Figure 2.2 showing 
Multiracial/multiethnic, Black, and White respondents reporting all three conditions at 
higher rates than the overall average, and AIAN-NHPI, Latina, and Asian respondents 
reporting rates equal to or below the overall average (n.s.). Multiracial/Multiethnic 
(29%), Black (28%), and White (24%) respondents were more likely to report 
depression shortly before their recent pregnancy compared with Latina respondents 
(15%) (p < 0.05). Multiracial/Multiethnic (51%), White (49%), and Black (45%) 
respondents were more likely to report anxiety, worry, or stress than Latina (30%) and 
Asian (28%) participants (p < 0.05). Multiracial/Multiethnic (9%), Black (9%) and White 
(9%) respondents were more likely to report effects of a traumatic event than Latina 
respondents (3%) (p < 0.05). 

AIAN-NHPI (11%), White (4%) and Black (3%) respondents reported higher rates of 
substance use disorder (SUD) than Latina (1%) participants (p < 0.05). Multiracial/
Multiethnic respondents (3%) reported a higher rate of SUD than Asian respondents 
(p < 0.05).

Those with Medicaid were more likely to report depression (31%), SUD (6%), 
and effects of traumatic events (10%) than those with private health insurance 
(15% depression, <1% substance use disorder, 5% trauma) (p < 0.05). Those in 
nonmetropolitan versus metropolitan counties more frequently reported depression 
(30% versus 22%, n.s.), anxiety (55% versus 42%, p < 0.05), SUD (5% versus 3%, n.s.), 
and effects of trauma (11% versus 7%, n.s.).

Not shown, respondents who were either single or unmarried with a committed 
partner were more likely to report depression (35% single, 29% partnered) than 
those who were married (17%) (p < 0.05). A similar pattern was observed for SUD, 
with rates of 7% single, 6% partnered, compared with 1% for those who were 
married (p < 0.05). Those with a committed partner (50%) were more likely to report 
anxiety than those who were married (39%), and single respondents (13%) were 
more likely to report effects of trauma than those who were married (9%) (p < 0.05 
for both). 

Participants born in the U.S. were more likely than those born in other countries to 
report anxiety (46% versus 36%), SUD (4% versus <1%), and effects of trauma (9% 
versus 4%) (p < 0.05 for all). Lastly, respondents with 1 or more disabilities were 
more likely than those with no disability to report depression (57% versus 19%), 
anxiety (70% versus 41%), SUD (13% versus 2%), effects of trauma (21% versus 6%), 
and some other mental health condition (9% versus 1%) (p < 0.05 for all).

Depression and anxiety can co-occur or occur independently. Among all 
respondents, 20% reported both anxiety and depression in the 3 months prior to 
pregnancy, 23% reported anxiety alone, and 3% reported depression alone, while 
54% reported neither. Multiracial/Multiethnic respondents reported the highest 
frequency of both depression and anxiety (24%), significantly higher than Latina 
participants (12%) (p < 0.05). People with Medicaid reported higher rates of both 
depression and anxiety (27%) than privately insured (13%) respondents (p < 0.05). 
Five percent of those with Medicaid reported depression without anxiety versus 2% 
of privately insured respondents (p < 0.05). However, privately insured respondents 
had higher rates of anxiety without depression (26%) than Medicaid respondents 
(19%) (p < 0.05).

	 I wish I had some mental 
health counseling 
after I found out I was 
pregnant. I was not 
excited to have my third 
child until a few weeks 
before [the birth].
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Body mass index (BMI)
We calculated body mass index (BMI)ii using respondents’ reported height and 
weight. Just before becoming pregnant, 5% of respondents had a BMI categorized 
as “underweight,” 45% had a BMI in the “healthy weight” range, 24% had a BMI 
considered “overweight,” and 25% had a BMI in one of the “obesity” categories. 

Participants with Medicaid (32%) were significantly more likely to have a BMI 
indicating obesity compared with those with private health insurance (21%) (p 
< 0.05). Respondents in nonmetropolitan counties (36%) were more likely to be 
considered obese compared with those in metropolitan counties (24%) (p < 0.05). 
There was a gradient by level of completed education for obesity categories, 
ranging from 33% for those with less than a high school diploma to 14% for those 
with professional degrees. The childbirth chapter reports pregnancy weight gain, 
and the companion report examines postpartum weight loss.

Pregnancy intendedness
We asked respondents whether they intended to become pregnant when they did. 
Among all respondents, 44% wanted to be pregnant when they became pregnant. 
Nineteen percent reported that they wanted to be pregnant sooner, and 28% 
wanted to be pregnant later. Eight percent had never wanted to be pregnant. 

White respondents (52%) most frequently reported that they became pregnant when 
they wanted to be, compared with Black (37%), Multiracial/Multiethnic (36%), Latina 
(34%), and AIAN-NHPI respondents (28%) (p < 0.05 for all). AIAN-NHPI participants 
were more likely to report not wanting to be pregnant at any time (16%) than Asian 
(4%) and White (7%) respondents (p < 0.05). Those with Medicaid were more likely 
to report wanting to be pregnant later (38%) or not at all (11%) compared with 
privately insured respondents (later 19%, not at all 5%) (p < 0.05 for both). Twenty-
one percent of participants with “additional identities” for sexual orientation (those 
selecting any term other than straight, lesbian, or gay or bisexual) reported not ever 
wanting to be pregnant, compared with 7% of straight respondents (p < 0.05). 

Learning about pregnancy and initiating care
Learning about pregnancy
We asked all respondents how far along they were when they learned about their 
recent pregnancy. Fourteen percent said they found out they were pregnant less than 
4 weeks into their pregnancy, 59% found out between 4 and 6 weeks, 18% found 
out at 7 to 11 weeks, and 9% learned about their pregnancies at or after 12 weeks. 
Respondents with private health insurance learned about their pregnancies at an 
average 5.4 weeks, nearly 2 weeks earlier than those with Medicaid (average 7.2 weeks) 
(p < 0.05). Respondents with first births learned about their pregnancies at an average 
5.7 weeks, one week earlier than those with prior births (average 6.7 weeks) (p < 0.05). 

ii	 Limits to the value of body mass index as a general indicator of healthy body weight are increasingly recognized 
(See Gutin, I. [2017, October]. “In BMI We Trust: reframing the body mass index as a measure of health”; retrieved 
14 April 2026 from Springer Nature link website: https://doi.org/10.1057/s41285-017-0055-0). However, there is an 
important body of evidence associating pre- or early-pregnancy BMI classes with dozens of adverse maternal, infant, 
and child outcomes (National Academies. [2026]. Pregnancy BMI and Gestational Weight Gain: New Evidence, 
Emerging Innovations, and Policy Implications: Proceedings of a Workshop. Retrieved 14 April 2026, from: https://doi.
org/10.17226/29228). Alternative measures lack such an evidence base, and our respondents are likely to be able to 
accurately report height and weight values needed to calculate BMI. While the 2009 Institute of Medicine guidelines 
for gestational weight gain by BMI class continue to be accepted, the National Academies of Sciences, Engineering, 
and Medicine are carrying out a robust process for their revision in consideration of the burgeoning intervening 
literature and knowledge about weight issues and childbearing

	My pregnancy was not 
planned. It was very 
much unexpected so it 
was a rough pregnancy 
to get through overall.

	My pregnancy was very 
different from my first 
pregnancy because 
during my first pregnancy 
I did not know I was 
pregnant until I was 
32 weeks and 6 days. I 
found out fairly early with 
this pregnancy.

	 It was almost four 
months when I found out 
[I was pregnant].

https://doi.org/10.1057/s41285-017-0055-0
https://doi.org/10.17226/29228
https://doi.org/10.17226/29228
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Receiving no prenatal care
One percent of respondents reported that they had no prenatal visits throughout 
their pregnancy. Three percent of those who were not employed had no prenatal 
care versus <1% who were employed by someone else (p < 0.05). Among 
respondents with previous births, 2% reported no prenatal care compared with 0.5% 
of those with a first birth (n.s.). One percent of respondents with Medicaid did not 
receive any prenatal care, compared with 0.3% of respondents with private insurance 
(n.s.). We did not ask respondents with no prenatal care about the barriers they 
faced to receiving care.

We believe 1% is an underestimate of people who receive no prenatal care.iii The same 
circumstances that create barriers to accessing prenatal care would also limit survey 
participation. These include language barriers, being unhoused, incarcerated, and/or 
experiencing mental health conditions or substance use disorders. Responses to social 
needs, mental health queries, and other items described elsewhere in this report clarify 
that we did reach many with unmet social needs, mental health, and other challenges.

Timing of first prenatal visit
Receipt of initial prenatal care at any time in the first trimester is a widely accepted 
U.S. standard and recent professional guidelines recommend an initial assessment 
“ideally before 10 weeks of gestation.”1 There are crucial reasons, however, to 
intentionally promote earlier prenatal care. Early prenatal visits are important 
to educate about the adverse effects of drugs, alcohol, infections, household, 
workplace, and other exposures in early pregnancy on embryonic or fetal 
development, as all major organs are formed by 8 weeks.2 The notable proportion 
with threatened or actual miscarriage in the early weeks of pregnancy need care 
and support; and many newly pregnant women have questions about their changed 
situation and want to respond accordingly.3

Among those who received prenatal care, 4% reported that their first prenatal visit 
was before the fourth week of pregnancy, 24% indicated it was between 4 and 6 
weeks, 33% between 7 and 8 weeks, 19% between 9 and 11 weeks, and 21% began 
at or beyond 12 weeks, that is, beyond the first trimester.

We also asked those with prenatal care whether they were able to have their first 
prenatal visit as early as they wanted and if not, why not. Most (75%) had a prenatal 
visit as early as they wanted, and 25% did not.iv Figure 2.3 shows respondents who 
received prenatal care and were unable to have their first prenatal visit as early as 
they wanted, by race/ethnicity and type of insurance. Multiracial/Multiethnic (29%) 
respondents most frequently reported having initial pregnancy care later than they 
wanted, followed by White (26%), Black (23%), AIAN-NHPI (22%), Latina (22%), and 
Asian (20%) respondents (n.s.). Respondents with Medicaid (29%) were more likely 

iii	 2024 birth certificates indicate that more than 2% of those who most closely match our inclusion criteria (people 18 
years and older with single hospital births) received no prenatal care. Centers for Disease Control and Prevention, 
National Center for Health Statistics. National Vital Statistics System, Natality on CDC WONDER Online Database. Data 
are from the Natality Records 2016–2024, as compiled from data provided by the 57 vital statistics jurisdictions through 
the Vital Statistics Cooperative Program. (See CDC Wonder [2026, February]. About Natality, 2016-2024 expanded. 
Retrieved on 2 February 2026, from: http://wonder.cdc.gov/natality-expanded-current.html)

iv	 In the revised 2025 guidelines from the American College of Obstetricians and Gynecologists, obstetrician-
gynecologists and other maternity care professionals should offer an initial prenatal assessment “ideally 
before 10 weeks of gestation or when a pregnant individual first presents for care.” An emphasis on earlier 
visits would best protect maternal and newborn health, and the focus on patient preference is laudatory (See 
the American College of Obstetricians and Gynecologists. [2025, May]. Tailored Prenatal Care Delivery for 
Pregnant Individuals. Retrieved 14 April 2026, from: https://www.acog.org/-/media/project/acog/acogorg/
clinical/files/clinical-consensus/articles/2025/04/tailored-prenatal-care-delivery-for-pregnant-individuals.
pdf?rev=5090db51445e4f7eaccfd4b5c9de7983&hash=9A628D8A3AC996A84CE0EEE00624BD56)

	 I was unprepared to take 
care of my baby since 
I wasn’t aware I was 
pregnant until the day 
she was born.

	 I didn’t receive 
prenatal care due to 
my ex-partner. He was 
emotionally and mentally 
abusive towards me. He 
refused to let me and/
or take me to receive 
prenatal care.

	 I found out I was 
pregnant and had my 
first visit extremely early 
because I was an IVF 
patient.

http://wonder.cdc.gov/natality-expanded-current.html
https://www.acog.org/-/media/project/acog/acogorg/clinical/files/clinical-consensus/articles/2025/04/tailored-prenatal-care-delivery-for-pregnant-individuals.pdf?rev=5090db51445e4f7eaccfd4b5c9de7983&hash=9A628D8A3AC996A84CE0EEE00624BD56
https://www.acog.org/-/media/project/acog/acogorg/clinical/files/clinical-consensus/articles/2025/04/tailored-prenatal-care-delivery-for-pregnant-individuals.pdf?rev=5090db51445e4f7eaccfd4b5c9de7983&hash=9A628D8A3AC996A84CE0EEE00624BD56
https://www.acog.org/-/media/project/acog/acogorg/clinical/files/clinical-consensus/articles/2025/04/tailored-prenatal-care-delivery-for-pregnant-individuals.pdf?rev=5090db51445e4f7eaccfd4b5c9de7983&hash=9A628D8A3AC996A84CE0EEE00624BD56
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than those with private insurance (21%) to report having their first prenatal visit later 
than they wanted (p < 0.05). Participants who reported 1 or more disabilities (33%) 
were more likely to have their first prenatal visit later than they wanted compared 
with respondents with no disability (24%) (p < 0.05).

Figure 2.4 shows the reasons why respondents with prenatal care began prenatal care 
later than they wanted. They were asked to select all that apply. The reasons reflect a 
broad range of systemic access barriers and constraints related to unmet social needs. 
The most common reasons for beginning prenatal care later than desired were that no 
earlier appointment was available (45%) and that the provider wanted the pregnancy 
to be further along before seeing them (37%).v Less frequent reasons were not yet 
enrolled in Medicaid (10%), needing to find a place that accepted new patients (7%) 
or that accepted Medicaid (6%), not having had transportation (5%), and not having 
found a place that they liked (5%). Two percent each reported being too far along to 
be accepted, having conflicts with employment or schooling, being too high risk to 
be accepted into the practice, and needing to enroll in private insurance. One percent 
delayed due to concerns about feeling unsafe or disrespected.

v	 Although pregnancy tests can confirm pregnancy by about 4 weeks of gestation and all major organs are formed by 
8 weeks, studies of office-based policies show that many practices restrict initial visits of insured pregnant women 
until later in the first trimester (See Nettleman, M., Brewer J., & Stafford, M. [2010, September]. “Scheduling the first 
pre-natal visit: office-based delays.” retrieved 14 April 2026 from the American Journal of Obstetrics and Gynecology 
website: https://doi.org/10.1016/j.ajog.2010.05.043; Krukowski, R., Jacobson, L., John, J., Kinser, P., Campbell, K., 
Ledoux, T., Gavin, K.,...Kruper, A. [2021, October]. “Correlates of Early Prenatal Care Access among U.S. Women: 
Data from the Pregnancy Risk Assessment Monitoring (PRAMS)”; retrieved 14 April 2026 from Springer Nature Link 
website: https://doi.org/10.1007/s10995-021-03232-1; Gordon, M. [2025, November 11]. “I’m pregnant but my doctor 
won’t see me before 9 weeks. Why not? Is it ok to wait?”; retrieved 14 April 2026 from NPR website: https://www.npr.
org/2025/11/11/nx-s1-5604880/pregnant-early-pregnancy-prenatal-care-visit)

Overall: 25%

Base: respondents who recieved prenatal care (n=3,774) 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 by insurance type; by disability.

Figure 2.3: Initial prenatal visit later than desired
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	 It was difficult to find a 
prenatal doctor in my 
area that accepted my 
insurance and could see 
me before my due date.

	Finding a new provider is 
difficult, especially when 
your pregnancy is high 
risk. Many providers will 
decline you as a patient 
due to the high risk 
pregnancy. So people 
like me get stuck with 
awful providers who are 
discriminatory or abusive 
towards their patients.

	My first birth experience 
[I did not have a patient-
centered provider]. It was 
worth it to search for the 
right provider.

	 II took some time to find 
a place that accepted 
Medi-Cal.

https://doi.org/10.1016/j.ajog.2010.05.043
https://doi.org/10.1007/s10995-021-03232-1
https://www.npr.org/2025/11/11/nx-s1-5604880/pregnant-early-pregnancy-prenatal-care-visit
https://www.npr.org/2025/11/11/nx-s1-5604880/pregnant-early-pregnancy-prenatal-care-visit
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Prenatal care 
Type of prenatal maternity care provider
We asked respondents who had received prenatal care which type of maternity 
care provider most often provided prenatal care during their recent pregnancy 
(Figure 2.5). Fully 88% reported seeing a physician, including an obstetrician-
gynecologist (84%), a family medicine doctor (2%), or a doctor about whose 
specialty they were unsure (1%). Eight percent saw a midwife, and 4% saw 
another type of provider, either a nurse-practitioner or nurse who was not a 
midwife (3%) or a physician associate (also called physician assistant, 1%). As all 
births in this survey took place in hospitals, we expect that nearly all midwives 
would have been certified nurse-midwives, with a small percentage being 
certified midwives. Respondents who had planned to give birth in a birth center 
or at home and then gave birth in a hospital may have received prenatal care 
from another type of midwife. 

Base: respondents with prenatal care who had first prenatal visit later than desired (n=1,016)
Respondents were asked to select all that apply. 

Figure 2.4: Reasons initial prenatal visit was later than desired
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	Find a healthcare 
professional that you are 
comfortable with!
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White (10%) respondents most frequently received prenatal care from a midwife, 
and Latinas (5%) least frequently received midwifery prenatal care (n.s.). Those 
with private health insurance (9%) were more likely to see a midwife for prenatal 
care than those with Medicaid (5%) (p < 0.05). Beyond Figure 2.5, respondents 
with vaginal births (10%) were more likely to have midwifery prenatal care than 
those with cesarean births (4%) (p < 0.05). Those who reported proficiency in 
English (8%) more frequently saw a midwife for prenatal care than respondents 
who reported less English proficiency (2%) (n.s.). The frequency of having 
midwifery prenatal care was similar for respondents with both prior and no prior 
births (8% in both cases) (n.s.). 

Choice of prenatal provider
We asked whether respondents had had a choice about which prenatal care provider 
they saw for their prenatal care. Thirteen percent reported having had no choice. By 
contrast, 52% said they did have a choice and generally saw 1 person, and 34% said 
they had a choice and saw different members of a small team. 

Figure 2.6 depicts those who were not able to select their chosen prenatal provider, 
overall and by race/ethnicity and type of insurance. AIAN-NHPI participants reported 
no choice of provider (27%) at a rate more than twice the overall rate (13%), and 
significantly greater than Asian (6%) and White (10%) respondents (p < 0.05). 
Respondents with Medicaid (18%) were more likely to report having had no choice 
than those with private insurance (8%) (p < 0.05). 

Base: respondents who recieved prenatal care (n=3,774) 
“Other”: includes Nurse practitioner, nurse, physician assistant. 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 for doctor and midwife by insurance type

Figure 2.5: Primary type of prenatal provider

4%

3%

6%

3%

4%

4%

4%

3%

4%

8%

7%

9%

7%

5%

10%

7%

5%

9%

88%

90%

86%

90%

92%

86%

87%

92%

86%Private

Medicaid

Multi

White

Latina

Black

Asian

AIAN-NHPI

Overall

OtherMidwifeDoctor

	 I changed to a more 
caring provider. My first 
provider … was brushing 
off the things that I may 
have had issues with.

	My experience with my 
midwives for my last 
pregnancy was my most 
positive experience of all 
the 6 births I’ve had.

	 I had an amazing, caring 
doctor. I researched 
extensively before 
deciding on seeing him. 
He listened super well 
to my concerns and I felt 
like we were a team…. 
I had had excruciating 
and traumatic births 
previously.
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Not shown in the figure, participants born outside the U.S. (18%) more frequently 
reported not being able to choose their maternity care provider than those born 
in the U.S. (11%) (n.s.). Participants with little to no proficiency in English (23%) 
were also more likely to report having had no choice than those with proficiency in 
English (12%) (n.s.). Respondents reporting 1 or more types of disability (17%) more 
frequently reported not having had a choice of type of provider than those with 
no disability (13%) (n.s.). Respondents who had completed less education than a 
bachelor’s degree (24% less than high school diploma, 15% high school diploma/
GED, 15% some college) were more likely to have had no choice of prenatal 
provider than those with a bachelor’s degree (6%) (p < 0.05). Those who were not 
employed (18%) were more likely to report no prenatal provider choice than those 
employed by someone else (10%) (p < 0.05).

Prenatal care settings
We asked respondents about the settings where they had in-person prenatal visits 
(Figure 2.7) and asked them to select all that applied. Among those who had any 
prenatal care, nearly all went to a private medical office (50%) or a hospital campus 
(41%). Important, but less used, sites were a community health center (10%), county 
or local health department clinic (7%), a birth center not in a hospital (4%), and a 
Planned Parenthood clinic (2%). Fewer than 1% received prenatal care through a 
mobile clinic in both metropolitan and nonmetropolitan counties (n.s).

Overall: 13%

Base: respondents who recieved prenatal care (n=3,774) 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Asian with Black, AIAN-NHPI, Latina, and Multi; comparing AIAN-NHPI with White; and by 

insurance type

Figure 2.6: No choice of prenatal provider
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	 It was so hard being 
passed around to 
different providers in a 
big OBGYN office. I did 
not feel heard or valued.

	 I started my initial 
prenatal care at an 
OBGYN clinic, but 
after only a couple of 
visits transferred to 
a midwifery practice 
located at a birth center. 
I was much happier with 
the more holistic care 
model at the birth center, 
and was sad to end up 
transferring to a hospital 
mid-labor.

	My OBGYN practice 
rotated doctors and I 
hated it. Certain doctors 
treated me differently 
and rudely

	 I’m really happy about 
my decision to stick with 
seeing one provider. I 
think it helps to make a 
scary experience a little 
less scary.
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Individual and group prenatal care
Traditionally, prenatal visits have been one-on-one, but group care models have 
emerged where women with similar due dates meet together starting in the second 
trimester. Visits include a brief individual check-in followed by a 90-minute to 2-hour 
group discussion, often with two care team members. CenteringPregnancy is one 
standardized version of this model.4 Comparisons between individual and group 
models have found little overall difference in selected outcomes, but studies suggest 
that the group model offers relative benefits for those from demographic groups at 
higher risk for adverse outcomes.5 We wanted to understand the extent of use of 
these 2 models, which groups had access to group care, whether respondents had a 
choice between prenatal care models, and preferences of those with experience of 
both models.

We asked respondents about the format – individual, group, or mixed – of their 
prenatal care. Among respondents with prenatal care, 94% reported having only 
one-on-one prenatal visits, 3% reported having both types, and 3% reported having 
only group prenatal care.

Figure 2.8 shows responses from those who had prenatal care and reported not 
having had a choice between individual and group prenatal care visits – 42% overall. 
White (48%) respondents had the highest rate of not having had a choice between 
individual and group prenatal care, statistically higher than Latina (36%), Black (34%), 
and Asian (32%) participants (p < 0.05). Forty-five percent of respondents with 
private health insurance had no choice between group and individual prenatal care 
compared to 38% of respondents with Medicaid (n.s.). 

Beyond the figure, those reporting greater English proficiency (42%) were more 
likely to report not having had a choice between individual and group prenatal care 
than those with less proficiency (27%) (p < 0.05). Those employed by someone 
else (46%) were more likely to report no choice than either those who were self-
employed (34%) or not employed (35%) (p < 0.05). There was a gradient by level of 
completed education, ranging from 26% among those with less than a high school 
diploma to 53% among those with professional degrees (n.s.). 

Base: respondents who received prenatal care (n = 3,774)
Respondents were asked to select all that apply.

Figure 2.7: Prenatal care setting 
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	 Looking back, one thing 
that didn’t go well was 
how rushed some of the 
prenatal appointments 
felt. I sometimes left with 
unanswered questions or 
feeling unsure.

	Long wait time at Dr 
office just to be seen for 
a few minutes.

	For my normal check-
ups, they were difficult to 
get a hold of when I had 
questions or concerns.

	During prenatal care, 
there were times when 
I felt rushed during 
appointments and 
didn’t always get clear 
answers to my questions. 
I sometimes wished for 
more emotional support 
and guidance, especially 
as a first-time parent.
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Of those with no choice between individual and group prenatal care, 97% had only 
individual visits, 2% had only group prenatal care, and 1% had both types. The care 
model most available to those with no choice and results about those who were and 
were not able to choose between models suggest that choice of group prenatal care 
was less available to demographic groups that overall experience better perinatal 
outcomes.

Nearly two-thirds of respondents who experienced both individual and group 
prenatal care preferred a mix of both individual and group visits (63%). More than 
one-third preferred only individual visits (36%), and 1% (not shown) preferred only 
group visits (Figure 2.9). Participants with private insurance (73%) more frequently 
preferred a mix of both models than those with Medicaid (46%) (n.s.). Those in 
nonmetropolitan counties (72%) more frequently preferred a mix of prenatal models 
than those in metropolitan counties (64%) (n.s.). In other comparisons, 66% of 
respondents with no disability liked a mix of both individual and group prenatal care, 
compared with 34% with 1 or more disabilities (p < 0.05). Preference for a mix of the 
2 models was similar for respondents both with prior births (63%) and having their 
first birth (64%) (n.s.). 

Among those who experienced both individual and group prenatal care, a majority in 
the following subgroups preferred conventional individual visits: those with moderate 
(versus conservative or liberal) political views (60%), those with 1 or more disabilities 
(59%), bisexual respondents (59%), single respondents (55%), those with Medicaid 
(52%), and those with obstetricians (versus midwives) as prenatal providers (51%).

While relatively few respondents experienced both individual and group prenatal 
care, the majority with a window into both models preferred a mix of both. As well, 
more than one-third had a clear preference for conventional individual visits, further 
underscoring the importance of having a choice between models.

Overall: 42%

Base: respondents who received prenatal care (n = 3,774)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing White with Latina and Black; comparing Black with Multi

Figure 2.8: No choice between individual and group prenatal care
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In-person and online prenatal care
The COVID pandemic greatly expanded the use of telehealth, which has remained 
higher than pre-pandemic levels. We investigated the extent of use of in-person 
versus online prenatal care, why respondents had virtual visits, whether respondents 
with televisits had tools for self-monitoring and confidence in their use, and the 
preferences of those who experienced both.

Among participants who received prenatal care, 94% had only in-person prenatal 
care, 6% had a mix of in-person and televisits, and fewer than 1% had televisits only. 

We asked the 6% who experienced some virtual care to identify the reason(s) for 
their televisits and to select all that apply (Figure 2.10). Among those with prenatal 
televisits, the most common reason was to save travel time (39%). Thirty percent 
said they had had televisits because of concerns about COVID-19 exposure, with 
those who gave birth in 2023 (34%) more frequently selecting COVID concerns than 
those who gave birth in 2024 (14%) (n.s.). Twenty-eight percent selected childcare 
responsibilities, 27% said the reason for televisits was their providers’ preference, 
18% cited transportation challenges, and 15% said they were more comfortable with 
oneline versus in-person visits. 

We also wanted to understand whether those who had televisits had the tools 
they needed for self-monitoring and, if so, whether they felt confident using them. 
We asked about 4 types of monitoring: weight, blood pressure, urine, and fetal 
heart tones. Sixty percent of respondents with televisits had equipment to weigh 
themselves, 56% had equipment to measure their own blood pressure, 24% had 
equipment/supplies to test their urine, and 19% had equipment to check fetal heart 
tones. Twenty-two percent of respondents indicated they did not need to conduct 
these checks during their televisits.

Base: respondents who received group prenatal care (n = 142)
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.

Figure 2.9: Preference between mix of group and individual
prenatal care vs. individual care only
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	During pregnancy there 
were a couple times I 
could not make it to my 
appointment and the 
midwives worked with 
me and allowed me to 
have a televisit, which 
I greatly appreciated. I 
had no concerns and it 
saved gas money and 
rescheduling pains.

	The few times I had 
a televisit was due 
to my work schedule 
not aligning with the 
appointment time the 
doctor’s office had.
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We asked respondents with the needed tools and supplies whether they were 
fully confident, somewhat confident, or not confident about self-monitoring. 
Participants most frequently selected “fully confident” for all 4 self-administered 
assessments: 86% for weighing themselves, 84% for urine testing, 76% for blood 
pressure monitoring, and 74% for checking their baby’s heart rate. Among those 
with equipment to take their own blood pressure, less than 1% said they were not 
confident in using that equipment. Similarly, less than 1% of those with equipment 
to weigh themselves reported not feeling confident. Among those who could check 
their urine, none reported not feeling confident to do so. Among those with the 
equipment to check fetal heart tones, 6% reported not feeling confident in using 
that equipment.

A clear majority of those who experienced both televisits and in-person visits, 64%, 
preferred a mix of both, whereas 35% preferred only in-person visits and less than 
1% (not shown) preferred only televisits (Figure 2.11).

In the group experiencing both, a majority in the following subgroups preferred 
in-person visits: those who spoke Spanish at home (95%), those with less English 
proficiency (76%), those who completed less than a high school diploma (59%), those 
who were not employed (58%), and those with conservative political views (55%).

Preferences of the 6% of respondents who experienced both in-person and televisit 
prenatal care suggest that having access to prenatal televisits beyond the conditions 
of the COVID-19 pandemic may be of interest or value to a majority of childbearing 
women, with strong interest as well in the exclusive experience of conventional in-
person prenatal care. These results closely parallel our results for individual versus 
group prenatal care.

Base: respondents who received televisits (n=224)
Respondents were asked to select all that apply.

Figure 2.10: Reasons for televisits
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	 I was sent to maternal-
fetal doctors based in 
another city … so we 
used zoom calls to stay 
in touch.
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Doula support and childbirth education
Doula support during pregnancy
Our survey provides unique insights into the evolving doula movement of recent 
decades, which has begun to receive more mainstream attention in connection with 
coverage and related issues. Doulas provide non-clinical support – such as physical 
comfort measures, information, and emotional support. There is growing evidence 
that this type of support is associated with important benefits and no known harms.6 
Previously, doula support was mainly available to those who could pay out of pocket, 
which limited access, and this service was initially provided during and around the 
time of birth.

More recently, Medicaid and private insurance have increased their coverage of 
doula support on a state-by-state or plan-by-plan basis.7 This includes coverage at 
birth, as well as during the prenatal and postpartum periods. A range of models 
exist, complementing those originally developed for those paying out of pocket 
with community-based models. The latter focus on meeting a wide range of needs, 
often for people in communities most likely to experience adverse maternal and 
infant health outcomes. Increasingly, doula support is available during pregnancy 
and the postpartum period, as well as at the time of birth.8 We sought to understand 
the extent of use of doula support across the prenatal, birth, and/or postpartum 
continuum and who was most likely to experience this support. We also report data 
on doulas in the childbirth and postpartum chapters of this report. In addition, the 
follow-up questionnaire asked whether respondents would be interested in doula 
support for a subsequent birth; the second full survey report presents those results.

Nine percent of respondents reported having had the support of a doula during 
pregnancy. Figure 2.12 shows prenatal receipt of doula support, by race/ethnicity, 
type of insurance, and type of prenatal provider. Black respondents (17%) most 
frequently used doulas during pregnancy, which was far greater than White 
respondents (6%) (p < 0.05). Eleven percent of AIAN-NHPI women, as well as 11% 
of Asian women, and 9% of Latinas received doula support during pregnancy. 

Base: respondents who experienced both in-person and televisit prenatal care (n=224)
Not shown (n < 5): prefer only televisits
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.

Figure 2.11: Preference between mix of in-person and televisit 
prenatal care vs. in-person care alone
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	 I highly recommend 
[working with a doula]. 
It gave me peace of 
mind and was supportive 
about what I was going 
through. My own family 
would not have helped 
so much if I had opened 
up like I was able with 
my doula. She was non-
judgmental and helped 
me find resources for 
questions I had.

	My doula was an 
unmatched unbiased 
trained professional. 
I appreciate how she 
cared for me emotionally 
and advocated for me. 
She was the perfect 
balance between me, 
my partner, and my 
healthcare team.
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Respondents with Medicaid (8%) had similar rates of prenatal doula support as those 
with private health insurance (9%) (n.s.). Respondents with midwifery prenatal care 
(16%) were more than twice as likely to receive prenatal doula support as those with 
prenatal obstetric care (7%) (p < 0.05). 

Not shown in the figure, those giving birth for the first time (10%) more frequently 
had prenatal doula support than those who had given birth previously (7%) (n.s.). 
Participants with limited English proficiency (17%) more frequently had doula support 
in pregnancy than those with better English proficiency (8%) (n.s.). Those who were 
self-employed (16%) more frequently had doula support in pregnancy than those 
who were employed by someone else (6%) or were not employed (6%) (n.s.). Use 
of doula support during pregnancy was slightly more frequent among those in 
metropolitan counties (9%) than in nonmetropolitan counties (6%) (n.s.). Similarly, 
doula support during pregnancy was slightly more frequent among respondents with 
no disability (9%) than with one 1 or more disabilities (7%) (n.s.)

Figure 2.13 displays how doulas connected with respondents during pregnancy, 
ranging from home visits and telephone calls to texts and video calls to 
accompanying pregnant women to prenatal visits. Respondents also mentioned 
that they met with doulas in public places such as coffee shops or traveled to their 
doula during pregnancy. They also noted that doulas had provided specific kinds 
of support such as providing resources and information and helping review birth 
preferences.

Overall: 9%

Base: all respondents (n=3,857)
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Midwife and OB refer to prenatal care provider type. 
p < 0.05 comparing Black with White and Multi; by prenatal care provider type 

Figure 2.12: Use of doula support during pregnancy
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	 I loved having someone 
to talk through birth 
options with and share 
my concerns and process 
anxieties.

	 It was amazing 
from start to finish. 
Whenever I needed 
to talk to someone 
about the anxiety I was 
experiencing with the 
pregnancy, my doula was 
there to comfort me.

	My doula is the best. She 
went over and beyond 
for me. She respected 
my wishes, my goals, & 
my ideas. She treated me 
like family.

	Doula was great. I 
cannot recommend 
enough. I plan to hire 
a doula for my next 
pregnancy as well.
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Childbirth classes
Thirty-one percent of all respondents took childbirth education classes during 
their recent pregnancy. Asian respondents (40%) most frequently reported taking 
childbirth education classes, followed by AIAN-NHPI (34%), Black (32%), Latina 
(32%), White (30%), and Multiracial/Multiethnic (26%) respondents (n.s.). 

Figure 2.14 shows subgroups that differed in the frequency of taking childbirth 
education classes during their recent pregnancy. Privately insured (37%) participants 
were more likely to take childbirth classes than those with Medicaid (24%) (p < 
0.05). Those living in metropolitan counties (33%) had higher rates of childbirth 
class attendance compared with those in nonmetropolitan counties (22%) (p < 0.05). 
More than half of those having an initial birth (52%) reported taking childbirth classes 

Base: respondents who received doula support during pregnancy (n=381) 
Respondents were asked to select all that apply. 

Figure 2.13: How doulas connected with their prenatal clients
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Figure 2.14: Likelihood of taking childbirth education classes
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	Everyone in my life 
was concerned about 
the baby during my 
pregnancy and birth. 
However, my doula was 
focused on my health 
and wellbeing.

	During my pregnancy, 
my doula was a huge 
support and resource for 
information that settled 
my mind and body with 
… copious amounts of 
birth education.

	Going to birthing classes 
and having a doula [were 
wonderful experiences].

	 I am now pregnant 
with my second, and I 
now see the benefits of 
having a doula, access 
to traditional Indian 
medicine, and birth 
classes.
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compared with 17% of those who had previously given birth (p < 0.05). Respondents 
with liberal political views (43%) were more likely to take classes than those with 
either moderate (27%) or conservative (30%) views (p < 0.05). In addition, 42% 
of those with professional post-baccalaureate degrees took childbirth education 
classes, more than those with either a high school diploma/GED (27%) or with less 
than a high school diploma (23%) (p < 0.05).

Fifty-nine percent of all respondents had taken a childbirth class during their most 
recent pregnancy and/or previous pregnancies. Among those who had given birth 
before, 41% reported having taken a childbirth class during a previous pregnancy. 
Thirty-three percent of those with previous births who had taken childbirth classes 
before reported taking childbirth classes again during their recent pregnancy. Only 
6% of those who had given birth in the past and had not previously taken childbirth 
classes took them during their recent pregnancy.

We asked about the source of the classes people took, because classes offered 
by hospitals may focus more on routines and processes at the facility and less on 
information and evidence about different care options, compared with independent 
childbirth education classes provided in the community.9 Among respondents who took 
childbirth classes, 60% took classes offered by a hospital and 38% took classes offered 
by someone not connected to a hospital. AIAN-NHPI respondents most frequently 
took hospital-based classes (76%), while Multiracial/Multiethnic (56%) and Asian 
(56%) respondents least frequently took hospital-based classes (n.s.). There was no 
significant difference between those with Medicaid (62%) and private insurance (60%) 
(n.s.). People 35 years and older (75%) were more likely to attend hospital-sponsored 
childbirth classes than those 18–24 years (51%) (p < 0.05). Those with prior births (65%) 
more frequently took hospital-based classes than those with a first birth (58%) (n.s.). 

While, as noted in the previous subsection, those with midwifery prenatal providers 
were associated with also having had prenatal doula support, there was no similar 
association for receiving childbirth education during the recent pregnancy. Thirty 
percent of respondents with prenatal midwifery care reported taking childbirth 
education classes in their recent pregnancy, as did 31% of those with obstetric 
prenatal care (n.s.).

Among participants who took childbirth classes during their recent pregnancy, 
most (52%) participated in in-person classes in a hospital or medical setting, and 
20% participated in in-person classes in a non-medical setting. Twenty-seven 
percent participated in online hospital classes, and 23% participated in online non-
hospital classes.

Impact of childbirth classes
We asked respondents who took childbirth classes during their recent pregnancy to 
tell us how their classes affected them (Figure 2.15). In descending order, 74% said 
that the classes helped them understand what would happen at the hospital, 69% 
that classes helped them feel more confident about giving birth, 65% that classes 
helped them understand bodily childbirth processes, and 56% that classes also helped 
their spouse/partners understand what the respondent would experience. Much 
smaller percentages selected that the classes caused them to feel more concerned 
about giving birth (8%) or felt classes had no effect (2%). Respondents wrote in other 
aspects of their childbirth education experiences, including helping them advocate 
for themselves, enabling them to connect with other expecting families, providing 
lactation education, and helping them learn what to expect with a newborn. 

	The course that I 
completed was [focused 
on the research and 
evidence behind birth 
practices] and I HIGHLY 
recommend it to every 
pregnant person. It 
helped me and my 
husband to be prepared 
for both the bodily things 
related to birth as well as 
how to advocate for my 
wishes with hospital staff. 
It’s only because of the 
support and knowledge 
that I had from childbirth 
education and my doula 
that I knew enough to 
stand my ground and not 
be induced.

	Childbirth education 
empowered me to 
advocate for myself.

	The birthing class gave 
me the confidence 
I needed.

	The childbirth class team 
was amazing.
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The impact of childbirth classes varied depending on the source of the class. Among 
respondents taking hospital-based classes, 80% said that their classes helped them 
feel more prepared for what would happen at the hospital, compared with 65% 
of respondents who took non-hospital-based classes (p < 0.05). Sixty-two percent 
reported that hospital-based classes helped them understand the bodily childbirth 
processes, compared to 70% of respondents who took non-hospital classes (n.s.). 
Among those who took hospital-based classes, 67% reported feeling confident 
about giving birth, compared to 70% of respondents who took non-hospital-based 
classes (n.s.). Fifty-four percent of participants who took hospital-based classes 
reported that the classes helped their spouse/partner understand what they would 
experience, compared to 61% of respondents who took non-hospital-based ones 
(n.s.) These differences suggest that those seeking more than an understanding of 
hospital routines and procedures may be better served by independent, community-
based childbirth education.

Physical health complications during pregnancy
We asked respondents whether they had experienced any of 8 physical health 
pregnancy complications and gave them an opportunity to identify others.vi As 
shown in Figure 2.16, the most reported pregnancy complication was anemia (21%), 
followed by gestational diabetes (13%), and pregnancy-induced hypertension 
(12%). Seven percent said they had had pre-eclampsia, and another 7% said they 
experienced severe nausea and vomiting (hyperemesis gravidarum). Four percent of 
participants wrote in other complications they had experienced, such as cholestasis 
of pregnancy, too much or too little amniotic fluid, and problems with the umbilical 
cord and/or placenta. Half of participants reported not having experienced any 
pregnancy complications. 

vi	 Our queries included plain language, descriptions, and/or some specific diagnoses that would likely have been used 
with respondents (e.g., pre-eclampsia).

Base: respondents who took childbirth education classes (n = 1,130)
Respondents were asked to select all that apply.

Figure 2.15: Impact of childbirth education classes 
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65%
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2%Had no effect

Caused me to feel more
concerned about giving birth

Helped my spouse/partner understand
what I would experience

Helped me understand bodily
childbirth processes

Helped me feel more
confident about giving birth

Helped me understand what
would happen at the hospital

	 It gave me an ease 
of mind.

	Childbirth education 
helped me prepare 
for breastfeeding.

	 I was sick every single 
day of my pregnancy. 
I had severe gestational 
diabetes, edema, 
anemia, and finally 
preeclampsia. It was 
SO hard, but we did it.
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Complication patterns varied widely by race/ethnicity. AIAN-NHPI (20%) participants 
more frequently reported gestational diabetes than all other subgroups (n.s.). Asian 
(19%) respondents also reported a high rate of gestational diabetes, which was 
greater than Black (9%) respondents (p < 0.05). Black (11%) participants were more 
likely to report pre-eclampsia than AIAN-NHPI (3%) and Latina (5%) respondents (p < 
0.05). Black (31%) respondents were more likely to report anemia than Latina (20%), 
White (19%), and AIAN-NHPI (15%) participants (p < 0.05). Black (13%) and White 
(13%) respondents most frequently reported pregnancy-related high blood pressure 
(gestational hypertension), which was higher than Asian (5%) respondents (p < 0.05). 
Latina (1%) respondents reported the lowest rates of severe nausea and vomiting 
compared with all other racial/ethnic groups (p < 0.05). 

Mental health during pregnancy
Mental health results with PHQ-4
Depression and anxiety are common mental health conditions among childbearing 
women. Perinatal mental health conditions have the potential to cause considerable 
impairment for women, children, and their families and in fact are the leading cause 
of pregnancy-related deaths.10 Even though depression and anxiety are widely 
understood to be treatable, many with these conditions do not receive treatment.11 
In recent years, these mental health conditions have become more prevalent12 and 
their harmful effects have been more widely recognized.13

For these reasons, it was essential to explore perinatal mental health in our survey. 
As noted above, we asked participants whether they were experiencing these 
conditions in the 3 months before their recent pregnancy. Without reference to a 
professional diagnosis or screening tool, 23% self-reported “depression or sadness,” 

Base: all respondents (n = 3,857)
Respondents were asked to select all that apply. 
Note: answer choices included plain language (e.g., high blood pressure), descriptions, and/or diagnoses

(e.g., pre-eclampsia)

Figure 2.16: Physical health complications during pregnancy
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	Monitoring my blood 
pressure was a source of 
stress. It was the reason 
I was induced and gave 
birth at 38 weeks.

	My original birth plan 
was to have the baby 
all natural with no 
medication and in a 
birthing center. However, 
due to my preeclampsia, 
I did not get to do that.

	Pregnancy was awful. I 
was sick the entire time, 
constantly vomiting. I lost 
30 pounds.

	Pregnancy can be very 
overwhelming for a first-
time mother.

	My mental health was 
awful. It really affected 
me more than I knew.
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and 43% reported “anxiety, worry, or stress” in the 3 months before pregnancy. 
Using the questions from the Patient Health Questionnaire for Depression and 
Anxiety (PHQ-4) screening tool, we also asked about these symptoms “during your 
recent pregnancy” (reported in this section), as well as asking again about symptoms 
“in the first two months after your recent birth” (reported in the postpartum chapter). 
For a longer-term perspective, we also used the PHQ-4 screening questions and 
a trauma tool when respondents completed the second Listening to Mothers IV 
questionnaire (reported in our second full survey report). 

The PHQ-4 screening tool. PHQ-4 is a validated, ultra-brief tool composed of 2 
2-question subscales to assess depression (PHQ-2) and anxiety (generalized anxiety 
disorder or GAD-2), respectively.14 These conditions can occur independently or 
together. The 4-question tool is considered to be a marker for psychological distress, 
which is not a specific diagnosis. We followed the scoring guidance provided 
by developers in each case. In clinical settings, a positive screen of PHQ-4 or its 
subscales may lead to use of a more extensive tool or professional assessment for 
possible corroboration and treatment.

PHQ-4 and its subscales are designed to query self-reported feelings in the 2 
weeks before the time of completion. Because we asked postpartum respondents 
to describe feelings during their recent pregnancies and then during the two 
months after birth, we apply the standard PHQ-4 scoring but refer to what would 
qualify as a positive screen in the past 2 weeks as having indicated symptoms of 
depression or anxiety. 

Symptoms of depression. Twenty-one percent of respondents indicated having 
experienced symptoms of depression during their recent pregnancy using 
questions from the PHQ-2 subscale (Figure 2.17). AIAN-NHPI (38%) and Black 
(35%) respondents were more likely to indicate depression symptoms in pregnancy 
than Latina (18%) and White (18%) respondents (p < 0.05). Those with Medicaid 
(29%) were more likely to indicate symptoms of depression than those with private 
insurance (13%) (p < 0.05). Respondents in nonmetropolitan counties (27%) more 
frequently indicated symptoms of depression than those in metropolitan counties 
(21%) (n.s.).

Respondents with 1 or more disabilities (49%) were more likely to indicate 
depression symptoms in pregnancy than those with no disability (19%) (p < 0.05).

Other subgroup comparisons also reflect differences in pregnancy depression 
symptoms indicated by the PHQ-2 screening questions. Those with less education 
than a bachelor’s degree (less than high school diploma: 25%, high school diploma/
GED: 30%, some college/vocational/trade: 26%) were more likely to indicate 
depression symptoms in pregnancy than those with a bachelor’s degree (13%) or 
higher (10%) (p < 0.05). Those younger than 30 years of age (18–24: 34%, 25–29: 
26%) were more likely to indicate depression symptoms than those 30 and older 
(30–34: 15%, 35+: 14%) (p < 0.05). Those who were single (36%) were more likely 
to indicate symptoms of depression in pregnancy than those who had committed 
partners (25%), and the latter were more likely to indicate symptoms of depression 
than those who were married (16%) (p < 0.05 for both). 

Consistent with other studies,15 our data suggest that participants who reported 
experiencing sadness, depression, anxiety, stress, and worry before pregnancy, 
were more likely to also experience symptoms of depression and/or anxiety during 

	 I felt super alone, even in 
a room full of people that 
were there for me. I have 
never felt so depressed 
and lonely until my last 
pregnancy.

	My mental health was a 
difficulty, and my nutrition 
intake was bad — my 
OB/GYN physicians didn’t 
really highlight/provide 
guidance for these issues, 
which was a bit confusing 
and frustrating.

	 I wish I had somebody 
that I can confide 
in about my mental 
health, a friend or family 
member, just someone 
to trust. I had no one.
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pregnancy. Respondents who reported having feelings of depression or sadness 
in the 3 months before becoming pregnant (48%) were nearly 4 times as likely to 
have depressive symptoms during their pregnancy as those who did not report pre-
pregnancy depression (13%) (p < 0.05).

Symptoms of anxiety. Overall and for subgroups, anxiety was more prevalent 
than depression during recent pregnancies. Thirty-five percent of respondents 
indicated symptoms of anxiety when asked to respond to GAD-2 with reference 
to the prenatal period. As shown in Figure 2.18, Multiracial/Multiethnic (48%) and 
Black (46%) respondents were more likely to indicate symptoms of anxiety during 
pregnancy than Asian (28%), Latina (29%), and White (32%) respondents (p < 0.05). 
Those with Medicaid (43%) had higher rates of indicated anxiety symptoms than 
those with private insurance (27%) (p < 0.05). Respondents in nonmetropolitan 
counties (44%) more frequently indicated anxiety symptoms in pregnancy than those 
in metropolitan counties (34%) (n.s.). Respondents with 1 or more disabilities (64%) 
were more likely to indicate symptoms of anxiety in pregnancy than those with no 
disability (32%) (p < 0.05). Both respondents who were single (45%), as well as those 
with committed partners (45%) were more likely to indicate symptoms of anxiety in 
pregnancy than those who were married (28%) (p < 0.05).

Subgroup comparisons not shown in the figure also reflect differences in pregnancy 
anxiety symptoms indicated by GAD-2. Respondents with less education than a 
bachelor’s degree (less than high school diploma: 43%, high school diploma/GED: 46%, 

Overall: 21%

Base: all respondents (n = 3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Black with Latina, White, and Multi; comparing AIAN-NHPI with Latina and White

Figure 2.17: Indicated symptoms of depression (PHQ-2 scale)
during pregnancy
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	 It was a good pregnancy, 
although I felt worried 
most of the time. 
[original in Spanish]

	This pregnancy was 
very scary, having had 
one miscarriage and a 
stillbirth already. I was 
very nervous.

	At the start of 2nd 
trimester, I developed 
severe anxiety with 
panic attacks and felt 
super claustrophobic….  
I had never had panic 
attacks before and it was 
miserable.

	During most of my 
pregnancy I experienced 
severe anxiety and worry 
about my parent skills 
and if I was fit enough for 
the role because this was 
my first child.
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some college/vocational/trade: 38%) were more likely to indicate anxiety symptoms in 
pregnancy than those with a bachelor’s degree (27%) or higher (20%) (p < 0.05). Those 
younger than 30 years of age (18–24: 52%, 25–29: 41%) were more likely to indicate 
anxiety symptoms than those 30 and older (30–34: 27%, 35+: 25%) (p < 0.05).

Anxiety symptoms were also consistent between the pre-pregnancy and prenatal 
periods. Respondents who reported having experienced anxiety, worry, or stress 
in the 3 months before becoming pregnant (56%) were almost 3 times as likely to 
indicate anxiety symptoms during pregnancy compared with those who did not 
report pre-pregnancy anxiety (19%) (p < 0.05).

Symptoms of both depression and anxiety. Among all respondents, 16% had 
PHQ-4 scores indicating co-occurring symptoms of both anxiety and depression 
during pregnancy, another 19% indicated symptoms of anxiety without depression, 

Overall: 35%

Base: all respondents (n = 3,857)
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
p < 0.05 comparing Black and Multi with Asian, Latina, and White; by insurance type; by disability; by relationship status

Figure 2.18: Indicated symptoms of anxiety (GAD-2 scale)
during pregnancy
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	 I was overwhelmed …. 
A mental health doctor 
informed me I could 
have kept taking my 
anxiety medication but 
the first OB I saw … told 
me that it was better not 
to take it.

	People in my obgyn’s 
office were really 
rude because I was 
constantly anxious about 
miscarriage because I 
had 5 in a row before 
becoming pregnant 
with my son.

	Pregnancy after loss is 
very hard to manage 
even if everything is 
going well.
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and 5% indicated symptoms of depression without anxiety. AIAN-NHPI (34%) 
participants indicated the highest rate of both anxiety and depression symptoms 
during pregnancy, significantly higher than Latina (12%) and White (14%) 
respondents (p < 0.05). Participants with Medicaid indicated higher rates of both 
depression and anxiety (23%) compared with those with private insurance (9%) 
(p < 0.05). Multiracial/Multiethnic (27%) respondents most frequently indicated 
symptoms of anxiety without depression during pregnancy, a significantly higher rate 
than Latina (17%) respondents (p < 0.05). Asian (9%) respondents most frequently 
indicated depressive symptoms without anxiety during pregnancy. Responses to the 
PHQ-4 questions for 60% of respondents indicated neither symptoms of depression 
nor anxiety during pregnancy. 

Psychological distress. The full PHQ-4 is used to indicate overall psychological 
distress. Overall, according to scoring guidelines of the developer, 38% had mild, 
16% had moderate, and 8% had severe psychological distress scores. Thirty-seven 
percent of all respondents scored in the normal range on the full PHQ-4, indicating 
they were not experiencing psychological distress. 

Some subgroups differed manyfold in rates of severe psychological distress in 
pregnancy. AIAN-NHPI (20%) respondents had higher rates of severe scores on the 
PHQ-4 compared with Asian (3%) and White (6%) respondents (p < 0.05). Those 
with Medicaid (13%) had higher rates of severe scores than those with private health 
insurance (4%) (p < 0.05). Respondents with 1 or more disabilities (29%) had higher 
rates of severe scores compared with respondents with no disability (6%) (p < 0.05). 
Younger 18-to-24-year-old (15%) respondents had higher rates of severe scores 
compared with all other age groups (25–29 years: 8%, 30–34years: 6%, 35+ years: 
5%) (p < 0.05). 

Receiving help during pregnancy for mental health
Among respondents with symptoms of anxiety and/or depression, 25% reported 
taking medication for their emotional or mental well-being during their recent 
pregnancy, 35% reported receiving counseling or psychotherapy, and most with 
indications of anxiety and/or depression — 60% — received neither type of 
treatment. More specifically, as shown in Figure 2.19, 15% received counseling 
alone during pregnancy, 17% used both counseling and medication, and 8% used 
medication alone. Among different racial and ethnic groups, use of counseling 
and/or psychotherapy among those with symptoms ranged from Latina (43%) 
respondents to Black (42%), White (41%) Multiracial/Multiethnic (35%), AIAN-NHPI 
(32%), and Asian (30%) respondents (n.s.). Those receiving counseling alone ranged 
from 22% of Latina respondents to 6% of Asian respondents (n.s. for all). Use of both 
modalities ranged from 22% of Asian respondents to 11% of Multiracial/Multiethnic 
respondents (n.s. for all). Use of medication alone ranged from 12% among White 
respondents to 6% among both Black and Latina respondents (n.s.), with unreliably 
small weighted percentages for AIAN-NHPI and Asian respondents.

Respondents with private insurance (46%) more frequently got some kind of help 
than those with Medicaid (n.s.). Respondents with private (21%) insurance were more 
likely than those with Medicaid (13%) to use both modalities (p < 0.05). There were 
no differences in overall or specific kinds of help between those in metropolitan 
(40% overall) and nonmetropolitan (37%) counties.

Participants’ self-reporting of adverse mental health conditions prior to pregnancy 
was consistent with their reports of using medication to treat these symptoms 

	My blood pressure 
and my anxiety and 
depression were out 
of control. Being told 
my age might make 
my pregnancy harder 
stressed me out more.

	 I think us moms tend 
to be depressed or 
anxious but lie on the 
forms saying we are fine. 
Maybe automatically 
providing pamphlets 
and resources so we can 
look into help ourselves 
would be beneficial.

	Feeling so alone during 
pregnancy is hard, and 
being scared to share 
that with anyone because 
of the fear of having your 
baby taken away [makes 
it hard to ask for help].
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during pregnancy. Among respondents who reported a mental health condition in 
the 3 months before pregnancy, 30% reported using medication for their emotional 
or mental well-being during pregnancy, compared with 6% of respondents who 
had not reported a mental health condition before pregnancy (p < 0.05). Among 
respondents who reported a mental health condition in the 3 months before 
pregnancy, 32% reporting receiving counseling or psychotherapy during pregnancy, 
compared with 14% who had not reported a mental health condition before 
pregnancy (p < 0.05) 

Respondents used medication to address anxiety (13%), depression (9%), substance 
use disorder (1%), and other conditions (1%). The 1% who took medications for 
another concern identified such conditions as ADHD, bipolar disorder, or PTSD. 
White respondents most frequently reported medication use for anxiety (18%), as 
well as for depression (11%). White respondents (78%) were less likely to report no 
medication use for emotional or mental well-being in pregnancy than AIAN-NHPI 
(89%) and Latina (89%) respondents (p < 0.05). 

Base: respondents who indicated symptoms of anxiety (GAD-2) and/or depression (PHQ-2) during pregnancy
(n = 1,874)  

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.  
Weighted percentage for Asian and AIAN/NHPI medication only may not be representative due to n < 5
p < 0.05 for counseling and medication comparing private and medicaid insurance  

Figure 2.19: Received treatment for anxiety and/or depression 
symptoms during pregnancy
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	 I didn’t feel heard when 
I told my provider that 
my medicine for anxiety/
depression was making 
me have an allergic 
reaction. So I had to 
wean my own self off.

	 I noticed when I wasn’t 
doing too well and was 
able to get mental health 
support.

	 I felt like I was looked 
down on for taking care 
of my mental health 
through my pregnancy 
by a nurse on multiple 
occasions.
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While depression and anxiety are consequential and treatable conditions, many 
with these conditions in pregnancy do not receive help. We defined untreated 
mental health needs for these 2 conditions in pregnancy as the percentage of 
respondents with depression and/or anxiety symptoms who received neither 
counseling/therapy nor medications for these conditions during pregnancy. Figure 
2.20 shows that during pregnancy 60% of respondents with symptoms of either 
or both conditions, as indicated by PHQ-4, received neither counseling/therapy 
nor medications for them. Among racial/ethnic groups, Asian (70%) respondents 
most frequently had untreated mental health symptoms in pregnancy, followed 
by AIAN-NHPI (68%) Multiracial/Multiethnic (65%),White (59%), Black (58%) and 
Latina (57%) respondents (n.s.). Respondents with Medicaid (65%) more frequently 
had untreated mental health symptoms than those with private insurance (67%) 
(p < 0.05). Respondents in nonmetropolitan counties (63%) more frequently had 
untreated mental health symptoms during pregnancy than those in metropolitan 
counties (69%) (n.s.). Respondents with no disability (61%) more frequently had 
untreated mental health symptoms in pregnancy than those with 1 or more 
disabilities (55%) (n.s.).

Overall: 60%

Base: respondents who indicated symptoms of anxiety (GAD2) and/or depression (PHQ2) during pregnancy (n = 1,874)
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.

Figure 2.20: Untreated mental health symptoms (per PHQ-4)
during pregnancy
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	My doctor didn’t listen 
when I voiced my 
opinions concerning my 
blood pressure and my 
mental health.
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Social needs during pregnancy
 It is widely understood that social needs are a powerful driver of health status.16 
We used the validated WellRx screening tool to identify unmet social needs in 
pregnancy.vii Figure 2.21 shows the social needs that respondents reported during 
pregnancy. More than one-third identified having one or more of the 9 social needs, 
and 63% had none. Being unemployed or without a regular income was the most 
frequently identified need (20%), followed by having trouble paying for utilities (gas, 
electric, phone) (14%). Respondents also needed day care or better day care for 
their kids (11%), had trouble finding or paying for transportation (9%), experienced 
food scarcity (8%), or were homeless or worried about becoming homeless (6%). Two 
percent reported each of the following: concerned about someone in their home 
using drugs or alcohol, felt unsafe in their daily life, and someone in their home was 
threatening or abusing them.

vii	  SIREN, the Social Interventions Research & Evaluations Network, provides an inventory of social needs screening 
tools. https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison. Among those, WellRx met 
the following criteria for inclusion: validated tool, open access, applicable to population of childbearing women, 
manageable length, reading level of grade 6 or below, and inclusive of concerns that fall disproportionately to 
women. We included all items except for need help finding a better job and need help getting more education. (See 
Page-Reeves, J., Kaufman, W., Bleecker, M., Norris, J., McCalmont, K., Ianakieva, V., Ianakieva, D., & Kaufman, A. 
[2016, May]. “Addressing Social Determinants of Health in a Clinical Setting: The WellRx Pilot in Albuquerque, New 
Mexico,”; retrieved 14 April 2026 from the Journal of the American Board of Family Medicine: https://doi.org/10.3122/
jabfm.2016.03.150272)

Base: all respondents (n = 3,857)
Respondents were asked to select all that apply.

Figure 2.21: Unmet social needs during pregnancy
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	 I experienced a large 
amount of pregnancy 
aggression, verbal abuse, 
financial abuse, and 
once physical abuse from 
my spouse/partner. We 
separated a few weeks 
after my son was born. 
I currently live with my 
family.

	 [It was difficult] not 
getting prenatal care 
sooner, moving around 
constantly until 5 months 
pregnant, constantly 
stressing about where we 
were going to live and 
how to pay for things.

	Although I was homeless 
during my pregnancy, 
I made a way out. I 
graduated with my 
bachelor’s degree when 
I was 5 months pregnant 
while also being 
homeless living in my car.

	Paying utilities and being 
able to keep the lights 
on [was a challenge].

https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://doi.org/10.3122/jabfm.2016.03.150272
https://doi.org/10.3122/jabfm.2016.03.150272
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Seventy-eight percent of respondents who were privately insured reported none of 
the above social needs, while only 46% of respondents with Medicaid reported none 
(p < 0.05). Sixty-four percent of respondents in metropolitan areas reported no social 
needs, compared with 54% of respondents in non-metropolitan areas (p < 0.05). 
Respondents without a disability (67%) were more likely to report no social needs 
than respondents with a disability (36%) (p < 0.05). 

Figure 2.22 shows the average number of social needs overall and by race/ethnicity 
and income. AIAN-NHPI, Black, and Multiracial/Multiethnic respondents most 
frequently identified unmet social needs, Asian respondents identified the fewest 

Overall: 0.7

Base: all respondents (n = 3,857)
Respondents were asked to select all that apply
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
p < 0.05 comparing White with AIAN-NHPI, Black and Multi; comparing Black with Asian and Latina; comparing Asian 

with AIAN-NHPI and Multi; and Latina with AIAN-NHPI and Multi
p < 0.05 by disability, marital status, urbanicity, and income across all levels

Figure 2.22: Average number of social needs during pregnancy
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	 I was anxious because of 
finances and child care.

	My finances were 
depleted trying to get 
food for us all.

	While pregnant and 
currently I am living in a 
hotel with my kids, barely 
being able to pay for it 
sometimes.

	Not having a job and 
being broke [was a big 
concern].
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unmet social needs, and Latina and White respondents fell between these extremes. 
A gradient by income associates the greatest need with the lowest income. Beyond 
the figure, the average number of social needs was smaller among respondents 
without a disability (0.6) compared with those with 1 or more disabilities (2.0) (p < 
0.05). Participants in metropolitan (0.7) counties had fewer social needs than those in 
nonmetropolitan (1.0) counties (p < 0.05). Married (0.4) participants had fewer social 
needs on average than unmarried respondents with a committed partner (1.1) and 
single respondents (1.4) (p < 0.05). 

The postpartum chapter reports whether respondents were still experiencing 
the unmet needs they identified during pregnancy when they completed this 
questionnaire after their birth.

Employment and pregnancy accommodations
Overall, two-thirds of respondents were employed during their recent pregnancy: 
59% were employed by someone else and 8% were self-employed. Thirty-three 
percent were not employed during their pregnancy. Those having their first 
babies (73%) were more likely to be employed than those with other children 
(62%) (p < 0.05). Combined rates of employment by others or oneself ranged 
from 72% (among White respondents), followed by 70% (Asian), 69% (Black), 62% 
(Multiracial/Multiethnic), 57% (Latina), and 55% (AIAN-NHPI) (p < 0.05 for AIAN-
NHPI compared with White, Latina with White, and Latina with Black). Respondents 
with liberal political views (77%) were employed more frequently than those with 
moderate (66%) or conservative (65%) views (p < 0.05 for conservative compared 
to liberal).

Seventy-four percent of respondents who were employed worked at paid jobs 
full-time (30+ hours/week), and 26% worked part-time (fewer than 30 hours/week). 
Among those employed during pregnancy, 79% of White respondents worked 
full-time versus 67% of both Latina and Black respondents (p < 0.05). Eighty-one 
percent of respondents with private health insurance worked full-time versus 61% 
with Medicaid (p < 0.05). Respondents who were married (78%) were more likely to 
be full-time employees than respondents with a committed partner (68%) (p < 0.05). 
Respondents who were employed by someone else (78%) were more likely to work 
full-time than self-employed respondents (40%) (p < 0.05).

Among respondents who were employed by someone else, 35% had no paid 
sick leave or other workplace benefits that would have enabled them to take 
paid time off to attend prenatal visits (Figure 2.23). Latinas (49%) more frequently 
reported having no paid time off for prenatal visits than both Asian (23%) and 
White respondents (29%) (p < 0.05). Respondents with Medicaid (62%) were 
nearly 3 times as likely to have no paid time off compared with those with private 
health insurance (22%) (p < 0.05). Respondents in nonmetropolitan counties 
(48%) were less likely than those in metropolitan counties (33%) to have paid time 
off for prenatal appointments (p < 0.05). Respondents with lower incomes were 
less likely to have paid leave than those with higher incomes. Among participants 
with less than $25,000 income the majority (61%) had no paid leave and roughly 
half (49%) of those earning $25,000-49,999 had no paid leave. Among those with 
incomes between $50,000 and $99,999, just over one-third (36%) lacked paid 
leave, while just 19% of those with incomes over $100,000 had no paid leave. (p 
< 0.05 all comparisons significant except comparing $ 25,000 to $49,999 with 
less than $25,000.)

	 I spent many days broke. 
Barely paying my bills. I 
lost my job towards the 
third trimester and my 
partner went MIA.

	Most jobs do not care 
about your pregnancy.

	 I was glad that my 
job was able to 
accommodate my 
changes & made it easy 
for me.

	 I lost my job because my 
employer didn’t want to 
work with me while I was 
pregnant. I couldn’t do 
nothing about it because 
I have no proof so it’s 
considered hearsay. I was 
a waitress, not a job of 
status.

	When I got pregnant, I 
was fired from my job 
simply because I was 
pregnant. [original in 
Spanish]



LISTENING TO MOTHERS IV 68Chapter 2. Before and During Pregnancy

Among respondents employed by someone else, 47% reported needing some 
temporary changes in workplace conditions for a healthy pregnancy.viii These might 
include carrying a water bottle, working seated, taking frequent bathroom breaks, 
or avoiding lifting heavy objects. Slightly more than half (52%) reported not needing 
any pregnancy-related workplace accommodations. AIAN-NHPI (65%), Latina (58%), 
and Black (57%) respondents were more likely to need such temporary workplace 
changes than White respondents (41%) (p < 0.05). Respondents with Medicaid 
(62%) were more likely to report needing temporary workplace accommodations 
than privately insured (38%) respondents (p < 0.05). Respondents with 1 or more 
disabilities (66%) were also more likely to need an accommodation than respondents 
with no disability (46%) (p < 0.05). 

viii	The Pregnant Workers Fairness Act (PWFA) went into effect in June 2023, and the final rule went into effect in June 2024. 
Some but not all of our employed respondents would have been covered by PWFA provisions for temporary reasonable 
pregnancy accommodations granted by public and private employers with 15+ employees. (See Equal Employment 
Opportunity Commission. (n.d.). What you Should Know About the Pregnant Workers Fairness Act. Equal Employment 
Opportunity Commission. https://www.eeoc.gov/wysk/what-you-should-know-about-pregnant-workers-fairness-act)

Overall: 35%

Base: respondents employed by someone else (not self-employed) (n = 2,270)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Asian with Black and Latina; White with Black, Latina, and Multi; by insurance type; by income, 

all comparisons except between < $25,000 and $25,000-$49,999.

Figure 2.23: No paid time off for prenatal visits
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	Having to manage work 
with pregnancy and my 
health [was difficult].

	My employers were 
very supportive of me 
while I was working and 
pregnant.

	 It was difficult to book 
prenatal checkups at 
convenient times. The 
long wait times often 
disrupted my work and 
daily schedule.

	 I was able to request 
unpaid days off with my 
partner for every prenatal 
appointment.

https://www.eeoc.gov/wysk/what-you-should-know-about-pregnant-workers-fairness-act
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Of respondents who were employed by someone else and needed workplace 
accommodations, 55% said their employer fully adjusted their job conditions to 
support a healthy pregnancy, 35% reported partial adjustment in their job conditions, 
and 9% said their employer did not adjust their job conditions at all (Figure 2.24). 
AIAN-NHPI (33%) respondents most frequently reported not having been granted 
any needed adjustment in their job conditions, which was many times the rate of 
White (7%) and Multiracial/Multiethnic (8%) respondents (p < 0.05). Black employees 
(14%) were more likely to not receive needed job adjustments than White employees 
(7%) (p < 0.05). There were gradients by income level for not receiving all needed 
pregnancy accommodations. Results ranged from no accommodations received 
by 13% of those with less than $25,000 income to 7% of those with incomes of 
$100,000 and more, and partial accommodations received by 37% of those in lowest 
income group to 32% in the highest income group (n.s. for both). Privately insured 
respondents (64%) were more likely than respondents with Medicaid (49%) to report 
that all needed adjustments to their job conditions had been made (p < 0.05). 

Base: respondents who were employed by someone else (not self-employed) during pregnancy and reported 
needing temporary changes in working conditions to support a healthy pregnancy (n = 1,225)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Not shown: Requested accommodation was fully addressed
p < 0.05 for "No accommodation" comparing White with Black and AIAN-NHPI and comparing Multi with 

AIAN-NHPI; for "Partial accommodation" comparing Multi with AIAN-NHPI

Figure 2.24: Respondents who needed pregnancy workplace 
accommodations but did not fully receive them
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Late pregnancy
Large baby prediction
Larger babies are often classed as “macrosomic” (large-bodied), defined as 4,000 or 
more grams. Larger babies, and especially those weighing 4,500 grams or more, are 
associated with increased risk of maternal and newborn complications.17

Twenty-five percent of respondents said that their pregnancy care provider told them 
that their baby might be getting quite large near the end of their pregnancy. We 
explored the accuracy of these large-baby predictions. Figure 2.25 shows that more 
than three-quarters of babies predicted to be large, in fact had a normal, or even low, 
birth weight. Among respondents whose babies were predicted to be large, 74% were 
in a range considered to be normal weight (2,500–4,000 grams) and 4% were actually 
in the low-birth-weight range (less than 2,500 grams). Just 22% of babies predicted 
to be quite large had a birth weight in the range considered to be macrosomic (4,000 
grams or more). Not shown, 6% of babies predicted to be large were in the elevated 
risk group of 4,500 or more grams. As is well-documented, estimates of fetal weight 
are frequently inaccurate18 and babies born vaginally who do prove to be in the 
macrosomic range at birth overwhelmingly have favorable outcomes.19

Figure 2.25 also shows the parallel distribution of birth weights for respondents 
who were not told that their babies might be getting quite large. Relative to those 
with the prediction, those with no such prediction had more babies in both normal 
and low-birth-weight ranges and just 4% in the macrosomic range. So, while the 
prediction was wrong in nearly 4 out of 5 cases, it identified more macrosomic 
babies than those who were not told their babies might be getting large. 

In another provider contrast, 26% of respondents with predominantly obstetric 
prenatal care reported having been told about a possible large baby, versus 18% 
with predominantly midwifery prenatal care (n.s.).

Figure 2.25: Birth weight of babies whose care providers did and did not predict to be large late
in pregnancy

Normal
(2500-4000g)

Normal
(2500-4000g)

Low birth
weight
(<2,500g)

Macrosomic
(>4000g)

74%

4%

22%

84%

12%
4%

Base: respondents who were told by their maternity care provider 
that their baby might be getting quite large (n = 1,017)

Base: respondents who were not told by their maternity care provider 
that their baby might be getting quite large (n = 2,734)

Predicted
to be large

Not predicted
to be large

Macrosomic
(>4000g)

Low birth
weight
(<2,500g)

	 I was told my baby would 
be large, but he was 
born very small.

	My baby was supposed 
to be 10 lbs. he was 8.8 
and then lost a lot of 
weight in the hospital.

	They did a level two 
ultrasound and they said 
she might have been a 
little large but she came 
out a normal weight.
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Impact of large-baby prediction on mode of birth
Among the 25% of respondents whose maternity providers predicted large babies, 
40% said their provider recommended labor induction (using drugs or another 
means to try to start labor contractions) due to the size of the baby, and 28% 
said their provider recommended a cesarean for that reason. Thirty percent said 
their maternity provider did not make any recommendations related to the baby’s 
estimated large size. Among those told they had a large baby, a labor induction 
was more frequently recommended to respondents with a first birth (44%) than 
those who had previously given birth (37%) (n.s.). By contrast, a cesarean was 
more frequently recommended to those who had given birth in the past (32%) 
than those with first births (21%) (n.s.). Labor induction was more frequently 
recommended to respondents in nonmetropolitan (45%) than metropolitan (39%) 
counties (n.s.). 

Whether providers predicted a large baby and whether they recommended a 
course of action led to strikingly different rates of intervention (Figure 2.26). 
Among the 24% of respondents who were told the baby might be getting large, 
providers recommended induction of labor to 48%, and 67% of those had the 
procedure. By contrast, among the 34% who received no recommendation, 36% 
had the procedure. Among the 15% who were told the baby might be getting 
large, providers recommended cesareans to 15%, and 76% of those receiving that 
recommendation had a cesarean. By contrast, among the 34% who received no 
recommendation, only 12% had cesareans. And among the 73% of respondents who 
were not told that the baby might be getting large, 45% had labor induction and 
17% had a cesarean.

Base: respondents with no prior cesarean who gave birth at term (37 – 41 weeks) (n = 2,628)

Figure 2.26: Prediction of large baby, any provider recommendation, and rates of labor induction
and cesarean birth 

Induction
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Not told baby might
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	They were concerned my 
son was gonna be over 
10 lbs and rushed me to 
have an induction. He 
came out weighing 7lbs 
11 oz. It was scary cause 
I lost a lot of blood and 
had to receive medicine 
to boost my blood 
back up. 10/10 don’t 
recommend.
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Planned infant feeding
As respondents came to the end of their pregnancy, 63% wanted to exclusively 
feed their baby breast milk, 15% wanted to exclusively feed their baby formula, 
and 23% wanted to feed both. Just 1% were unsure how they wanted to feed their 
baby (Figure 2.27). White respondents most frequently reported planning exclusive 
breastfeeding (70%), which was significantly higher than Multiracial/Multiethnic 
(55%) and Black (44%) respondents (p < 0.05). Black respondents most frequently 
reported planning to use formula only (27%), which was significantly higher than 
Asian (8%), AIAN-NHPI (12%), Latina (9%), and White (14%) respondents (p < 0.05). 
Privately insured respondents more frequently wanted to feed their baby breast 
milk exclusively (70%) than those with Medicaid (53%) (p < 0.05). Respondents in 
metropolitan (64%) counties more frequently intended to exclusively breastfeed than 
those in nonmetropolitan (57%) counties (n.s.). 

In other comparisons, married respondents more frequently wanted to use 
breastmilk exclusively (69%) than both unmarried participants with a committed 
partner (56%) and single respondents (50%) (p < 0.05). Respondents aged 18–24 
years were more likely to report wanting to use formula exclusively (24%) than all 
other age groups (25–29 years: 13%, 30–34: 13%, 35+: 10%) (p < 0.05). 

Base: all respondents (n = 3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Totals may vary due to rounding
p < 0.05 comparing Black with AIAN-NHPI, Latina, Asian, and White; comparing Multiracial with Latina and Asian; 

by insurance type

Figure 2.27: Intention to exclusively and/or partially breastfeed
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	 I had always planned 
to breastfeed.
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Pregnancy weight gain
Among respondents who provided their weight just before becoming pregnant and 
just before giving birth, 86% reported gaining weight during their pregnancy, 10% 
reported no change in weight, and 4% reported they lost weight. More specifically, 
23% reported gaining any amount up to 19 pounds, 43% reported gaining 20–39 
pounds, and 20% reported gaining 40 or more pounds. Respondents who began 
pregnancy with a BMI classified as underweight had the largest average weight 
gain (34 pounds), which was significantly higher than the average weight gain for 
respondents with a BMI classified as obese (20 pounds) (p < 0.05). The weight gain 
for respondents with normal BMI pre-pregnancy (26 pounds) was similar to the 
weight gain for respondents with a pre-pregnancy BMI considered overweight (24 
pounds) (n.s.).ix

We examined how well respondents’ total pregnancy weight gain aligned with 
the widely accepted guidelines for pregnancy weight gain from the Institute of 
Medicine.x Figure 2.28 shows that fewer than 3 in 10 were within the recommended 
weight-gain range for all 4 BMI categories. Just 27% of respondents who entered 
pregnancy underweight were within the recommended 28–40 pound weight 
gain, 29% who were considered normal weight were within the recommended 
25–35 pound gain, 25% categorized as overweight were within the 15–25 pound 
recommendation, and 21% in obese categories were within the 11–20 pound 
recommendation. Respondents in the normal BMI range were more likely to report 
weight gain below the recommended amount than those in the overweight and 
obese categories (p < 0.05). Similarly, those in the overweight and obese categories 
were more likely to report weight gain above the recommended amount than those 
in the normal range (p < 0.05).

ix	 With respect to Body Mass Index as an indicator of healthy weight and recommended weight gain ranges by BMI 
classes, please see footnote ii in this chapter.

x	 With respect to Institute of Medicine recommendations for weight gain in pregnancy, see footnote ii in this chapter.

Base: all respondents (n = 3,857)
Note: BMI indicates body mass index; Recommended weight gain reflects Institute of Medicine guidelines for 

gestational weight gain by BMI class.
p < 0.05 for weight gain below recommended range comparing normal with overweight and obese BMI; p < 0.05 

for weight gain above recommended range comparing overweight and obese BMIs with normal BMI

Figure 2.28: Percent below, within, and above recommended weight 
gain range, by BMI category
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	 I kept my diet and 
weight on track.

	 I got too fat and the 
doctors never referred 
me to a nutritionist 
or showed concern 
about it… I ended up 
with 75 extra lbs and 
preeclampsia.

	 I tried my best to 
exercise and go on 
walks, even the day 
before I gave birth, to 
ensure I wouldn’t gain 
too much weight and 
cause any health issues.
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Childbirth in 
Hospital Settings

Chapter 3.  
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Hospital childbirth overview
This chapter covers childbirth in hospitals. While rates of community births (in birth 
centers and at home) have been slowly but consistently increasing, during the years 
when our respondents gave birth (2023–2024), 98% of all births in the United States 
were in hospitals.1 Though relatively short, maternity care during labor, childbirth, 
and the initial days following birth is complex and technology-intensive for nearly 
all those with hospital births. Hospital care during the intrapartum period also uses 
the vast proportion of financial resources devoted to maternal and newborn care.2 
We focused on the practices and interventions about which people having babies 
could be reasonably expected to accurately report. We are unable to report many 
other details of experiences that respondents may not have known or been able 
to recall. For example, we would not expect the majority of respondents to recall 
many of the specific drugs added to intravenous bags or whether a perineal tear 
they experienced was categorized as a severe third- or fourth-degree tear. The 
following chapter examines the fundamental endpoints of hospital childbirth, vaginal 
and cesarean births, and the various paths to these outcomes. Additional questions 
about this phase of care were included in our second questionnaire and will be 
covered in that questionnaire’s companion report.

Mother
We begin this chapter by summarizing basic characteristics of our respondents 
and their single babies born in U.S. hospitals in 2023 and 2024. Because we 
weighted our data set to reflect the population distribution of maternal age, parity 
(the number of births our respondents have had), and mode of birth, we do not 
report on those variables here. Please see Appendix A for raw, weighted, and birth 
certificate age and parity data and Context & Brief Methodology, above, for details 
of weighting.

Length of labor and starting labor. We asked respondents who experienced labor 
(whether it ended in a vaginal or cesarean birth) to tell us about the length of their 
labor, from “when regular contractions began until birth.” The overall average was 
12.5 hours. Sixteen percent reported laboring for fewer than 4 hours and 24% for 
4-7 hours. Regardless of whether the labor resulted in a vaginal or cesarean birth, 
those with previous births were more likely than those having their first baby to 
report these shorter labors. For those who labored from 8 to 11 hours (18%) or 12 to 
15 hours (15%), length of labor between those with first or subsequent babies did 
not differ (n.s.). However, those with first births (39%) were more likely than those 
with prior births (14%) to labor 16 hours or more (p < 0.05).

Nearly 4 in 10 (39%) of our respondents reported that they had experienced a 
medical induction of labor, when a provider uses medicine or some other means 
to try to start regular labor contractions before they have started on their own. 
For those with medical inductions, the experience of childbirth can involve many 
additional hours and the use of many additional medical services. Of those with 
medical inductions, 81% told us that the induction did actually start their labor. 
On average, they reported that 10 hours elapsed between the beginning of 
labor induction and the experience of regular contractions. For 15% of those 
experiencing a medical labor induction, the procedure did not actually start their 
labor. We asked that group how many hours had elapsed from the beginning of 
labor induction until the decision was made to stop trying to induce labor. On 
average, they reported 14 hours. Later in this chapter we present many additional 
details relating to labor induction.

	 I don’t feel like giving 
birth to another human 
gets enough credit and 
respect.

	The hospital experience 
wasn’t what the tour said 
it would be.

	 I was always informed 
before my decisions were 
made and encouraged to 
stick with my birth plan.

	My OBGYN and the 
hospital staff were 
supportive, respectful, 
and explained things 
clearly. I especially 
appreciated how they 
made me feel safe and 
included in decisions.
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Maternal length of hospital stay. On average, respondents’ total hospital stay was 
3.3 days. The average hospital length of stay of respondents with a vaginal birth was 
2.8 days, in contrast to an average length of stay of 4.4 days for respondents with 
a cesarean birth. Seven percent of all participants stayed fewer than 2 days, and 
79% stayed 2 to 4 days, with those having vaginal births more likely than those with 
cesarean births to experience these shorter stays (p < 0.05). Ten percent stayed 5 to 
7 days, and 3% stayed 8 or more days, with cesarean births more likely in both cases 
than vaginal births (p < 0.05).

Baby
Gestational age. We calculated gestational age using respondents’ reports of their 
due dates and their babies’ birth dates. As due dates estimated earlier in pregnancy 
are typically based on early ultrasounds and are more accurate than later estimates,3 
we further asked, “If you were given different due dates, please give the estimate 
made earlier in your pregnancy.” 

Figure 3.1 shows the distribution of our respondents’ births by weeks of gestation. 
The majority of births in the United States, overall and in our study, are now scheduled 
before labor begins on its own. In our data set, scheduled births included 39% initiated 
as medical inductions (some of which also become unplanned cesareans) and 14% 
were scheduled, planned cesareans. This overall foreshortening of gestational age is 
seen in Figure 3.1, which shows that the most common gestational age at which to give 
birth is now 39, as opposed to 40 weeks. Comparative data (e.g., comparing this data 
to U.S. births in 1990, when there were fewer scheduled births, to countries with fewer 
scheduled births, and to community births in the U.S., which are still most commonly at 
40 weeks) suggest that the distribution of gestational age at birth in hospitals has been 
skewed earlier, increasing early term and preterm births.4

Birthweight. The average birth weight of the singleton babies born to our 
respondents was 3,212 grams, or 7 pounds and 1 ounce. In this study, 1% were in 
the very low birth weight class (<1,500 grams), 9% were low birth weight (1,500–
2,499 grams), 82% were normal birth weight (2,500–3,999 grams), and 8% were 
macrosomic, meaning “large-bodied” (4,000 or more grams).

Please see details about the 25% of respondents whose providers predicted large 
babies in the Late Pregnancy section of chapter 2.

Base: all respondents (n = 3,857)

Figure 3.1: Gestational age at time of birth, in weeks
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Golden hour just after birth. There is robust evidence of many both short-
term and enduring benefits of skin-to-skin contact immediately after vaginal and 
cesarean births for both mothers and their healthy term or late preterm infants.5 
As a result, we asked respondents to tell us the primary location of their babies in 
the initial hour after birth (often called the “golden hour”) and whether newborns 
with their parents had been skin-to-skin or separated by clothing, blankets or some 
other material. Interpreting the evidence, skin-to-skin with mothers is optimal. 
While skin-to-skin contact with the baby’s father or the mother’s spouse or partner 
also shows impressive benefits,6 this contact does not support the establishment 
of breastfeeding, nor does it foster postpartum transitions and other important 
maternal benefits. Being with staff for special care is a priority when a baby is 
experiencing health concerns. However, separating the baby from the mother or, 
next best, another family member to be with staff for routine care (e.g., bathing, 
weighing) is not aligned with best practices and reflects a missed opportunity for 
optimal benefits.i

Overall, 63% told us their babies had been in their arms at this time, and 10% said 
babies had primarily been with their spouse or partner. Six percent of babies had 
been with staff for special care. However, 17% had been with staff who were carrying 
out routine tasks. 

Figure 3.2 shows the location of babies in the first hour for the most optimal 
location, as well as the least optimal – and largely avoidable – location. On the 
left, experiencing the optimal location, in mothers’ arms, ranged from Asian (68%) 
respondents, followed by White (66%), Multiracial/Multiethnic (65%), Latina (60%), 
Black (56%), and AIAN-NHPI (54%) respondents (p < 0.05 for White versus Black). 
Those with births covered by private insurance (66%) more frequently reported being 
with their babies than those with births covered by Medicaid (60%) (n.s.). Those who 
gave birth with a midwife (76%) were more likely to be with their babies during the 
golden hour than those who gave birth with an obstetrician (63%) (p < 0.05), and 
respondents with a vaginal birth (74%) were far more likely than those with a cesarean 
(41%) to be together at that time (p < 0.05).

To the right in Figure 3.2 is the least optimal, and virtually always avoidable, 
location. Babies with staff for routine care ranged from AIAN-NHPI (23%) to Black 
(21%), Latina (20%) and Asian (20%), White (15%), and Multiracial/Multiethnic (13%) 
(n.s.). Babies with births covered by Medicaid (19%) were more frequently with staff 
for routine care during the golden hour than babies with births covered by private 
insurance (16%) (n.s.), as were those with obstetric (17%) versus midwifery (12%) birth 
attendants (n.s.). Babies born by cesarean (24%) were more likely than those born 
vaginally (14%) to be receiving routine staff care (p < 0.05). Not shown in the figure, 
babies born into homes speaking a language other than English or Spanish (38%) 
were more likely to be receiving routine care during the golden hour than babies 
from homes speaking English (16%) (p < 0.05).

Not shown is the pattern of babies who were with staff for special care. There were 
differences by mode of birth (11% cesarean, 4% vaginal, p < 0.05), by type of birth 
attendant (6% obstetrician, 2% midwife, p < 0.05), and by whether the respondent 
reported any disabilities (11% any, 6% none, p < 0.05).

i	 Practice guidelines clarify that initial professional assessments can and should be carried out while mothers and 
healthy newborns are together, skin-to-skin. (Association of Women’s Health, Obstetric and Neonatal, Nurses. [2021, 
November]. Immediate and Sustained Skin-to-Skin for Healthy Late Preterm and Term Newborns After Birth: AWHONN 
Practice Brief 14. Retrieved 3 April 2026, from: https://doi.org/10.1016/j.jogn.2021.07.007)

	When my 2nd child was 
born, he had a low heart 
rate and they wanted to 
take him straight to the 
NICU, but my provider 
advocated for them to let 
me do skin to skin with 
the baby. This naturally 
helped his heart rate and 
he never had to go to 
the NICU.

	 I loved that they let me 
do skin-to-skin.

	Staff was uneducated 
and kept trying to take 
baby off me skin to skin.

	 I did not get to hold my 
baby for more than 5 
minutes after birth. Also 
did not get to feed him 
or have that golden hour.

	She was taken off to the 
NICU and I didn’t get 
to skin-to-skin contact, 
which was the saddest 
part to me.

	After birth they took 
the baby away for so 
long, it seemed like 20 
minutes, cleaning him 
instead of putting him 
on my chest, which I 
wanted immediately. 
Of course he stopped 
crying instantly but that 
was weird and no one 
explained why they did 
that.

https://doi.org/10.1016/j.jogn.2021.07.007
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Figure 3.3 shows whether babies who were either with their mothers or their 
mothers’ spouse or partner were skin-to-skin or were separated by blankets, 
clothing, or something else. Overall, there were easy and missed opportunities 
for improvement among the 12% who were not skin-to-skin. Notable differences 
were reported by AIAN-NHPI respondents (30% not skin-to-skin) versus Black 
(13%), White (10%), and Asian respondents (8%) (p < 0.05). We found the 
continuing pattern of challenges by type of birth attendant (12% obstetrician, 5% 
midwife, p < 0.05) and by mode of birth (18% cesarean, 10% vaginal separated 
by fabric, p < 0.05). Lastly, those with lesser (30%) versus greater (11%) English 
proficiency were less likely to be skin-to-skin with their mother or her spouse/
partner (p < 0.05).

Baby’s location during hospital stay, including NICU admission. We asked 
respondents where their babies mainly stayed for the duration of hospitalization. 
About 3 in 4 (74%) kept their babies in their rooms (“rooming in”). Seventeen 
percent reported a mix of in-room and in-nursery locations, and 2% said their babies 
were always or almost always in the nursery.

Overall: 63% Overall: 17%

Base: all respondents (n = 3,857)
Not shown: In arms or on chest of partner/spouse, with staff for special care, somewhere else, and not sure
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no insurance, multiple insurance plans.
p < 0.05 for "in arms/on chest of respondent," comparing Black with White; by mode of birth;  for "with staff for routine care," by mode of birth

Figure 3.2: Optimal and concerning location of baby during first ("golden") hour after birth
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	 I had to push for 
golden hour.
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Neonatal intensive care units, or NICUs, were especially developed to care for 
preterm and ill babies. Birth certificates have included data on NICU admissions 
since 2016 and have shown a trend of increasing use since that time.7 We asked 
whether respondents’ babies had been admitted to NICUs. Eighty-five percent were 
never admitted, while 7% were in the NICU for the entire stay, and 7% were in the 
NICU for part of the stay. 

Figure 3.4 shows the proportion of babies with any NICU stay, by race/ethnicity, type 
of insurance, and mode of birth. The babies of AIAN-NHPI respondents (22%) most 
frequently had NICU stays, followed by Black (20%), Asian (16%), White (13%), Latina 
(12%), and Multiracial/Multiethnic respondents (10%) (p < 0.05 comparing Black with 
Latina, White, and Multiracial/Multiethnic respondents). Babies with births covered 
by Medicaid (16%) were more frequently admitted to the NICU than those with births 
covered by private insurance (12%) (n.s.). Those born by cesarean (22%) were also 
more likely to be admitted to the NICU than those born vaginally (10%) (p < 0.05).

Base: respondents whose baby was in the arms/on the chest of the mother or their spouse/partner in the hour after 
childbirth (n=2,810)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Not shown: I'm not sure
p < 0.05 for both skin-to-skin and clothing/blanket, comparing AIAN-NHPI with Black, White, and Asian; by mode 

of birth; by English proficiency

Figure 3.3: Whether babies who were with mother or spouse/partner 
during golden hour experienced skin-to-skin contact
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	After my c-section at 
2 am, I barely saw my 
baby for hours. I was not 
offered skin to skin or to 
try to breastfeed.

	Breastfeeding was 
not successful due to 
the NICU stay. I wish 
there had been more 
information on pumping 
and bottle feeding 
beforehand.

	A few staff had a 
negative impact on my 
birth experience due to 
not promoting skin-to-
skin in the OR setting 
and not reuniting me 
with my baby quickly 
enough.

	My baby had a low 
APGAR score at birth 
and was taken to the 
NICU after only 1-2 
minutes of skin to 
skin due to difficulty 
breathing, so we did 
not get the bonding 
time immediately after 
the birth that I was 
hoping to have.



LISTENING TO MOTHERS IV 80Chapter 3. Childbirth in Hospital Settings

NICUs are well-known hospital revenue centers. Concerns have recently been raised 
that a high volume of NICUs and perinatologists is leading to admission of healthier 
and healthier babies (“supplier-induced demand”), and that babies who do not 
benefit experience avoidable risks such as mother-infant separation, exposure to 
harsh lights and noise, and exposure to infections.8 A multistate study found that 
most admissions are for 35+ week babies, and many have mild conditions that could 
be handled in well-baby units.9 

In Figure 3.5, we present results for our respondents whose babies had NICU stays 
by 3 indicators of risk. While we cannot determine which admissions may have 
been safely avoided, we found that many babies admitted to NICUs had lower-risk 
attributes. Contrary to past trends, 67% of babies admitted to NICUs throughout 
or partially during their stay were at term (37–41 weeks) gestational age, 63% were 
of normal birthweight (2,500–4,000 grams), and 49% had 2- or fewer-day (21%) or 
3-to-4-day (28%) hospital stays. These results suggest that very ill and/or premature 
babies no longer constitute the majority of babies in the NICU.

Newborn length of hospital stay. The average newborn length of hospital stay was 
3.2 days. Overall, 53% stayed 2 or fewer days, 34% 3–4 days, 7% 5–7 days, and 4% 
stayed 8 or more days. 

On average, the length of stay for babies who had no NICU admission was 2.4 days. 
The average length of stay for babies with partial NICU stays was 5.3 days, and those 
who were in the NICU throughout their hospital stay had average lengths of stay of 
11.3 days.

Overall: 14%

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Black with White, Latina, Multi; by mode of birth
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Figure 3.4: Newborn admission to the neonatal intensive care unit 
(NICU)

	 I wanted them to [admit 
my baby to the NICU] so 
I could get a little rest.

	They had never been 
able to get me an 
explanation as to why my 
baby was kept in NICU, 
and I truly believe they 
just wanted to hit her 
insurance with a huge 
bill.

	 I felt like the NICU 
doctors towards the end 
tried to pressure us into 
keeping her there longer.

	During the NICU 
experience, I felt 
like they weren’t as 
breastfeeding friendly. 
They were pushing 
feeding her so much with 
a bottle because they 
could measure/schedule 
it instead of letting her 
nurse on demand.
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Those with the shortest stays of 2 or fewer days in the hospital were more likely to 
have births covered by private insurance (60%) versus Medicaid (46%) (p < 0.05), to 
have had a midwife (65%) versus obstetrician (52%) as the birth attendant, to have 
been born vaginally (65%) versus by cesarean (29%) (p < 0.05), to have had mothers 
who were married (57%) versus unmarried with a partner (47%) (p < 0.05), and to 
have had mothers with no (54%) versus 1 or more disabilities (43%) (p < 0.05).

Babies with the longest hospital stays, 8 or more days, were more likely to be 
Black (4%) or White (3%) than either Asian (<1%) or Multiracial/Multiethnic (1%) 
(p < 0.05). Those born by cesarean (6%) were more likely to stay for 8 or more 
days than those born vaginally (1%) (p < 0.05). Babies of mothers who were not 
employed (5%) were more likely to have the longer lengths of stay than those with 
mothers who were employed by someone else (not self-employed) (2%) (p < 0.05). 
Babies with any NICU admission (29%) were far more likely than babies with no 
NICU admission (< 1%) to stay in the hospital for 8 or more days (p < 0.05). 

Base: all respondents (n=3,857)
p < 0.05 comparing early term with full term, late term, post term, and preterm; comparing full term with late term and 

post term; comparing preterm with late term and post term; 
p < 0.05 comparing VLBW with LBW and normal; comparing normal with LBW and Macrosomic 

Figure 3.5: Distribution of newborns admitted to the NICU
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	They should have let me 
keep my baby instead of 
taking him to the NICU. 
He had jaundice, but it 
was not life-threatening. 
And they did not give 
me the chance to 
breastfeed, and monitor 
him in my room.

	 [My baby was admitted 
to the NICU] for jaundice.

	At first they wanted 
to put my child in the 
NICU, until my husband 
stepped in and said they 
shouldn’t.
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Childbirth care team 
Type of birth attendant
We asked respondents which type of maternity care provider “primarily” delivered 
their baby, as multiple types could be involved among those who labored. Figure 3.6 
shows that 84% had a physician as their primary birth attendant. The vast majority 
(78%) were obstetricians and 2% were family medicine physicians. Five percent had 
a physician, but they were unsure about the specialty. Nine percent had a midwife, 
and this would primarily have been a certified nurse-midwife (CNM), along with 
some certified midwives (CMs). One percent identified a physician associate (also 
known as physician assistant). Another 3% identified a nurse who was not a midwife, 
a circumstance generally reflecting that a maternity care provider was not present.

While some midwives assist at cesarean births, only physicians lead these surgeries. 
Figure 3.6 also shows the distribution of type of birth attendant by all births and 
vaginal births. For vaginal births relative to all births, the percentage attended by 
obstetricians decreases from 78% to 73%, and the percentage attended by midwives 
increases from 9% to 13% (n.s.).

Figure 3.7 shows the type of birth attendant (obstetrician, midwife) in all births by the 
respondent’s race/ethnicity, type of insurance, mode of birth, and prenatal provider. 
White respondents (81%) were more likely to have an obstetrician than either AIAN-
NHPI (64%) or Black respondents (73%) (p < 0.05). Other groups more likely to have 
an obstetrician as birth attendant were those with private insurance (82%) versus 
Medicaid (74%), with cesarean (88%) versus vaginal births (73%), and who had had 
prenatal care led by obstetricians (85%) versus midwives (34%) (all p < 0.05%). 

Not shown in the figure, obstetrician birth attendants were also more likely among 
respondents with prior births (81%) versus initial births (73%); who were married 
(79%) versus single (68%); and had a professional degree (87%) versus some college 
(77%), completed high school/GED (75%), or less education (69%) (all p < 0.05).

Base: all respondents (n = 3,857)

Figure 3.6: Type of birth attendant among all births and among
vaginal births
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	The doctor was 
wonderful and let me 
birth the way I wanted to.

	 I received great care from 
my midwife, and she and 
the hospital encouraged 
breastfeeding.

	The nurses were the star 
of the care team during 
my delivery.

	 I would have liked to 
have worked with a 
midwife instead of an 
OBGYN but I didn’t know 
how to get connected 
with one.

	My midwife had a 
student that assisted in 
the delivery. Of the 5 
deliveries, the last one 
was the best experience. 
I did not receive the 
same level of care in all 
of my other pregnancies.
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Among racial and ethnic groups (Figure 3.7), having a midwife birth attendant 
ranged from Asian (13%) to Multiracial/Multiethnic respondents (7%) (n.s.), and those 
with Medicaid (8%) versus private insurance (9%) had similar use of midwife birth 
attendants (n.s.). Midwives were much more likely to have been the primary birth 
attendant in vaginal (13%) than cesarean births (1%) (p < 0.05), and midwives (60%) 
were also much more likely than obstetricians (4%) to have been the respondent’s 
main prenatal provider (p < 0.05 for both).

We asked respondents whether the maternity care provider who delivered their baby 
had been a student, further clarifying, “Note: medical residents are not considered 
students. Students refer to medical or midwifery students.” Four percent said that a 
student had delivered their baby, 90% said that the birth attendant had not been a 
student, and 6% were not sure. Relative to Asian and White respondents (both 2%), 
Black respondents (7%) were more likely to report a student birth attendant (p < 0.05). 
Relative to White respondents (2%), Latina respondents (6%) were more likely to report 
a student birth attendant (p < 0.05). Those with less English proficiency (10%) were 
much more likely to report a student birth attendant than those with greater English 
proficiency (3%) and also to be unsure of the status (22% versus 5%) (p < 0.05 for both).

Base: all respondents (n = 3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Not shown: family physicians, doctor not sure what type, PA, nurse (who is not a midwife), not sure.
p < 0.05 comparing White with Black and AIAN-NHPI; by insurance type; by mode of birth; by prenatal provider type

Figure 3.7: Birth attendant type
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	The doctor came in 30 
minutes after my baby 
was delivered by the 
nursing staff.

	The L&D nurse that 
delivered me was 
in training and had 
literally only seen a few 
deliveries in her life. She 
was not at all capable 
of assisting with severe 
complications due to 
pre-eclampsia.

	They tried to argue to 
keep students in the 
room after I said no.

	The on-call OB let the 
medical student pull the 
baby with her hands and 
let her do the stitches, 
which was concerning. I 
wish the OB had done it 
herself.

	Out of all three of 
my births, this one 
was one of the best 
experiences.... My first 
two were with OBGYN 
care rather than midwife 
care. I tore with my first 
two babies, but did not 
tear with my last, mainly 
because of the way my 
midwife helped delivery 
my baby/stretch my 
vaginal opening during 
birth.



LISTENING TO MOTHERS IV 84Chapter 3. Childbirth in Hospital Settings

Eighty-seven percent of respondents saw a physician for both prenatal care and 
birth. Five percent saw a physician prenatally but had a midwife birth attendant, 3% 
saw a midwife for prenatal care and had a physician for birth, and 5% saw a midwife 
for both prenatal care and birth. Among respondents who saw a midwife for prenatal 
care and a physician for birth, 38% had a cesarean birth.

Doula and other support
Doula support. Our survey provides a national snapshot of use of doula support 
during a time of great transition: to increased Medicaid and other insurance 
coverage of doula services, to greater access to doula services among people less 
able to pay out of pocket, to more community-based programs for doula education 
and services, and to greater access to doula support during pregnancy and the 
postpartum period versus birth alone.10

In all, 18% of respondents reported using doula services during 1 or more 
phases of care, that is, during pregnancy, around the time of birth, and/or in the 
community (at home or elsewhere) after birth. During the establishment of the 
doula role and revival of nonclinical support that began later in the 20th century, 
doulas almost exclusively provided continuous labor support while people were 
giving birth. Figure 3.8 shows that doula support during the intrapartum period 
still predominates, with doulas accompanying families at 12% of all births. Most 
commonly, respondents reported only having doula support at the hospital while 
giving birth, accounting for 7% of all births. Our respondents also experienced all 
other combinations by phase. The next most common use of doula support was 
during pregnancy alone, experienced by 4% of all respondents. Just 2% of our 

Base: all respondents (n=3,857)

Figure 3.8: Percentage utilizing doula support during prenatal, 
childbirth, and postpartum phases of care
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	 I was practiced on 
during my childbirth. 
Due to it being the 
Thanksgiving holiday, it 
was understaffed.

	My doula provided me 
with emotional support, 
guidance, and a sense 
of calm during my 
pregnancy and birth 
journey.

	 I searched everywhere 
for an Indigenous or 
doula of color for my 
birth and was unable to 
find one…. Every doula 
I interviewed didn’t have 
much experience with 
supporting women of 
color, no less, Indigenous 
women.

	My doula supported me 
and my baby throughout 
all stages of pregnancy 
and postpartum.... I 
couldn’t imagine giving 
birth without my doula’s 
support and advocacy 
while in labor ... 
especially since I had no 
family for support.

	 I loved having a doula 
present. As a Black 
woman, I was really 
scared about what 
might happen to me 
and my husband is from 
another country, so it 
was nice to have another, 
knowledgeable person 
in my corner to advocate 
for me if needed.
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respondents experienced support during all 3 phases of care. A similar proportion, 
2% received doula support both during pregnancy and while giving birth. One 
percent received support during the postpartum period alone. The smallest 
proportions – less than 1% – received 2 other combinations: birth and postpartum 
or during pregnancy and in the postpartum period. 

Table 3.1 shows the data in another format and shows phase-of-care combinations 
experienced among all respondents and among those with any doula support. 
Nine percent of all respondents received doula support during pregnancy, 12% 
while giving birth, and 4% in the postpartum period, with 18% of respondents 
experiencing doula support during 1 or more phases of care. Looking only at those 
who experienced any doula support, 42% had a birth doula alone; 25% had a doula 
during pregnancy alone; 11% had the continuity of doula support in pregnancy, 
while giving birth, and afterward in the community; and 10% experienced prenatal 
and childbirth support. Smaller proportions of those with any doula support 
had doula support in the postpartum period alone (7%), during birth and in the 
postpartum period (3%), and during the prenatal and postpartum periods, but not 
during childbirth (3%).

Figure 3.9 presents results for the 12% of respondents who received doula support 
while giving birth (whether or not they received such support in pregnancy or at 
home after their birth). Black (17%) respondents most frequently had a birth doula, 
followed by Latina (14%), AIAN-NHPI (11%), Multiracial/Multiethnic (10%), and Asian 
and White respondents (both 9%) (p < 0.05 for Black versus White and Multiracial/
Multiethnic respondents). Twelve percent of those with both private insurance and 
Medicaid used birth doulas (n.s.). Participants in metropolitan counties (12%) more 
frequently reported birth doula support than those in nonmetropolitan counties 
(10%) (n.s.), as did those with midwife (17%) versus obstetrician prenatal providers 
(11%) (n.s.).

Phase of Care % of all % of those with doula support

Pregnancy Birth Postpartum All 
respondents

Respondents with 
any doula support

7% 42%

4% 25%

2% 11%

2% 10%

1% 7%

<1% 3%

<1% 3%

18% 100%

Base: all respondents (n=3,857) and respondents with any doula support (n=699)
9% of all respondents had doula support during pregnancy, 12% when giving birth, and 4% in the postpartum period
49% percent of respondents who had doula support had the support during pregnancy, 66% when giving birth, and 23% in the postpartum period

Table 3.1: Doula support among all respondents and among those with any doula support, 
 by phase of care

	 [Having a doula] made 
the experience feel more 
personal and less clinical. 
I felt supported. It was 
nice to have someone 
there that had full focus 
on me and my emotional 
needs at that time.

	Having a doula at my 
side made a world of 
difference. I had a plan 
and stuck to it with 
her help.

	She helped me have 
the birthing experience 
I wanted.
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Social network support at birth. We also asked respondents whether they had 
received support from 2 groups in their personal networks when giving birth: a 
spouse or partner and another family member or friend. Just 3% reported that no 
one from their social network had accompanied them when they gave birth. Eighty-
nine percent told us that a spouse or partner had been with them for support, and 
43% said that another family member or friend had been present. As shown in 
Figure 3.10, this further breaks down into 54% who were accompanied by a spouse 
or partner alone, 8% who were accompanied by another family member or friend 
alone, and 35% who told us that both had been present. All racial and ethnic groups 
experienced high levels of support from their personal networks, with some variation 
in the composition of one, the other, or both types. Significant differences within 
subgroups are shown in notes below the figure.

Not shown in the figure, those with private insurance (96%) were more likely than 
those with Medicaid (81%) to be accompanied by a spouse or partner, and those 
with Medicaid (50%) were more likely than those with private insurance (37%) to be 
accompanied by another family member or friend (p < 0.05 for both). Respondents 
with their first births (53%) were more likely than those with previous births (36%) to 
be accompanied by another family member or friend and were less likely (1%) than 
those with previous births (4%) to be unaccompanied at this time (p < 0.05 for both). 
Respondents who were married (33%) were less likely than those with a committed 

Overall: 12%

Base: all respondents (n=3,857) 
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans. 
p < 0.05 comparing Black with White and Multi 

Figure 3.9: Use of doula support during childbirth
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	 It was my best labor and 
delivery experience out 
of all 7! I was comforted, 
given support and 
confidence, and wished 
I’d had a doula the first 
6 times!

	 I really like the 
experience [of having 
a doula] compared to 
just having doctors and 
nurses.

	 It was ... a perfect labor 
and delivery with the 
doula’s help.

	 It was well worth it [to 
have a doula]. I achieved 
a VBAC and had a much 
more positive experience 
than my first.

	Having a supportive 
husband made giving 
birth so much better.

	The hospital let my family 
be included in my birth. 
I had 5 of my closest 
family members there.

	 I would really 
recommend doula 
services in the hospital 
to everyone and am 
so grateful my hospital 
offered free services.
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partner (53%) or single (64%) to be accompanied by another family member or 
friend (p < 0.05). Younger respondents 18–24 years old (49%) and 25–29 years old 
(50%) were more likely than older respondents 30–34 years old (33%) and 35 years 
and older (34%) to be accompanied by another family member or friend, and the 
youngest group (18–24) was also more likely than those who were 24–29 years old to 
be accompanied by another family member or friend (p < 0.05 for all).

Labor induction
The use of labor induction has increased substantially in recent years.11 Our survey 
looked at many dimensions of induction of labor, including provider discussions 
about this procedure and details of both self-induction and medical induction. By 
contrast, birth certificates contain a single item, whether a provider tried to start labor 
before it started on its own. In addition to this subsection, please see “Large baby 
prediction” and “Impact of large baby prediction on mode of birth” in chapter 2.

Shared decision-making and elective labor induction at term
Elective induction of labor at term has become widespread in recent years, and there are 
pros and cons of elective induction versus waiting for labor to begin on its own.12 Official 
guidance recommends shared decision-making given varied and conflicting evidence.13 

Shared decision-making assessment tool. We included a generic, nationally 
endorsed measure of the extent to which patients are involved in a shared decision-
making process,14 and applied it to elective induction of labor at term. The tool 
consists of 4 questions, each of which receives a score of 1 or 0, with 4 being the 
best shared decision-making processes and 0 being the worst. 

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Estimates for the prevalence of neither for Asian is based on small numbers and so may not be representative
p < 0.05 for "Spouse/partner" comparing Black with Asian, Latina and White; comparing Multi with White and Asian
p < 0.05 for "Both" comparing Asian with Black and Multi
p < 0.05 for "Other family/friend" comparing White with AIAN-NHPI, Black; comparing Black with Latina and Multi

Figure 3.10: People from social network who accompanied
respondent at birth
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	Above all, my partner 
was always there for 
me and incredibly 
supportive.

	 I felt the support of my 
family throughout the 
entire time – before, 
during and afterwards. 
Having a community 
really made the big 
difference.

	While I appreciate 
modern medicine and 
necessary medical 
interventions, I don’t 
understand the push for 
inductions.

	Doctors kept pressuring 
to agree for induction 
of labor, as if there was 
something in it for them.
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We said, “By ‘inducing labor,’ we mean having a maternity care provider use 
medicine or some other way to try to start regular labor contractions before 
they start on their own.” To direct the 4 questions to the appropriate group of 
respondents, we asked, “Did your maternity care provider speak with you about 
inducing your labor for no other reason except because it was around your due 
date (that is, around full term or the 39th week of pregnancy)?” Nearly half of 
respondents (47%) replied affirmatively. They were then asked, in plain language, 
how much the provider had talked about why to have term labor induction, how 
much the provider had talked about why not to have term induction, whether there 
had been any talk about seriously considering waiting for labor to start on its own, 
and whether the provider had asked whether the respondent wanted to have an 
elective induction around her due date. 

Shared decision-making scores. Figure 3.11 presents results. The developers of 
the shared decision-making scale consider responses to the left of the vertical line 
to be inadequate shared decision-making and award no point, while responses to 
the right of the vertical line signal better shared decision-making processes and 
receive a point for each. Responses in our survey to the first 3 questions reveal 
skewed information: 64% “a lot” and “some” responses favoring elective induction 
versus 37% “a lot” and “some” against elective induction. More than 6 times as 
many respondents said there had been no talk at all about not electively inducing 
(37%) versus no talk at all about electively inducing (6%). With the third question, 
nearly half (47%) said that their provider had not discussed the option of waiting for 
labor to begin on its own as a serious option. The responses to the first 3 questions 
suggest a strong push toward elective induction of labor. Following this clear 
support for term elective induction, asking the majority of respondents (62%) in the 
final question whether they wanted to electively induce their labor is not necessarily 
an exemplary practice for shared decision-making, but is accorded a point in the 
scoring guidelines.

Base: respondents whose maternity care provider spoke with them about inducing labor solely because it was around their due date (n=1,821)
Note: This is an endorsed quality measure (NQF 2962) applied to term elective induction. Developer scoring is 0 points for each choice to left of line and 1 point

for each choice to right of line, with 4 best and 0 worst score.

Figure 3.11: Provider involvement of respondent in shared decision-making about elective induction 
of labor around due date

26%37%

9%28%

53%

62%

31%6%

26%37%

47%

38%

Some A lotNot at all A little

YesNo

How much did your maternity care provider talk
about inducing your labor for no other reason
except because it was around your due date?

How much did your maternity care provider talk
about not inducing your labor for no other reason
except because it was around your due date?

Did your maternity care provider talk about
waiting for labor to begin on its own as
something that you should seriously consider?

Did your maternity care provider ask if you
wanted your labor induced for no other reason
except because it was around your due date?

	They were basically 
pushing and harassing 
me to induce so bad. 
My due date wasn’t for 
another week.

	She just kept saying that 
most women are really 
uncomfortable and just 
want their pregnancy 
over at this point, 
so I should consider 
induction greatly.
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With respect to scoring of responses to this validated tool, just 17% of responses 
scored 4 (the best shared decision-making processes), 23% scored 3, 25% scored 
2, 29% received 1 point, and 7% had 0 points. These results identify much room for 
improvement in professional shared decision-making processes in the context of 
elective induction at term.

Figure 3.12 looks at the subset (17%) with scores of 4, rated as the most exemplary 
processes for shared decision-making. Providers were more likely to offer more 
exemplary shared decision-making to some subgroups rather than others. 
Percentages with scores of 4 among racial and ethnic groups ranged from Asian 
(32%) to Latina (26%), AIAN-NHPI (21%), Black (16%), White (13%), and Multiracial/
Multiethnic (8%) (p < 0.05 for Asian and Latina versus Multiracial/Multiethnic). Those 
whose prenatal provider was a midwife (25%) more frequently had scores of 4 than 
those with an obstetrician (16%) (n.s.), as did those with first (22%) versus subsequent 
births (14%) (n.s.). Mothers born in other countries (28%) were more likely than those 
born in the U.S. (13%) to have the highest scores (p < 0.05), as were those reporting 
no (18%) versus 1 or more disabilities (9%) (p < 0.05). 

Overall: 17%

Base: respondents whose maternity care provider spoke with them about inducing labor solely because it was around 
their due date (n=1,821)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Multi with Latina and Asian; by country of birth; by disability

Figure 3.12: Experienced highest level of shared decision-making
for term elective induction
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	 I only managed to avoid 
an unnecessary induction 
because I was working 
with the midwives and 
was well-informed.

	My doctor was very 
attentive and I love that 
I was involved in every 
step of the way of this 
birth.
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Provider recommendations about elective induction at term. We further asked a 
question (not included in the shared decision-making tool) of those who said their 
providers had discussed elective induction of labor at term: whether their provider had 
made a recommendation about inducing labor because it was around the due date. 
Thirty-two percent said their provider had made no recommendation. The remaining 
responses were again deeply skewed toward elective induction: 59% said their 
provider recommended term elective induction, and 8% of providers recommended 
against that procedure. Figure 3.13 examines those whose providers recommended 
labor induction expressly because it was around their due date. Among various racial 
and ethnic groups, term elective induction was most frequently recommended to 
Black (66%) and Multiracial/Multiethnic respondents (66%), followed by Asian (57%), 
Latina (57%), White (56%), and AIAN-NHPI respondents (49%) (n.s.). Providers more 
frequently recommended this procedure to respondents with Medicaid (63%) than 
private insurance (55%) (n.s.). Those with obstetricians as prenatal providers (60%) 
were far more likely to experience a recommendation for term elective induction than 
those seeing a midwife for prenatal care (37%) (p < 0.05).

Not shown in the figure were greater frequency of term elective induction 
recommendations to respondents who ended up with a cesarean (67%) versus a 
vaginal birth (56%), those having an initial birth (60%) versus had given birth in the 
past (46%), those living in metropolitan (60%) versus nonmetropolitan counties 
(53%), and those with greater (60%) versus lesser English proficiency (49%) (n.s. in 
all cases).

Overall: 59%

Base: respondents whose maternity provider spoke with them about inducing labor solely based on a gestational 
age around their due date (n=1,821)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 by prenatal provider type 

Figure 3.13: Provider recommended elective induction because
it was near due date
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	 [My provider thought my 
labor should be induced] 
because I was 39 weeks 
and the baby was taking 
his time.

	 [My provider 
recommended induction] 
because I think he just 
likes to induce everyone 
but I wanted to wait until 
my due date at the very 
least.
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Impact of provider recommendations about elective induction at term. We also 
asked who had made the final decision about whether or not the respondent had 
an elective induction of labor. Despite the uneven provision of information, skewed 
heavily toward why have an induction versus why wait for labor to begin on its own, 
just 18% said it had been the provider’s decision. By contrast, 44% of respondents said 
it was their decision, and 35% said they had made it together with their provider.

Among the 47% of respondents with provider-initiated discussions about electively 
inducing labor at term, rates of labor induction varied greatly by the provider’s 
recommendation on how to proceed. Figure 3.14 suggests the impact of provider 
recommendations. Those whose providers recommended an induction (64%) were 
more likely to have a labor induction procedure than those whose providers made 
no recommendation (44%) (p < 0.05). Those whose providers recommended against 
induction (27%) less frequently had a labor induction than those whose providers 
made no recommendation (44%) (n.s.). 

Self-induction of labor
Previous Listening to Mothers surveys found that a notable proportion of women 
attempt to bring on their labor at the end of their pregnancy, and much online 
content addresses this topic, including things to do that might start labor. We again 
explored this topic, by asking all respondents, “Did you try to self-induce your labor 
before your [recent] birth? That is, did you do anything to try to cause your labor 
to begin before it started on its own?” While 72% had not tried to get their labor 
underway, 27% did try.

We asked respondents who tried to self-induce their labor whether their efforts had 
started labor. Whereas 15% were not sure, 27% – or 7% of all respondents – told us 
that the self-induction brought on labor, and 58% said that it had not. 

We asked those who had tried to self-induce why they tried to start their labor and 
asked them to select all answer choices that apply. Their responses are shown in 
Figure 3.15. The most frequent response (69%) was that it was around full term/
due date/pregnancy week 39. The next most common responses included both the 
casual “I wanted to get the pregnancy over with” (44%) and a sense of pressure, 
“I was trying to avoid a medical induction of labor” (43%). Ten percent selected, “I 

Base: provider discussed option of elective induction around due date (n=1,821)

Figure 3.14: Percentage of term elective induction, by provider 
recommendation about inducing around due date

64%

44%

27%

thought labor
should be
induced

made no
recommendation

thought labor
should not be

induced

Provider...

Induced

Induced

Induced

	The doctor on call ... 
pushed me into getting 
induced and didn’t really 
give me a choice.

	 [I tried to self-induce 
because] I did not want 
to be induced using the 
medicine pitocin.

	At 39 weeks I was 
supposed to get a 
scheduled c-section and 
I told them I did not want 
that. At 38 weeks and 
6 days I went into labor 
on my own with the help 
of using a breast pump 
days before. I was able 
to have a natural birth.
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wanted to control the timing of my birth for other reasons (such as a job or visiting 
family).” Fewer selected actual health concerns relating to the respondent (9%) or 
the baby (8%). And 5% selected, “I wanted to give birth with a specific provider.” 
Four percent wrote in other reasons, such as hoping to continue to be eligible for 
birth center or home births, trying to avoid a scheduled cesarean, and trying to 
avoid a post-term birth.

Medical induction of labor 
Nearly 4 in 10 (39%) respondents told us that their provider used medicine or some 
other means to try to start their labors before they started on their own. Across 
racial and ethnic groups, medical attempts to bring on labor ranged from White 
respondents (42%) to Asian (40%), Multiracial/Multiethnic (39%), Black (37%), Latina 
(36%), and AIAN-NHPI respondents (30%) (n.s.). 

Methods used to induce labor. We asked those with a medical induction of labor 
which methods they had used, and asked respondents to select all that apply 
(Figure 3.16). In many instances, multiple methods were used. The most common 
was synthetic oxytocin, also called Pitocin or “Pit,” specifically before labor (66%) 
to distinguish from later purposes. The next most commonly experienced method 
was sweeping or stripping membranes (“bag of waters”) loose (by inserting a finger 
into the cervix) (39%). Many reported having had their membranes broken, again 
specifically before labor (37%) to distinguish from later purposes. About 1 in 4 
(24%) experienced an inflatable bulb inserted into the cervix. Others had medicine 
inserted near their cervix (19%) or via a tablet in their mouth (16%). Lastly, providers 
encouraged 13% to try nonmedical approaches, such as castor oil or walking. A 
small proportion (2%) were unsure of the method(s) used.

Base: respondents who tried to induce labor themselves (n=1,079)
Respondents were asked to select all that apply.

Figure 3.15: Reasons respondents tried to self-induce labor
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	 [I tried self-induction 
because] I wanted to 
give birth at home [and 
that needed to happen] 
before 42 weeks.

	 I was scheduled to be 
induced without knowing 
the reason for the 
induction.

	 I didn’t want induction 
medicine and I didn’t 
want the ob stretching 
my cervix.
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Impact of efforts to induce labor. We asked those with a medical induction of 
labor whether those efforts had in fact caused their labors to start. Eighty-one 
percent said that they had started labor, 15% said they had not started labor, 
and 4% were unsure. Those with a vaginal birth (85%) were more likely than 
cesarean births (66%) to say that induction had started labor, as were those having 
subsequent (85%) versus first births (75%) (p < 0.05 for both). In other words, 
32% of all respondents and 38% of respondents with vaginal births had medically 
induced labor. Those whose labor had not started were more likely to have an 
obstetrician (15%) than a midwife (4%) birth attendant and a cesarean (28%) than 
a vaginal birth (11%) (p < 0.05 for both). Among racial and ethnic groups, Black 
respondents (23%) most frequently said the induction had not started labor, which 
was more likely than White respondents (11%) (p < 0.05).

On average, respondents with a medical induction who felt the procedure had 
started labor reported that 10 hours elapsed between starting an induction 
procedure and the establishment of regular contractions of labor (Figure 3.17). 
In 27% of this group, fewer than 4 hours elapsed from the start of the procedure 
until regular contractions began, in 23% 4 to 7 hours elapsed, and in 29% 8 to 
15 hours elapsed. In 6%, 16 to 23 hours elapsed, and in 12% 24 or more hours 
elapsed. Among those whose medical induction led to regular contractions, 80% 
had vaginal births and 20% had cesarean births. More respondents than usual, 3%, 
chose “I’d prefer not to answer,” perhaps reflecting difficulty recalling the duration 
of the procedure.

On average, respondents with a medical induction who reported that the procedure 
had not started labor indicated that 14 hours elapsed between starting an induction 
procedure and the decision to stop trying due to lack of success. Figure 3.17 also 
shows the duration of the procedure ending in lack of success. In 26% of this group, 

Base: respondents who experienced medical induction of labor (n=1,506)
Respondents were asked to select all that apply.

Figure 3.16: Methods used for medical induction
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	Doctors inducing me 
too early made things 
go south. This caused 
a serious hemorrhage 
after birth. They were 
close to doing a blood 
transfusion.

	Being induced didn’t go 
well, which led to me 
needing a c-section.

	 I disagree with how often 
doctors use induction 
these days.  I don’t 
understand why this 
has become common 
practice.
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fewer than four hours elapsed from start of procedure to decision to stop, in 16% 4 
to 7 hours elapsed, and in 16% 8 to 15 hours elapsed. In 6% 16 to 23 hours elapsed, 
and in 19% 24 or more hours elapsed. Among respondents whose induction did 
not start labor, 56% had vaginal births and 44% had cesarean births. Many more 
respondents than usual, 17%, chose “I’d prefer not to answer,” perhaps reflecting 
difficulty recalling the duration of the procedure and/or lack of clarity about the 
procedure end point.

Comparing time patterns that did and did not result in labor, it appears that 
respondents/care teams more frequently tried for 4 to 15 hours among those with 
successful induction versus without induced labor, while those without induced labor 
more frequently persisted beyond 24 hours in the hope of starting labor.

Reasons for medical inductions of labor. We also asked those who experienced 
a medical induction of labor why their labor had been induced, and asked 
respondents to select all that apply. Figure 3.18 shows their responses. As with 
reasons for self-induction, the most frequent response was solely because the 
due date was near (49%), reflecting the broad socialization of electively inducing 
labor at term, often following provider discussions and recommendations. The 
next most frequently selected reasons have medical rationales: concerns about the 
health of the respondent (31%) and of the baby (31%). Fifteen percent selected “I 
wanted to get the pregnancy over with” (15%). As we saw in the previous chapter, 
some respondents with a medical induction reported that the reason was provider 
concern that the baby might be getting quite large (13%). Two less frequent reasons 
identified relate to logistics: controlling the timing for other life circumstances (such 
as employment or family visits) (8%) and being able to give birth with a specific 
provider (3%).

Respondents could write in other reasons for their medical labor inductions and 
these included: ensuring that the respondent made it to the hospital due to a history 
of fast labors, discomfort (such as back pain), a provider having swept respondent’s 
membranes against her wishes, and being encouraged by an obstetrician to induce 
labor because “it would be a busy month.”

Base: respondents who experienced medical induction of labor (n=1,506)

Figure 3.17: Time elapsed between start of medical labor induction 
and either onset of regular contractions or decision to stop procedure 
due to lack of success
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	 I went to the hospital 
on Saturday for an 
induction, and delivered 
the baby on Monday. 
I was completely 
exhausted.

	The obgyn said it would 
be a busy month and 
better for me to get 
induced.

	 I honestly don’t really 
know [why I was 
induced]. I went in for 
a check up and before 
I left they just told me 
what day and time to be 
induced.

	 I really don’t remember 
[why I was induced].

	 I forgot [why my provider 
thought it would be a 
good idea to induce my 
labor].

	 I was sometimes treated 
as if I was going to have 
a really traumatic birth 
experience if I didn’t 
[agree to induce my 
labor before my due 
date].
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Hospital childbirth practices and interventions
Pain relief
Discomfort during childbirth is a major concern of childbearing women. We asked 
respondents about their use of both drug-free pain relief methods and pain 
medications.

Methods of drug-free pain relief. We asked those who experienced labor, either 
ending in a vaginal birth or followed by an unplanned cesarean, to identify the drug-
free pain relief measures they had used, if any. Among those who labored, 17% did 
not use any drug-free pain relief method. That group was more likely to have had an 
obstetrician (19%) than a midwife birth attendant (8%) and a cesarean (24%) than a 
vaginal birth (15%) (p < 0.05 for both). 

Figure 3.19 shows the drug-free measures used by those who labored, in 
descending order of frequency. They were asked to select all that applied. Most 
common were position changes and/or movement (59%), followed by breathing 
methods (53%) and use of a large inflatable round or peanut-shaped birth ball (35%). 
Twenty-four percent reported using prayer, and 22% used hands-on methods, such 
as massage, stroking, and acupressure. Sixteen percent applied hot or cold objects 
(such as a heating pad or an ice pack) to their body. Fifteen percent selected mental 
methods (such as meditation, visualization, or hypnosis). Least selected were sitting 
or soaking in a tub or pool and use of a shower (both 10%). Additional methods 
mentioned under “other/specify” included a lot of cursing, music, singing, dancing, 
and talking with a partner and mother-in-law.

	Everything went very 
well and I didn’t need 
any medication either 
during or after the birth. 
[original in Spanish]

Base: respondents who experienced medical induction of labor (n=1,506)
Respondents were asked to select all that apply.

Figure 3.18: Reasons for medical induction of labor
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	 I loved being able to 
have the option for a tub 
to labor in.

	 I started full labor 
contractions at 3 am and 
progressed too fast and 
was unable to receive 
any pain medication and 
gave birth at 5 am.

	Listening to music during 
labor helped me relax.
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Impact of midwife and/or doula at birth on drug-free pain relief. Both doulas 
and midwives frequently support laboring women in use of drug-free methods of 
pain relief. Figure 3.20 shows the percentage increase in use of various drug-free 
methods with doula support during labor and birth (versus no intrapartum doula 
support) and with a midwife birth attendant (versus no midwife birth attendant), 
respectively. Not shown, the rate of using drug-free methods for those with birth 
doula support was 68% higher than the rate for those without a birth doula. The rate 
of using drug-free methods for those with a midwife birth attendant was 56% higher 
than the rate for those with no midwife birth attendant. 

Having a doula (versus no doula) especially increased the use of hydrotherapy 
(tubs 111%, showers 89%) and hands-on approaches (70%). Those same modalities 
also most increased, but to a lesser degree, with a midwife (versus no midwife): 
tubs 40%, showers 60%, hands-on techniques (41%). Having a birth doula more 
frequently increased use of hydrotherapy, hands-on, mental, hot/cold, and prayer 
modalities than having a midwife birth attendant. Having a midwife birth attendant 
more frequently increased use of round or peanut-shaped birth balls, position 
changes, and breathing methods than having a doula. 

The results suggest that those who wish to give birth without using pain medications 
would benefit from securing birth doulas and/or midwife birth attendants on their 
care team. 

	My third birth was a 
natural water birth in the 
hospital with midwives. 
He was my biggest baby 
at almost 10 pounds, but 
it was such a euphoric 
birth.

Base: respondents who experienced labor (n=3,424)

Figure 3.19: Drug-free methods of pain relief during labor
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	A doula is a necessity, 
especially for an 
unmedicated hospital 
birth. She ... helped 
manage pain and keep 
me as comfortable as 
possible both at home 
and at the hospital.
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Use of pain medication in vaginal births. We asked all respondents about their 
use of pain medications. Among those who experienced vaginal births,ii 21% used 
no pain medication and 79% used pain medications (Figure 3.21). AIAN-NHPI (37%) 
respondents used no pain medications more frequently than Black respondents 
(26%) (n.s.). Other racial and ethnic groups similarly reported that either 21% (Asian) 
or 20% (Latina, White, Multiracial/Multiethnic) had used no pain medications (n.s.). 
Respondents who had a midwife (29%) versus an obstetrician as birth attendant 
(19%) and a birth doula (27%) versus no birth doula (21%) more frequently used no 
pain medications when giving birth vaginally (n.s.). Those who had given birth 1 or 
more times in the past (25%) were more likely than those giving birth for the first 
time (15%) to use no pain medications when giving birth vaginally (p < 0.05). 

ii	 Because pain medication is administered to virtually everyone having a cesarean birth, we limited analysis of using no 
pain medication to respondents with vaginal births.

	My pain was ignored 
for most of my delivery 
and was very traumatic 
for me.

40%

60%

41%

7%

-6%

4%

19%

19%

24%

111%

89%

70%

29%

27%

13%

10%

10%

-3%Birth ball/peanut ball

Breathing methods

Position changes and/or movement

Prayer

Hot / cold objects
(ex. heating pad or ice pack)

Meditation, visualization or hypnosis

Hands-on methods,
e.g. massage, acupressure

Shower

Sitting or soaking in a tub or pool

Base: respondents who experienced labor (n=3,424)

Figure 3.20: Increased use of drug-free pain relief measures with birth doula (vs. no birth doula)
and midwife attending birth (vs. no midwife birth attendant)

% increase with midwife% increase with doula
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Types of pain medication in vaginal births. For those who used pain medication, 
Figure 3.22 shows use of various options among all respondents. Five percent used 
pain medications but were unsure about the type. By far, the most common method 
identified was epidural or spinal regional analgesia delivered into the spinal column 
(75%).iii Fewer than 10% reported use of each of the other types shown: narcotics by 
intravenous line or sprayed into the nose (7%), nitrous oxide gas breathed through a 
mask or mouthpiece (6%), general anesthesia (4%), and pudendal or other blocks by 
injection (1%). Overall, 15% of all participants – 21% of those with a vaginal birth – 
used no pain medication.

Use of epidural or spinal analgesia was more common among Asian (77%), White 
(76%), Multiracial/Multiethnic (75%), and Latina respondents (75%) than AIAN-
NHPI respondents (46%) (p < 0.05). Epidural/spinal analgesia was more likely to 
be used by those with an obstetrician (78%) than a midwife as their birth attendant 
(62%) and those with cesarean (86%) versus vaginal births (70%) (p < 0.05 for both). 

iii	 There are important benefits for childbearing women and newborns with use of drug-free measures for pain 
relief, as opposed to the predominant epidural analgesia. (National Partnership for Women & Families. [2015]. 
Non-pharmacological Pain Management versus Epidural Analgesia. Retrieved 3 April 2026, from: https://
nationalpartnership.org/wp-content/uploads/2023/02/non-pharmacologic-pain-mgmt-vs-epidural.pdf) 

	 I was given an epidural 
after not wanting one. 
I was talked into it by a 
nurse and the person 
who put it in me did it 
wrong and I couldn’t 
breathe, it numbed my 
chest. I passed out from 
a panic attack and my 
unborn baby’s heart rate 
dropped extremely low. 
I had to be shot up with 
ephedrine.

Base: respondents with vaginal births (n=2,703)
p < 0.05 for no pain medications by parity

Figure 3.21: Use and no use of labor pain medications among 
respondents with vaginal births
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Overall

	Being in a bright, loud 
hospital room with 
constant interruptions 
stalled labor, made it 
difficult to focus, and 
led to increased anxiety 
and a higher need for 
pain medication than 
originally planned.

	The one thing that 
went extremely well 
during my childbirth was 
the application of my 
epidural. It was effective, 
quick and painless.

	The epidural hadn’t 
worked and I felt searing 
pain in my hip for a 
bit before they had to 
take it out and have a 
different anesthesiologist 
put it in. Later, it was 
discovered that I had an 
epidural headache, and 
I had to go to the ER for 
treatment.

https://nationalpartnership.org/wp-content/uploads/2023/02/non-pharmacologic-pain-mgmt-vs-epidural.pdf
https://nationalpartnership.org/wp-content/uploads/2023/02/non-pharmacologic-pain-mgmt-vs-epidural.pdf
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Narcotics were more likely to be used by respondents born in the U.S. (9%) versus 
elsewhere (3%), those speaking English at home (8%) versus Spanish (2%) or some 
other language (1%), and those reporting greater (8%) rather than less English 
proficiency (<1%) (p < 0.05 for all). Narcotics were also used with greater frequency 
by participants with 1 or more disabilities (12%) versus none (7%) (p < 0.05).

Types of pain medication in cesarean births. Figure 3.23 shows types of pain 
medication that respondents with cesareans experienced, overall and broken down 
by planned and in-labor cesareans. Overall, epidural or spinal regional analgesia was 
by far the most common method of pain relief. Variation by whether the cesarean 
was planned or took place in labor was minimal. There was little difference, for 
example, in use of general anesthesia (planned cesareans (9%), versus cesareans in 
labor (10%)).

	 I had to convince one of 
the nurses at the hospital 
that I was in pain…. The 
nurse later … told me 
that she had worked 
with many African 
American patients and 
from her experience she 
found that they usually 
experience pain to a 
lesser degree. My doula 
told me that that was 
a myth.

Base: all respondents (n=3,857)
Respondents were provided answer choices with more detailed descriptions and were asked to select all that apply.

Figure 3.22: Types of pain medications used
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15%No pain medication

Used pain medication but not sure what

Pudendal or other local blocks

General anesthesia

Nitrous oxide

Narcotics (ex. Demerol, Stadol),
by IV or nasal spray

Epidural or spinal

	A nurse and 
anesthesiologist failed 
me. They failed my son. 
I was unable to greet 
my son in the world 
because I was put to 
sleep for a cesarean 
because the epidural was 
in wrong. When I tried 
to communicate back to 
the nurse, she told me I 
didn’t need one.
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Practices and interventions among respondents who labored
This section summarizes experiences of the large proportion of our respondents who 
labored, whether labor ended in a vaginal (70% of our respondents) or unplanned 
cesarean (16%) birth. We asked women only about the practices, interventions, and 
restrictions that they were likely to be able to accurately recount. For this reason, we 
only cover a subset of those interventions commonly used in the procedure intensive 
approach to childbirth that predominates.

Hospital admission in early labor. Hospital admission in early labor is associated 
with more interventions, including cesarean birth, relative to later hospital admission 
when labor contractions become stronger, more closely spaced, and less susceptible 
to disturbance (often called “active” labor).15 Our respondents who labored similarly 
experienced variation in cesarean rates by cervical dilation. We asked those who 
experienced labor and vaginal exams to tell us their cervical dilation (0 to 10 
centimeters) at the first vaginal exam after they were admitted to the hospital. This is 
memorable to many as a marker of progress.

Figure 3.24 shows the essentially inverse linear relationship between centimeters of 
dilation at admission and respondents’ cesarean rate. While 13% could not recall, 
most who could recall (85%) were admitted in what is considered early or latent 
labor (5 centimeters dilation or less), and just 15% were admitted in active labor 
(6 centimeters dilation or more). Cesarean rates in these 2 groups differed more 
than twofold: 24% in early labor (0–5 centimeters) versus 10% in active labor (6+ 
centimeters) (p < 0.05).

	 I received a spinal for 
a C-section and could 
not breathe. I had to be 
intubated and my partner 
could not come in the 
room while I gave birth. I 
also was not awake.

Base: respondents with cesarean birth (n=1,151)
For those who labored, pain medication used included those used during labor and surgery.
Respondents were provided answer choices with more detailed descriptions and were asked to select all that apply.
Not shown: Pudendal blocks

Figure 3.23: Pain medications used by respondents with cesareans, 
overall and by planned versus unplanned cesarean
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	My epidural failed during 
my cesarean surgery and 
I felt everything. I got 
knocked out and don’t 
remember my baby 
being born. I almost bled 
out on the table.

	Laboring the majority of 
it at home was the best 
thing for me.

	 [Ideally, I would] labor 
at home as much as 
possible.

	Doctor didn’t want 
to admit me at 2cm 
dilation when I came in 
to triage. I stayed at 2cm 
for 1.5 hours. I switched 
positions to bouncing 
on a birthing ball and in 
half an hour got to 6cm. 
Doctor admitted me 
and ... told me he was 
going home thinking I 
would deliver the next 
day. Nurse called him 
less than 20 minutes 
later telling him to come 
back. Doctor was in for 5 
minute before I had my 
daughter. I only pushed 
for 5 minutes.
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Fetal monitoring. Electronic fetal monitoring (EFM) and “intermittent auscultation” 
(IA) are the 2 main ways of keeping track of fetal heart tones during labor. With 
IA, a clinician listens at intervals with a handheld electronic Doppler machine, a 
fetal stethoscope, or occasionally a Pinard horn. EFM can be used continuously, 
periodically, or initially, followed by the other ways of listening. EFM uses bands 
across the belly and may involve a spiral electrode wire twisted into the fetal scalp. 
It is sometimes available remotely (“telemetry”) to enable mobility. Many facilities 
and clinicians prefer the convenience of continuous EFM, which can be monitored 
from a nursing station and creates a printout of the fetal heart rate and maternal 
contractions. However, intermittent auscultation is associated with fewer cesareans 
and fewer assisted vaginal births (with forceps or vacuum cups)16 and allows freedom 
of movement, including use of tubs and showers.

We asked our respondents who labored (whether resulting in vaginal or unplanned 
cesarean births) how their care teams had kept track of fetal heart tones. Fully 83% 
had experienced only EFM, 8% experienced only listening with a handheld device, 
and 9% told us they had experienced both methods. Seven percent were not sure 
about the method. 

AIAN-NHPI (28%) and Black respondents (20%) most frequently used any IA, 
which was significantly greater than Latina respondents (12%) (p < 0.05). Those 
born in the United States (18%) were also more likely to use IA than those 
born elsewhere (10%), as were those with greater (16%) versus lesser English 
proficiency (5%) (p < 0.05 for both).

Position and mobility during labor. Being upright and mobile in labor makes 
use of movement and gravity for labor progress. This position and mobility are 
associated with shorter labors, fewer cesareans, and no known harms.17 Electronic 
fetal monitoring using remote telemetry or listening to fetal heart tones with 
a handheld device along with “walking epidurals” are technologies that can 

	 I prayed that I didn’t have 
to take any medication 
or be in the hospital 
during my laboring time. 
I actually was at home 
the whole 7 hours that I 
was in labor. By the time 
I made it to the hospital 
and got signed in, maybe 
7 to 8 minutes later my 
child was crowning to 
come out.

Base: respondents who labored, had 1+ vaginal exams, and could recall their cervical dilation at first vaginal exam 
after admission (n = 2,561)

13% of respondents who labored and had 1+ vaginal exams were unable to recall their cervical dilation at the first 
vaginal exam after hospital admission. The cesarean rate of this group was 19%.

Figure 3.24: Cesarean rates, by cervical dilation at first vaginal exam 
after hospital admission
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	My decisions were 
mocked. There were no 
accommodations for 
someone in unmedicated 
labor (refused to let 
me use the shower, 
refused to let me 
have intermittent fetal 
monitoring).

	Next time, I plan on 
requesting them to 
use the doppler or a 
stethoscope for fetal 
monitoring.

	The hospital never 
allowed me to use 
any other position or 
methods to relieve 
the pain besides the 
epidural, saying it wasn’t 
possible because of the 
baby’s monitoring (the 
wires attached to my 
belly).

	Having the option for 
a walking epidural was 
great.
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enable ambulation. Conventionally, however, laboring women are in bed for the 
convenience of facilities that widely attach them to EFMs and administer epidural 
analgesia incompatible with ambulation. We asked those who labored, “After you 
were admitted to the hospital and you were in labor having regular contractions, 
did you walk around at all before giving birth?” While 48% did some walking, a 
slight majority, 51%, did not walk at all, and 1% were unable to walk in any case 
(for example, due to a spinal cord injury). 

Many subgroups were more likely to walk during labor, including Black (52%) versus 
Latina respondents (38%), those with private insurance (51%) versus Medicaid (41%), 
those having their first (53%) versus subsequent births (43%), those born in the 
United States (51%) versus in another country (36%), and those with greater (49%) 
versus lesser English proficiency (19%) (p < 0.05 for all).

Oral nourishment in labor. Best available evidence does not support restricting 
fluids or food by mouth during the demanding work of labor,18 yet many settings 
prohibit intake of liquids and solid foods by mouth at this time. We asked 
our survey respondents who labored, before either a vaginal or an unplanned 
cesarean birth, whether they had consumed fluids and food by mouth during 
labor and if not, whether they were uninterested or were interested but 
prohibited from doing so. Those who are prohibited may be encouraged to 
suck on ice chips or have sips of water or a popsicle. We also asked if those 
who labored had intravenous fluids, which are used for hydration as well as to 
administer various drugs. 

Figure 3.25 shows results relating to eating and drinking by mouth during labor. 
Among those who labored, most were interested in drinking fluids (65%) and most 
were interested in eating food (56%). While 40% did drink oral fluids, 25% told us 
they were interested in this but were prohibited from doing so. While 25% did ingest 
food as they labored, most who were interested (31%) were prohibited from eating. 
Not shown, 34% who labored were not interested in drinking fluids by mouth, and 
43% were not interested in eating.

Respondents with midwife versus obstetrician birth attendants were more likely to 
have drunk fluids in labor (55% versus 38%) and more likely to have ingested solid 
food (36% versus 23%) (p < 0.05 for both).

Base: respondents who labored (n=3,424)
Not shown: those who labored and were not interested in oral fluids (34%) and eating food (43%)

Figure 3.25: Respondents' interest in drinking and in eating during 
labor, by whether they did or were prohibited from doing so
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	 I wanted to change 
positions while in labor 
and sit on a ball, but was 
not allowed.

	 [It was difficult] not being 
able to eat after I was 
admitted, which I didn’t 
realize was going to 
happen. So, I was pretty 
hungry.

	Birth was hard because 
... I had nothing to eat 
that day and little to no 
sleep.

	 It felt most exhausting 
because I wasn’t allowed 
to eat or drink anything.

	 I was super hungry and 
allowed only water.

	 I didn’t like that I had 
to be induced because 
I was stuck in bed the 
whole birth.

	 I was really hungry during 
my birth.
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Intravenous (IV) lines are frequently inserted into a blood vessel in the arm of laboring 
women, as a source of fluids, for delivering drugs to hasten labor (“augmentation”), 
and for quickly and conveniently adding other medications. Among those who 
labored, 66% reported that intravenous fluids were administered at that time. 

White respondents (75%) most frequently reported IV fluids during labor, followed by 
Asian (67%), Multiracial/Multiethnic (65%), Latina (55%) Black (54%), and AIAN-NHPI 
respondents (41%) (p < 0.05 for White versus Multi, Latina, Black, and AIAN-NHPI; and 
for AIAN-NHPI versus Multi and Asian). IV lines were also more common in those with 
private insurance (71%) versus Medicaid (61%); those who were married (69%) versus 
single (56%); those with professional degrees (77%) versus less than high school (52%), 
high school diploma (62%), or some college (64%); and those with bachelor’s degrees 
(72%) versus less than high school education (52%) (p < 0.05 for all).

Urinary catheters are frequently inserted in laboring women with epidural or spinal 
regional analgesia. Typically, they remain in bed and are unable to walk about. 
Among respondents who labored, 50% told us a clinician had inserted a bladder 
catheter. Among those who labored and had epidural or spinal analgesia, 62% had 
bladder catheters versus 18% among those labored and did not have epidural or 
spinal analgesia (p < 0.05).

Groups that were more likely to have a urinary catheter include White (55%) versus 
Black (33%) and AIAN-NHPI respondents (28%), those having a first (56%) versus 
subsequent birth (46%), respondents with a professional (63%) or bachelor’s degree 
(59%) versus those with less than a high school diploma (37%), a high school 
diploma (44%), or some college (47%); and those with 1 or more disabilities (60%) 
versus with no disability (50%) (p < 0.05 for all).

Vaginal exams are widely used during labor to estimate cervical dilation and labor 
progress. The evidence of benefit, however, is extremely limited, and there are clear 
downsides.19 Among respondents who labored, 76% reported experiencing 1 or 
more vaginal exams to check on cervical dilation. Looking at race/ethnicity, 58% of 
Latinas reported 1 or more vaginal exams, which was less likely than AIAN-NHPI (69%), 
Multiracial/Multiethnic (77%), Asian (80%), and White respondents (84%) (p < 0.05). 
Respondents with private insurance (79%) versus Medicaid (71%), greater (78%) versus 
lesser English proficiency (39%), and education beyond no high school diploma (58%) 
(high school diploma 73%, some college 77%, bachelor’s degree 81%, and professional 
degree 82%) were also more likely to have 1 or more vaginal exams (p < 0.05 for all).

Hastening labor. Breaking the bag of waters (“amniotomy” or “artificial rupture of 
membranes”), as above, is believed to help bring on labor and – after labor – to 
hasten labor progress.iv This procedure can only be done once per birth. As noted 
above, 48% of those with medical induction of labor had their waters broken to 
try to start labor. After labor was underway, 12% of respondents reported their 
membranes were broken in an effort to hasten labor.v

iv	 While widely used, a professional Committee Opinion clarifies that evidence that amniotomy shortens labor or reduces 
the likelihood of cesarean birth is lacking. (American College of Obstetricians and Gynecologists. [2017, February, 
reaffirmed 2025]. “Approaches to Limit Interventions During Labor and Birth.” Retrieved 3 April 2026, from: https://
www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/02/approaches-to-limit-intervention-during-
labor-and-birth)

v	 Our questionnaire used bold formatting to sort purpose and timing of respondents with broken membranes. In 
asking about induction procedures, we asked about breaking membranes “(before labor).” In asking about breaking 
membranes to hasten labor that was underway, we clarified “after labor contractions had begun.” However, 
membranes can only be ruptured once, and some respondents selected broken membranes for both induction and 
augmentation procedures. To avoid double counting, we removed duplications in the data in the latter instance, with 
the assumption that the earlier experience was more likely to be correct, and duplications involved hasty reading.

	 I hated having to fight 
the hospital about no IV.

	A nurse checked 
my cervix without 
permission.

	 I was belittled when 
by myself when an 
aggressive nurse was too 
harsh during a cervical 
exam. I felt I was being 
violated and gaslighted 
when telling the nurse it 
hurt very badly.

	 I felt pressured to deliver 
quickly, which caused 
stress.

	They broke my water 
without my consent.

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/02/approaches-to-limit-intervention-during-labor-and-birth
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/02/approaches-to-limit-intervention-during-labor-and-birth
https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2019/02/approaches-to-limit-intervention-during-labor-and-birth
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Synthetic oxytocin (Pitocin) is also used both to start labor and speed it up, and can 
be used for either or both purposes. In labor, synthetic oxytocin is commonly used 
to foster labor progress and reduce the use of cesarean or assisted vaginal births.20 
While widely administered, synthetic oxytocin has numerous downsides as well as 
questions about effects in labor21 and has in fact been placed on the list of high-alert 
medications from the Institute for Safe Medication Practices.22 

As noted above, 66% of those with medical inductions used synthetic oxytocin. 
Among those who labored, 41% reported that their care team administered synthetic 
oxytocin after labor had begun (“augmentation”). White respondents (48%) most 
frequently reported use of synthetic oxytocin for labor augmentation, followed by 
Asian (41%), Multiracial/Multiethnic (40%), Latina and Black (both 33%), and AIAN-
NHPI respondents (29%). White respondents were more likely to experience labor 
augmentation than Black, Latina, and AIAN-NHPI respondents (p < 0.05 for all). 
Among those who labored, 22% had their waters broken and used synthetic oxytocin, 
15% had ruptured membranes alone, and 19% had synthetic oxytocin alone.

Among respondents who labored, 56% experienced labor augmentation through 
administration of synthetic oxytocin and/or intentional breaking of membranes.

Liberally used labor practices. Figure 3.26 provides an inventory of common labor 
practices discussed above, including interventions and restrictions. Collectively, 
these can turn the experience of having a baby into an intensive medical event for 
nearly all who labor in U.S. hospitals. Noted above, some have downsides and lack 
strong evidence of benefit. Some increase the risk of experiencing an unplanned 
cesarean. Routine in many hospital settings, these are largely not required to have 
a safe, healthy birth: community births in birth centers and at home typically avoid 
these and provide a calm, supported experience, high rates of satisfaction, and 
good outcomes at less cost.23

Figure 3.26 presents a picture of many respondents laboring attached to things 
(EFM, IV lines, bladder catheters) and restricted in mobility and oral nourishment, 
increasing in some cases the likelihood of an in-labor cesarean. Care team attention 
on managing and documenting the technology limits their ability to support the 
person working to give birth.vi

As discussed below, those who went on to have a vaginal birth experienced 
additional practices around the time of birth itself.

Interventions among respondents with planned cesareans (no labor)
Cesarean birth is the nation’s most common operating room procedure.24 We 
weighted our data by mode of birth, taking into account project exclusions (only 
singleton hospital births to those who were at least 18 years old when participating). 
Of the 30% of our respondents who had cesareans, 16% were unplanned following 
labor, and 14% were planned. Many experiences of the former group are described 
in the previous section. This section describes 2 interventions that those with 
planned cesareans might reasonably recall. As with other surgeries, cesarean is a 
technology-intensive procedure. We are unable to report many other interventions 
frequently experienced with cesarean procedures.

vi	  Work sampling studies have found that the average labor nurse spends from 6% to 24% of work time in supportive 
care activities. (See Hodnett, E., Lowe, N., & Hannah, M. [2002, September]. Effectiveness of Nurses as Providers of 
Birth Labor Support in North American Hospitals, Journal of the American Medical Association; retrieved 7 April 2026, 
from https://doi.org/10.1001/jama.288.11.1373)

	 [I disliked] how they 
induced me with pitocin 
too quickly. The levels 
were elevated way too 
soon.

	 I was given pitocin 
without my knowledge or 
consent.

	They broke my water 
without saying anything 
or asking permission 
to touch me, without 
warning me, and without 
me being prepared or 
comfortable.

	 I wish I had time to make 
decisions about my labor 
care.

	Hospitals should 
make more conscious 
decisions to add more 
holistic approaches 
to accommodate all 
women.

	 I would have loved to 
have more birth options.

https://doi.org/10.1001/jama.288.11.1373
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Among respondents with planned cesareans, 86% reported that before the 
procedure they had received IV fluids, and 74% reported that a bladder catheter had 
been inserted. While respondents were not queried, we note that everyone with a 
cesarean undergoes stitching or sutures to close both their uterus and their skin.

Interventions around the time of birth in those with vaginal births
This section describes experiences of the 68% of respondents who had vaginal 
births as, and just after, they were pushing their babies out. The section above on 
Interventions among those who labored describes their labor experiences before the 
time of birth.

Pushing positions. Figure 3.27 shows the main positions respondents used when 
pushing their babies out during vaginal births. Overwhelmingly, they were either 
flat on their backs (56%) or propped up a bit in a semi-sitting position (35%). While 
these conventional positions are more convenient for care providers and facilities, 
they are associated with a higher frequency of maternal interventions (episiotomy 
and forceps- or vacuum-assisted births), increased stress on babies, longer pushing, 
and less comfort for women than more physiologic positions.25 Just a fraction of 
respondents used other positions that work with gravity and can be safer, more 
effective, and more comfortable: side-lying (4%), being upright (e.g., squatting or 
sitting on a birth stool, 3%), or on hands and knees (2%). Whereas respondents with 
midwives slightly more frequently used side-lying and hands-and-knees positions, 

	 Laying on your back is 
the biggest cause of 
[perineal] tearing, so I 
don’t understand why 
hospitals don’t offer 
mothers other positions 
while pushing.

Base: respondents who labored (n=3,424), except for Admitted to hospital at <6 cm dilation (n=2,561)
Hospital admission at 5 or fewer centimeters dilation does not include 1,185 respondents with no vaginal exams or unable to recall dilation at first vaginal exam (n=2,561)
As synthetic oxytocin and breaking membranes are also used to try to induce labor, respondents in this case were asked about their use of these after labor had begun.
Membranes can be broken just once; if respondents selected ruptured membranes for both induction and augmentation, we only counted use with induction

(shown elsewhere).
The inventory does not include use of pain medications and interventions around the time of vaginal birth (covered elsewhere).

Figure 3.26: Rates of common practices and interventions during labor
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12%Care team member broke bag
of waters after labor began
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labor began to hasten labor
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	 It was a hard labor and 
I was exhausted when it 
was time to finally push. 
My midwife felt it would 
be best for me to be on 
my side.
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they also slightly more frequently were lying on their backs and essentially did not 
differ from positions used by respondents with obstetricians (n.s.). Having a birth 
doula similarly appears to be ineffective with shifting to positions that are more 
advantageous for mothers and babies in the hospital setting.

We asked whether respondents had used any other positions when pushing their 
babies out. Fifty percent had not, and those who had most frequently also were 
semi-sitting (18%) or on their backs (17%). They also tried side-lying (15%), hands 
and knees (10%), and upright (9%) positions.

The predominant positions used for pushing babies out are those traditionally used 
in medical settings and typically portrayed in media; general awareness of other 
options is likely limited.26 We asked respondents whether they had a choice in the 
position they used for pushing their babies out. Fifty-one percent said that they had 
had a choice, 16% said they had not, and one-third (32%) were not sure whether 
they had had a choice in the position they used.

Assisted vaginal birth. To amplify a woman’s pushing efforts, some providers use 
forceps around the baby’s head or vacuum cups on the baby’s scalp (“assisted 
vaginal birth”). Six percent reported having experienced vacuum assist, and 5% 
forceps assist.

Episiotomy. Episiotomy is a cut in the perineum that a care provider may make 
just before birth to enlarge the opening of the vagina. Due to the potential for 
more extensive tissue tearing, poor wound healing, and ongoing pain, use of 
this procedure is recommended only under very limited circumstances.27 Federal 
data sources no longer collect information on use of this procedure. We asked 
respondents with vaginal births, “When you were pushing your baby out just before 
birth, did a health professional cut an episiotomy, that is, make a cut to enlarge the 
opening to your vagina?” Sixteen percent said they had been cut, 80% said they had 
not been cut, and 4% were not sure. 

We asked those who had had an episiotomy whether they were given a choice 
about this procedure; 68% had not been given a choice, while 28% had had a 
choice. A larger percentage than usual, 5%, selected “I’d prefer not to answer,” 
perhaps indicating uncertainty about whether they had had a choice. Figure 3.28 
presents results for the 16% of respondents who experienced episiotomy and did 
not have a say in whether they were cut. Not having had a say in whether to have an 
episiotomy ranged from Multiracial/Multiethnic (84%) to Latina (78%), Black (73%), 

	 I didn’t know there were 
other positions to birth in 
or if I had other options.

Base: respondents who had a vaginal birth (n = 2,703)

Figure 3.27: Primary position used for pushing phase of labor

56%

35%

4%

3%

2%On hands and knees

Upright (ex. squatting or sitting)

Lying on side

With back propped up (semi-sitting)

Lying on back

	Having a doula helped 
me have such a short 
birth as she was able 
to calm me down and 
help me get in the most 
comfortable position to 
push.

	 I wanted to deliver on 
hands and knees, but 
they wouldn’t have it, 
and I didn’t have it in me 
to argue anymore.

	The hospital did not 
allow pushing in any 
position other than on 
my back, feet in stirrups.

	 I did not like that I had to 
be cut vaginally once the 
baby’s head approached 
the vaginal opening 
because it was very 
painful post birth.

	 Irritation from the cut 
they had to do in order 
to get her out [has been 
difficult].
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White (62%), AIAN-NHPI (51%), and Asian respondents (39%) (n.s.). Whereas 81% 
with Medicaid had no say, 59% with private insurance had no say (n.s.). Similarly, 
71% with an obstetrician versus 35% with a midwife birth attendant had no say (n.s.). 
Lastly, 82% who had given birth in the past versus 50% having their first birth had no 
say (p < 0.05).

Stitching (“sutures”). When pushing babies out, some women experience tissue 
tears around the opening of their vagina. As just noted, others can experience a cut 
(episiotomy) by a maternity care provider to enlarge the opening. Typically, these are 
stitched closed (sutured) after the birth, with guidance for relieving discomfort and 
promoting healing. We asked all respondents with vaginal births whether after birth 
a health professional had stitched them near the opening of their vagina to repair a 
tear or cut. While 2% were not sure, 59% said they did have stitching to repair a cut 
or tear, and 39% said they did not.

Asian respondents (79%) were more likely to be stitched than White (59%), Latina (58%), 
Black (54%), Multiracial/Multiethnic (53%), and AIAN-NHPI respondents (49%) (p < 0.05). 
Also more likely to be stitched were those with private insurance (65%) versus Medicaid 
(51%) and having their first (74%) versus a subsequent birth (49%) (p < 0.05 for both).

	My doctor gave me an 
episiotomy without my 
consent and didn’t even 
tell me after.Overall: 68%

Base: respondents who had an episiotomy (n = 395)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Not shown: those who did have a say and 5% who preferred not to answer and may not have known whether they 

had a choice
p < 0.05 for first births compared with subsequent births

Figure 3.28: Respondents with episiotomy who were not given
a choice about whether to be cut

51%

39%

73%

78%

62%

84%

81%

59%

35%

71%

50%

82%Gave birth in past

First birth

OB (birth)

Midwife (birth)

Private

Medicaid

Multi

White

Latina

Black

Asian

AIAN-NHPI

	The doctor told me 
about the episiotomy 
as she performed it. 
Even my normal OB was 
confused about why it 
was performed by the 
delivery doc.

	 I screamed as I 
repeatedly told the 
doctors that I felt 
them stitching me, but 
was ignored, until my 
husband echoed my dire 
need for a sedative!

	 I wasn’t informed when 
they performed an 
episiotomy…. I also 
received the “husband 
stitch,” which I am now 
very disturbed and upset 
about. I realized it when 
the doctor performed 
the final stitch which felt 
so unnatural and painful. 
Later on the healing 
process proved I got an 
unnecessary stitch down 
there.

	 I was very excited to only 
have a second degree 
tear because I had had 
a fourth degree with my 
first.
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Medicalization and physiologic birth
Medicalization. The foregoing description of the childbirth experiences of Listening 
to Mothers IV participants clarifies that the predominant approach to childbirth in 
U.S. hospitals largely effects birth by applying external medications, interventions, 
and other practices that often start labor, drive it along, and help remove or surgically 
remove the baby. A majority of respondents, 52%, experienced scheduling of their 
births through planned cesareans or labor induction (some of which end in unplanned 
cesareans). Scheduled births effect birth before signals of the body’s readiness from 
the mother and fetus initiate labor on its own,28 and can foreshorten gestation. 

Figure 3.29 shows the percentage of respondents experiencing a cumulative 
number of 5 major interventions: medical labor induction, epidural analgesia, labor 
augmentation, assisted vaginal birth, and cesarean birth. Because it would be very 
unusual to have forceps or vacuum cups and a cesarean, sums of 0 to 4 are possible. 
Among all respondents, 7% experienced none of these, 21% experienced 1, 39% 
experienced 2, 25% experienced 3, and 7% experienced 4. We presented a similar 
analysis in the third national Listening to Mothers survey of births that occurred 
12 years earlier. This time around, those with none of these interventions nearly 
halved, from 13% to 7%. Those with just 1 of these interventions declined several 
percentage points, whereas those with 2 and 4 major interventions increased slightly 
and those with 3 of these increased 6 percentage points.29 The comparison suggests 
that use of major childbirth procedures may be trending upward over time.

Table 3.2 shows rates of selected labor and birth interventions among all 
respondents. Different care contexts and individual pathways shape the odds of 
experiencing any given practice. And we were only able to ask about things that 
respondents would be most likely to know about. However, this display of average 
likelihood of experiencing selected practices by people giving birth in U.S. hospitals 
paints a technology-intensive picture.

	The induction process 
was worse than expected 
and the epidural didn’t 
work.

	 I was always bombarded 
with the “advice” that I 
should take the pitocin 
and epidural.

	 I didn’t want an epidural 
and .... was treated 
poorly until I agreed to 
have it.

Base: all respondents (n=3,857)
Enumerated interventions are medical induction procedure, epidural analgesia, labor augmentation, assisted 

vaginal birth, and cesarean birth

Figure 3.29: Respondents’ frequency of experiencing five major 
interventions when giving birth
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	 [I did not like] being 
forced to take pitocin.

	 I had to have what felt 
like a forced c-section.



LISTENING TO MOTHERS IV 109Chapter 3. Childbirth in Hospital Settings

	 I was not aware of all my 
options as a laboring 
mother.

Intervention
Percentage of all 

respondents experiencing

Labor induction	

Attempted medical induction 39%

Attempted medical induction for non-medical reasons* 21%

Medically induced labor** 32% - 33%

Synthetic oxytocin (Pitocin)

To induce labor 26%

To speed up established labor 36%

To induce and/or speed up labor 42%

Breaking of membranes	

To induce labor 14%

To speed up established labor*** 8%

To induce and/or speed up labor 22%

Pain medications	

Epidural analgesia 75%

Narcotics 7%

Nitrous oxide 6%

General anesthesia 4%

Used any pain medication 85%

Cesarean birth	

Primary (initial) cesarean 18%

Repeat cesarean 13%

Initial and repeat cesarean (total cesarean) 32%

Newborn intensive care unit (NICU) stay

Full NICU stay 7%

Partial NICU stay 7%

Any NICU stay 14%

Other interventions	

Intravenous drip 68%

Bladder catheter 53%
Base = all respondents (n = 3,857)
* This number does not include those who said the reason for induction was a concern about the mother’s and/or baby’s 
health
** Range reflects the percentage of respondents who were not sure whether the induction procedure had started their 
labor
*** Respondents who indicated rupture of membranes, a one-time procedure, for both induction and augmentation 
were removed from augmentation results

Table 3.2: Rates of selected labor and birth interventions experienced  
 by all respondents

	 I just wish I was never 
induced as I feel like that 
is what caused me to 
have a c-section.

	 I didn’t plan on getting 
epidural but the pitocin 
was very strong and I 
gave in.

	My water was artificially 
broken, which I did 
not necessarily want or 
expect. I felt general 
pressure to hurry the 
process of labor along.

	 I wasn’t planning for 
a cesarean section. I 
wasn’t planning to get an 
epidural.

	 [My baby was admitted 
to the NICU] just to be 
cautious.

	The IV process was not 
smooth. Attempted to 
poke me 6 times until 
I was on the verge of 
passing out.
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Physiologic birth. We also looked at respondents who had not experienced 
externally driven childbirth, but rather had the support to effectively mobilize their 
own and their fetuses’ biological capabilities. These processes, which have advanced 
over human evolution, confer many benefits for childbearing women and their 
fetuses and newborns.vii The American College of Obstetricians and Gynecologists 
led reVITALize, a consensus obstetrical data definitions project. The resulting 
document has been endorsed by 5 professional organizations of providers of 
maternal care. It includes a definition of physiologic birth, which promotes, protects, 
and supports the innate capabilities of the mother and fetus. To meet the definition, 
labor and birth start and proceed on their own without procedures or medications to 
bring on or hasten labor or manage pain (i.e., no intentionally ruptured membranes, 
synthetic oxytocin, narcotics, nitrous oxide, regional analgesia, or episiotomy). 
Physiologic childbirth can include anesthesia to repair a tear, medication to prevent 
hemorrhage after birth, and medications such as antibiotics that are not used to start 
or stimulate labor or control pain.30

We collected data points enabling us to apply this definition to our respondents. 
Overall, 5% met the definition of physiologic childbirth (Figure 3.30). AIAN-NHPI 
respondents (16%) most frequently experienced a physiologic childbirth, followed 
by Black (9%), Asian (7%), Latina (5%), White (4%), and Multiracial/Multiethnic 
respondents (4%) (n.s.). A similar proportion of respondents with Medicaid (5%) and 
private insurance (4%) had physiologic births (n.s.). Respondents with midwife (12%) 
versus obstetrician birth attendants (4%) more frequently experienced physiologic 
birth, as did those with a birth doula (8%) versus no birth doula (5%) (n.s.). 
Respondents with both a midwife birth attendant and a birth doula (14%) were more 
likely than those with neither a midwife nor a doula on their birth team to experience 
physiologic childbirth in the hospital setting (4%) (p < 0.05).

vii	  An extensive review of scientific literature about hormonal physiology of childbearing concludes, “Overall, consistent 
and coherent evidence from physiologic understandings and human and animal studies finds that that the innate, 
hormonal physiology of mothers and babies – when promoted, supported, and protected – has significant benefits 
for both in childbearing, and likely into the future, by optimizing labor and birth, newborn transitions, breastfeeding, 
maternal adaptations, and maternal-infant attachment. There are likely additional benefits from avoiding potential 
harms of unnecessary interventions, including possible adverse epigenetic programming effects” (from pages xviii–
xix) Buckley, Sarah J. (2015, January). Hormonal Physiology of Childbearing: Evidence and Implications for Women, 
Babies, and Maternity Care. Washington, D.C.: Childbirth Connection Programs, National Partnership for Women & 
Families, https://nationalpartnership.org/wp-content/uploads/2023/02/hormonal-physiology-of-childbearing.pdf. See 
also a summary of this framework. Buckley, S. (2015, January). Core Hormonal Physiology of Childbearing Principles. 
Retrieved 7 April 2026, from https://nationalpartnership.org/wp-content/uploads/2023/02/core-hormonal-physiology-
of-childbearing-principles.pdf 

	Had the delivery I 
wanted with the provider 
I wanted. I have had two 
nonmedicated births with 
no tears.

	Giving birth naturally can 
be very scary but just 
know your body has it 
in the bag – we got this, 
mamas!!!!!!

	Birth is beautiful and it’s 
painful, but we are made 
for it, and that’s all that 
matters.

	 I was fully in control 
during labor. Calm and 
no pain meds.... I arrived 
at the hospital at 8 cm.... 
I educated myself on 
birth and .... I would’ve 
liked to be listened to 
more.

https://nationalpartnership.org/wp-content/uploads/2023/02/hormonal-physiology-of-childbearing.pdf
https://nationalpartnership.org/wp-content/uploads/2023/02/core-hormonal-physiology-of-childbearing-principles.pdf
https://nationalpartnership.org/wp-content/uploads/2023/02/core-hormonal-physiology-of-childbearing-principles.pdf
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Support for breastfeeding among those who 
planned partial or exclusive breastfeeding
Feeding intention and actual feeding 1 week postpartum 
The American Academy of Pediatrics and other leading professional organizations 
recommend exclusive breastmilk feeding for about 6 months.31 As expectations 
about infant feeding can evolve over time, we asked, “As you came to the end of 
your pregnancy, how did you want to feed your baby?” In all, 84% wanted to feed 
any breastmilk, 37% wanted to feed any formula, and 1% were unsure. Specifically, 
62% wanted to exclusively breastfeed, 22% planned a mix of both, and 15% wanted 
to exclusively feed formula.

	 I loved giving natural 
birth.

Overall: 5%

Base: all respondents (n=3,857)
ACOG is American College of Obstetricians and Gynecologists
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 for midwife birth attendant and birth doula versus no midwife birth attendant and no birth doula

Figure 3.30: Births that met the consensus ACOG reVITALize
definition of physiologic childbirth
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	 I went natural all the way.

	 I constantly felt like I was 
shut down by providers 
for wanting to have an 
all natural birth with no 
intervention.

	 I had no idea 
breastfeeding would 
be so hard. The baby 
wasn’t latching well and I 
needed more help.
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We asked how the babies were being fed a week after birth. Among all respondents, 
there was a small bit of movement toward formula relative to preferences at the end 
of pregnancy: 82% were fed any breastmilk, and 39% were fed any formula. More 
specifically, 50% were exclusively breastfed a week after birth, 18% were exclusively 
formula fed, and 21% were fed both breastmilk and formula. 

Figure 3.31 shows how all respondents were feeding their babies at 1 week, by 
their intention at the end of pregnancy. Whereas 62% of respondents intended 
to exclusively breastfeed, 60% were doing so a week after birth. Eight percent of 
respondents had planned exclusive breastmilk feeding and were feeding both 
formula and breastmilk, and 4% were feeding formula alone a week after birth. 
Whereas those who intended to exclusively breastfeed showed notable slippage 
away from professional recommendations, those who planned mixed feeding 
showed some gains. While 22% of respondents had planned mixed feeding, 12% 
were feeding both breastmilk and formula a week after birth, 9% were feeding 
breastmilk alone, and 1% were feeding formula alone. Whereas 15% of respondents 
planned to exclusively feed formula, nearly all (13%) were doing so a week after 
birth. One percent had migrated to exclusive breastmilk feeding, and 1% migrated 
to mixed feeding.

Hospital practices supportive of breastfeeding 
The Baby-Friendly Hospital Initiative is based on 10 Steps to Successful 
Breastfeeding, evidence-based practices associated with increased initiation and 
duration of breastfeeding. The steps are the basis for awarding hospitals a “Baby-
Friendly” designation, and the current version is endorsed by 11 leading maternal-
child health professional organizations and other U.S. authorities.32 The 10 Steps 
have recently been updated, and our questionnaire asked respondents about their 
experience with care aligned with steps from the previous version. The update 
largely but not exclusively refines language in parallel with previous concepts. We 
asked about care relating to 9 of the 10 steps (as respondents would be unlikely to 
know about 1 of them, whether the facility had an infant feeding policy in place).

	Though the hospital 
didn’t give or 
recommend formula, 
my son’s pediatrician 
did around day 3 after 
birth, because he was 
having trouble getting 
up to birth weight .… 
My son did not like the 
formula, so I pumped to 
supplement his nursing 
with bottles of breast 
milk, and that worked 
out for us… I decided 
that on my own.

Base: all respondents (n=3,857)
Note: 63% of respondents intended to exclusively breastfeed, 23% intended mixed feeding, and 15% intended to 

exclusively feed formula as they came to the end of their pregnancy.
Totals may vary due to rounding

Figure 3.31: Respondents' newborn feeding intention at end
of pregnancy and actual feeding one week postpartum
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	They told me they had 
to take my baby to make 
sure he wouldn’t go 
to the nicu for his low 
weight. When they came 
back they informed me 
he had been fed already. 
I wanted to breast feed 
but they had given 
formula already.

	The feeding specialists 
were no help in the 
hospital.

	The breastfeeding 
support group was 
amazing.
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As it is a priority to support those who want to feed breastmilk in doing so, 
Table 3.3 shows respondents’ experiences of care compatible with 9 of the 10 
steps, by intended infant feeding: whether, as the respondent came to the end 
of her recent pregnancy, she wanted to exclusively breastfeed, feed a mix of 
breastmilk and formula, or feed any breastmilk. Respondents were asked to 
select all that apply. Care compatible with the respective Baby-Friendly steps for 
successful breastfeeding was provided to respondents who planned to exclusively 
breastfeed from 83% to 43% of the time. Care compatible with the various steps 
was provided to those who planned mixed feeding from 83% to 41% of the time. 
Results for all steps identify opportunities for improvement in hospital support for 
optimal infant feeding. 

For babies whose mothers intended exclusive breastmilk feeding, giving any formula 
or water supplements during the hospital stay violates the mother’s intentions, as 
does providing free formula samples, coupons, or offers. While these practices do 
not violate the preference of those who planned mixed feeding, they may make it 
more difficult to establish any breastfeeding. Staff were more likely to refrain from 
giving formula or water supplements to babies of those who planned exclusive 
breastmilk feeding (75%) than those who planned mixed feeding (52%) (p < 0.05). 
Similarly, staff were more likely to refrain from providing free formula samples, 
coupons, or offers to respondents who planned exclusive breastmilk feeding (62%) 
than those who planned mixed feeding (46%) (p < 0.05). In another difference 
between the 2 groups, staff were more likely to connect those who planned 
exclusive breastmilk feeding (58%) with a lactation specialist than those who planned 
mixed feeding (41%) (p < 0.05). 

	 I told them that I 
wanted to stick with 
breastfeeding as long 
as he was okay, but 
they kept coming back 
asking if I wanted to 
supplement with formula 
and that there was 
nothing wrong with it.

Intended to 
exclusively 
breastfeed

Intended to feed 
both breast milk 

and formula
Intended any 
breastfeeding

Helped you get started breastfeeding when you and your 
baby were ready 83% 83% 83%

Did not provide formula or water to supplement breast milk 75%* 52% 69%

Showed you how to position your baby for a good latch 73% 71% 73%

Encouraged you to feed on demand 70% 68% 69%

Did not give baby a pacifier 63% 58% 62%

Did not give you free formula samples, coupons, or offers 62%* 46% 58%

Told you about breastfeeding support resources in the 
community 59% 51% 57%

Connected you with a lactation specialist 58%* 41% 53%

Provided guidance about pumping and storing your milk 43% 47% 44%
* p < 0.05 for exclusive compared with mixed feeding intentions

Base: respondents who intended to exclusively breastfeed (n = 2,168)
Base: respondents who intended to breastfeed in combination with formula (n = 945)
Base: respondents who intended to breastfeed alone or in combination with formula (n = 3,113)
The three response choices in red italics were asked affirmatively. For consistent directionality, we changed values to “Did not ...” by subtracting affirmative values from 100.
Not shown: experiences of respondents who intended to exclusively formula feed at the end of pregnancy

Table 3.3: Hospital support for breastfeeding, by respondents’ feeding intention at the end 
 of pregnancy

	The nurses fed my baby 
formula without talking 
to me. Latching was 
easy for us prior to them 
giving baby formula, 
then we had struggles.

	 I did not appreciate the 
push for formula in the 
first week.
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We also asked a question that is not included in the 10 Steps, whether hospital staff 
had given the baby formula without the respondent’s permission. Three percent of 
those who planned exclusive breastfeeding said their baby had been given formula 
without their permission, and this was more likely with babies who had been born by 
cesarean (6%) than vaginally (2%) (p < 0.05).

About 1 respondent in 5 who planned to exclusively breastfeed was not doing so 
a week after the birth. This represents a large missed opportunity for shorter- and 
longer-term benefits for both mothers and babies.33 We looked at the relationship 
between respondents’ achievement of their intention to exclusively breastfeed at 
1 week and their experience of care compatible with the 9 supportive practices 
(Figure 3.32). We found a largely linear relationship between care experience 
compatible with cumulative steps and respondents who achieved their goal of 
exclusive breastmilk feeding a week after giving birth. Whereas just 34% of those 
who indicated that they had experienced care aligned with no or 1 supportive 
practice achieved this intention at 1 week, fully 91% who experienced care 
compatible with 8 or 9 steps achieved their intention to exclusively feed their baby 
breastmilk at 1 week. These results suggest that care personnel and especially 
hospital nursing staff have great potential and responsibility to help establish 
breastfeeding around the time of birth.

Among our respondents who intended to exclusively breastfeed at the end of 
pregnancy, those who experienced 3 particular Baby-Friendly practices were more 
likely than those who did not to be exclusively breastfeeding at 1 week. Specifically, 
participants were more likely to achieve their intention if they were helped to get 
started breastfeeding as soon after birth as they and their newborn were ready; if 
their babies were not given formula or water supplements in the hospital; and if they 
were not given formula samples, coupons, or offers (p < 0.05 for all).

Please see Chapter 5 and the second full survey report based on our second 
questionnaire for additional results relating to infant feeding.

	 I had always planned 
to breastfeed, but the 
nurses didn’t allow much 
skin to skin when he 
was born and then they 
gave him formula in 
the nursery despite my 
file saying I wanted to 
breastfeed.

Base: respondents who intended to breastfeed exclusively at the end of pregnancy and achieved their intention at 
1 week postpartum (n = 2,168)

Figure 3.32: Achievement of exclusive breastfeeding intention
a week after birth and experience of supportive hospital practices
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	 I never once sent my 
baby to the nursery just 
in case they would give 
him a pacifier or formula.

	The immediate 
postpartum support with 
breastfeeding, despite 
the surgical birth, was a 
huge success and helped 
us establish a strong 
nursing relationship.

	 I struggled with 
producing enough milk to 
breastfeed my son, which 
was incredibly difficult for 
me emotionally. I really 
wanted to avoid giving 
him formula, but I felt a 
lot of pressure from the 
doctors to do so, or to 
consider sending him to 
the NICU. At the same 
time, they were telling 
me I was producing 
plenty of colostrum, 
which made the situation 
even more frustrating 
and confusing. It felt like 
mixed messages, and I 
didn’t feel fully supported 
in finding a solution 
that aligned with my 
wishes. I wish there had 
been more consistent 
communication, 
reassurance, and 
guidance during that 
time.
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Respectful care 
Person-Centered Maternity Care (PCMC-US)
Birth justice, global maternal health, and other advocates have been extensively 
concerned about disrespectful maternity care, especially during the hospital stay 
for birth. In addition to the inherent value of compassion and regard in caregiving 
relationships, respectful maternity care encourages engagement and partnership 
with childbearing women that affect physical and mental health outcomes. Crucially, 
provider and facility delays in response to concerns are strongly associated with 
opportunities to prevent catastrophic maternal outcomes.34

One way that our survey formally investigated this topic was by including a shortened 
version of the validated Person-Centered Maternity Care (PCMC-US) instrument to 
assess treatment during hospital admissions for childbirth in the United States.35 This 
tool has 3 scales: Dignity and Respect (10 items), Communication and Autonomy (14 
items), and Responsive and Supportive Care (10 items) – all dimensions of respectful 
care in our view. We trimmed the length by selecting 4 items from each scale, 
using the criteria of alignment with priorities of our advisory council and with salient 
concerns in the field, and achieving a high degree of consensus.

Figure 3.33 shows responses that indicate less than optimal care for the 12 selected 
PCMC-US items across 3 subscales: respondents who said they had been accorded 
the respectful behavior “never,” “a few times,” or “most of the time.” Optimal 
responses, those indicating that the respondent was accorded the respectful 
behavior “all of the time,” are not shown. 

Items most frequently identified as suboptimal were not having experiences and 
knowledge valued (43% suboptimal), providers not responding in a timely manner 
to requests for help (42%), not feeling heard and listened to by providers (41%), 
not receiving needed support for baby feeding (38%), and 36% for each of the 
following: not being involved in care decisions, not being informed about what was 
happening, and not being able to completely trust providers about care. These 
measure and confirm existing research36 as well as extensive anecdotal dialogue 
about not receiving timely responses to requests for help, not feeling heard and 
listened to, and other concerns.

The developers provide guidance for scoring responses on a standardized scale of 
0 (worst possible) to 100 points (best possible). There was little variation in scores 
across the 12 items by race/ethnicity and by type of insurance. The average score 
was 86, and race/ethnicity groups ranged from 82 among AIAN-NHPI respondents 
to 88 among both Asian and Latina respondents (n.s.). Those with both private 
insurance and Medicaid had average scores of 86 (n.s.). The scores by subscale 
ranged from 83 out of 100 for communication and autonomy to 85 for responsive 
and supportive care to 88 for dignity and respect (p < 0.05 for each scale versus the 
others). Scores for our weighted sample were slightly lower than those reported in 
convenience samples in the literature.viii

viii	The developers reported standardized full and subscale scores obtained during psychometric testing. A predominantly 
low-income Latina sample scored 91 on the full scale, 91 on the full communication and autonomy subscale, 86 on the 
full responsive and supportive care subscale, and 95 on the full dignity and respect subscale. (See Afulani, P., Coleman-
Phox, K., Leon-Martinez, D., Fung, K., Martinez, E., Garza, M., McCulloch, C., & Kuppermann, M. [2023, November]. 
Psychometric assessment of the US person-centered prenatal and maternity care scales in a low-income predominantly 
Latinx population in California. Retrieved 7 April 2026, from https://doi.org/10.1186/s12905-023-02721-5) In a study 
to identify factors associated with person-centered care, a sample of Black childbearing women had a mean score of 
92 for the full PCMC-US scale. (See Altman, M., Afulani, P., Melbourne, D., & Kuppermann, M. [2022, August]. Factors 
associated with person-centered during pregnancy and birth for Black women and birthing people in California. 
Retrieved 7 April 2026, from https://doi.org/10.1111/birt.12675).

	 I did not feel heard or 
valued. I felt dismissed.

	They need to take 
everything seriously. It 
felt like anything I was 
going through wasn’t a 
big deal, like the pains. 
They need to be more 
attentive when it comes 
to Black women.

	Doctors used too 
much jargon I couldn’t 
understand.

	After birth, my son 
suffered more breathing 
complications. The Dr. 
was not empathetic and 
tried to convince me it 
was fine that he was not 
breathing and turning 
blue.

	 It makes a world of a 
difference when you’re 
actually listened to and 
respected as a mother, 
and as a team member in 
your prenatal care.

	The most important thing 
is a great support system 
and that includes your 
medical team. With my 
first child I had a terrible 
medical team. This 
time around they really 
listened to me.

https://doi.org/10.1186/s12905-023-02721-5
https://doi.org/10.1111/birt.12675
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The item with the lowest percentage of suboptimal responses asked respondents 
whether they had experienced various types of discrimination. Six percent identified 
some type of discrimination. Because a lengthy list of types of discrimination 
was included in a single item, we further asked respondents who said they had 
experienced discrimination to specify the type(s) of discrimination they had 
experienced from the list included in the PCMC-US item (this is not within PCMC-
US). Figure 3.34 shows results. Seventeen percent were unable to be specific. 
Otherwise, the most common responses were race (29% of those who said they 
experienced discrimination), age (23%), ethnicity (19%), income (18%), insurance 
status (15%), and culture (11%). Fewer than 10 percent selected language (9%), 
marital status (9%), number of children (7%), education (6%), gender (5%), sex (4%), 
disability (4%), sexual orientation (3%), religion (3%), and immigration status (2%). 

Base: all respondents (n=3,857)
PCMC-US is the Person-Centered Maternity Care Scale. 
For clarity, this figure reverses the way the questions were asked. Original phrasing was e.g., Were you treated with respect: never, a few times, most of the time, or always?
*Questionnaire asked if respondent felt they had ignored or neglected, and if they felt discriminated against. These questions were reverse scored from all of the 

time=never to never=all of the time. 
See Afulani, P., Altman, M., Castillo, E., Bernal, N., Jones, L., Camara, T., . . . Kuppermann, M. (2022, July). Adaptation of the PersonCentered Maternity Care Scale in the 

United States: Prioritizing the Experiences of Black Women and Birthing People. Women’s Health Issues, 32(4), 352–361. https://doi.org/10.1016/j.whi.2022.01.006

Figure 3.33: Respondents who did not always receive person-centered maternity care,
per PCMC-US scale
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	 It made me feel so much 
better when the doctors 
treated me like a person 
and not just another 
customer.
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Twelve percent of respondents who said they had experienced discrimination 
wrote in other types of discrimination that the tool had not enumerated. These 
included discrimination related to substance use, tattoos, having a concurrent 
COVID-19 infection, care choices for self (wanting an unmedicated birth) and baby 
(“not allowing them to do whatever they wanted with my child”), (discounting) 
severe pain, weight, and spouse’s race or legal charges. Whereas 1% or fewer 
typically selected “I’d prefer not to answer,” 7% selected that answer choice for 
this question.

	 I turned 18 two days 
after my daughter was 
born. Me and my spouse 
were treated like we 
were stupid kids.

Base: Respondents who responded to PCMC-US Discrimination item that they had experienced some type
of discrimination during their hospital stay (n=389)

Note: Types of discrimination are those listed in PCMC-US Discrimination item
Respondents were asked to select all that apply

Figure 3.34: Types of discrimination experienced by respondents 
during hospital stay for childbirth
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17%I don't know why I was
discriminated against
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	We had to advocate too 
hard to get dad on the 
birth certificate .... maybe 
because of our age and 
race, our marriage and 
paternity weren’t taken 
seriously.

	 I routinely heard 
advanced maternal age 
since I was 38 at time 
of birth and jokes were 
made about it being 
baby #5 which would 
normally not bother me 
but it did while actively 
giving birth.

	 I was deemed high risk 
because of my weight 
and age. I felt that ... 
wasn’t based on health 
reasons.

	A lady asked who the 
dad was and I said I 
don’t know. It’s a donor 
because I’m a lesbian 
and she gave me an 
attitude.

	After mentioning I was 
bisexual, the nurses 
began being distant 
and somehow reduced 
their check-up rounds. I 
felt ashamed and guilty 
mentioning that to this 
day.
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Respect for customs and culture
We included and planned to separately analyze an item from the Dignity and 
Respect subscale of PCMC-US that asked, “Did you feel your customs and culture 
were respected by your provider?” This decision originated in Native experiences 
of cultural suppression and loss, and interest in including customs, ceremonies, and 
cultural practices in childbearing and other aspects of life. Concerns with retaining 
and reclaiming cultural childbearing practices are not limited to communities that 
have experienced greatest suppression and loss.

When we asked “Did you feel your customs and culture were respected by your 
providers?” an interesting pattern emerged among those who responded “Not 
applicable/I have no particular customs.” Overall, 24% selected that opt-out 
response choice. AIAN-NHPI (7%) respondents least frequently said they had no 
particular customs, which was less likely than Black (19%), Asian (21%), Multiracial/
Multiethnic (27%), and White respondents (31%) (p < 0.05). Black respondents 
were less likely to say they had no particular customs than Multiracial/Multiethnic 
and White respondents (p < 0.05). And Latina (13%) respondents were also less 
likely to say they had no particular customs than Multiracial/Multiethnic and White 
respondents (p < 0.05). Respondents with Medicaid less frequently (21%) said they 
had no particular customs than respondents with private insurance (27%) (n.s.). There 
were differences between people who may be less and more assimilated due to 
nativity and language. Respondents born in other countries (17%) were less likely to 
have no customs than those born in the U.S. (27%), as were those with less English 
proficiency (8%) relative to those with greater proficiency (25%) (p < 0.05 for both). 
Those with conservative perspectives (18%) were also less likely than those with 
liberal perspectives (30%) to have no customs (p < 0.05).

Figure 3.35 shows responses to the question, “Did you feel your customs and 
culture were respected by your providers?” We remove from the analysis those 
who selected “Not applicable/I have no particular customs” and show suboptimal 
responses, leaving aside those who said their customs and culture were always 
respected. AIAN-NHPI respondents (6%) most frequently said that providers had 
never respected their customs and culture, followed by Black (3%) and Multiracial/
Multiethnic (3%), Latina (2%) and White (2%), and Asian respondents (1%) (n.s.). 
AIAN-NHPI (37%) respondents most frequently selected any suboptimal experience, 
followed by Asian (32%), Black (30%), Multiracial/Multiethnic (28%), White (26%), and 
Latina respondents (22%) (n.s.). Respondents with Medicaid (3%) more frequently 
said that customs and culture had never been respected than those with private 
insurance (1%) (n.s.). Those with 1 or more disabilities (7%) were more likely than 
those with no disability (2%) to say their customs and culture had never been 
respected (p < 0.05).

	After asking if I was 
allowed to bring smudge 
(sweet grass or sage) to 
the labor and delivery 
room, the OBGYN 
responded “Yes, but you 
can’t bring your weed.” 
Assuming that I smoked 
weed or that those two 
things were related 
somehow?

	 I requested for baby 
not to be bathed at the 
hospital, as I wanted to 
wait until we got home, 
and I told multiple 
nurses. Well, one of the 
times they brought my 
baby back, she smelled 
of Johnson’s baby soap 
and I saw the small bottle 
of it in the cart. I was very 
upset. I didn’t get to give 
her the first bath, plus 
they went against my 
wishes.

	After I had skin-to-skin 
contact with my baby, I 
asked the nurse to put 
her in an outfit passed 
down through my family. 
Although the outfit was 
essentially a onesie and 
clearly looked freshly 
washed, the nurse was 
convinced that it was 
dirty and she told me no.
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Base: all respondents who did not select, “Not applicable/I have no particular customs” from “Customs respected” 
item in Person-Centered Maternity Care-US  scale (n= 2,978)

Responses to: “Did you feel your customs and culture were respected by your provider?” Not shown: All of the time.
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Totals may not equal the sum of items due to rounding
p < 0.05 for “never” by disability; and by insurance type

Figure 3.35: Respondents who reported that their customs and culture 
were not always respected during their hospital stay
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	When they heard I 
was one of Jehovah’s 
Witnesses, they 
immediately changed. 
They ... told me that if 
something happened I 
would be killing myself 
and my baby if I didn’t 
accept blood.

	 I feel like I was treated 
differently and frowned 
upon by some, even 
avoided by some nurses 
due to my preference 
to use a prayer rug and 
pray five times daily.
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Vaginal and 
Cesarean Births

Chapter 4.  
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The total U.S. cesarean rate has increased sevenfold since first measured at 4.5% 
in 1965, and has been essentially level for nearly 2 decades at just under 1 birth 
in 3.1 Cesarean surgery has become the nation’s most common operating room 
procedure. A hospital’s cesarean rate has been strongly associated with maternity 
unit culture,2 and the total cesarean rate varies tenfold across hospitals,3 Similarly, 
cesarean rates have been found to vary more than threefold among physicians and 
tenfold among those in the care of individual nurses.4 Avoidable cesareans without 
clear benefit are associated with a host of shorter- and longer-term risks, many 
severe, to mothers and cesarean-born children.5 Moreover, childbirth aligned with 
healthy biological processes offers key physiologic benefits relative to childbirth via 
a surgical procedure.6 

In 2014, the nation’s leading obstetrical professional organizations concluded, 
“The rapid increase in the rate of cesarean births without evidence of concomitant 
decreases in maternal or neonatal morbidity or mortality raises significant concern 
that cesarean delivery is overused” as rationale for issuing a consensus call to reduce 
the nation’s primary (or initial) cesarean rate.i However, the primary cesarean rate has 
subsequently increased (21.8% in 2016 to 22.8% in 2023).7 A quality improvement 
“bundle” of practices for safely reducing primary cesarean births was updated in 
2024.8 In 2025, the American College of Obstetricians and Gynecologists issued 
quality improvement guidelines for safe reduction of the smaller group of low-risk 
first-birth cesareans, emphasizing shared decision making, cultivation of favorable 
hospital unit culture, understanding of childbirth physiology, use of best evidence, 
and respect for birth preferences.9

Tackling cesarean overuse is thus a crucial component of efforts to mitigate the 
maternal health crisis; mode of birth is a crucial topic to explore in our survey and is 
the subject of this chapter. 

Sorting all births by mode of birth
Table 4.1 classifies all respondents by mode of birth, whether vaginal (68%) or 
cesarean (32%). 

It further positions each respondent in 4 smaller mutually exclusive groups: vaginal 
births – either with no prior cesarean (66%) or after 1 or more cesareans (3%), and 
cesareans – either first-time (“primary”) cesareans (18%) or repeat cesareans (13%). 
We weighted on these 4 groups, using national birth certificate data.

Also shown in this table, those with vaginal births and no prior cesarean included 
58% of all who had unassisted (or “spontaneous”) vaginal births, and 7% of all 
who experienced assisted vaginal births (with vacuum cups or forceps). Among all 
respondents, 2% had an unassisted vaginal birth after prior cesarean(s), and fewer 
than 1% had an assisted vaginal birth following prior cesarean(s).

Among all respondents, 13% had unplanned primary (initial) cesareans generally 
after some period in labor, and 5% had planned primary cesareans. Among the 13% 
of respondents who had repeat cesareans, most were planned (10%), with 3% having 
an unplanned repeat cesarean.

i	 Caughey, A., Cahill, A., Guise, J.M., & Rouse, D. (2014, March). Safe prevention of the primary cesarean delivery. 
American Journal of Obstetrics and Gynecology. Retrieved 9 April 2026, from https://doi.org/10.1016/j.
ajog.2014.01.026. This document was in effect until February 2024, when it was replaced by updated labor 
management guidelines.

	My birth didn’t go 
according to my original 
plan, but I was able to 
have my baby vaginally, 
which was important to 
me.

	 I was pressured into a 
c-section.

	C-sections are like crack 
to hospitals. I was told I 
had a health concern that 
was not even true.

	 Incision got infected 
before being discharged.

	Also another thing that 
made me mad is that 
after they did a c-section 
I never got to hold my 
baby. They didn’t even 
show me my baby. They 
gave it to my partner that 
was in another room and 
fed him with formula! 
Then I struggled to 
breast feed him because 
the baby preferred 
formula since it was 
easier to suck on. I had to 
end breast feeding fast.

https://doi.org/10.1016/j.ajog.2014.01.026
https://doi.org/10.1016/j.ajog.2014.01.026
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In Figure 4.1 we break down the total vaginal and cesarean rates, first by race and 
ethnicity. AIAN-NHPI (36%) and Black respondents (33%) most frequently had cesarean 
births, and Latina (30%) and Multiracial/Multiethnic respondents (30%) least frequently 
had cesarean births (n.s. among all groups). Rates of cesarean birth were similar 
between respondents with Medicaid (33%) and with private insurance (31%) (n.s.). 
There were, however, significant differences in the likelihood of cesarean birth related to 
having a midwife (17%) versus obstetrician (34%) as primary prenatal provider (p < 0.05). 

Vaginal Birth (68%) Cesarean Birth (32%)

Vaginal/no 
previous cesarean 

(66%)

Vaginal birth 
after cesarean 

(3%)

Primary (first) 
cesarean 

(18%)

Repeat 
cesarean 

(13%)

Unassisted 58% 2% Unplanned 13% 3%

Vacuum or 
forceps assited 7% <1% Planned 5% 10%

Note: We weighted on the numbers shaded grey in this table and by extension total vaginal and total cesarean nunbers.
Weighting reflects the following Listening to Mothers IV exclusions: respondents with multiple babies, with community births (at birth centers and homes), and less than 
18 years when participating.

Table 4.1: Mode of birth: all respondents in mutually exclusive categories

	 I hoped to give birth 
naturally but ended 
up having a C-section, 
and the epidural was 
ineffective. My birth and 
recovery were rough.

Base: all respondents (n = 3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 by prenatal provider type

Figure 4.1: Mode of birth
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	The Dr. cut my bladder 
open during my c-section 
so I was in surgery longer  
plus my baby had to be 
examined from me being 
put under anesthesia [so 
was in the NICU just after 
birth].

	Women need more 
information on what to 
expect after a c-section. 
It is a major surgery, and 
I don’t think it’s taken as 
seriously as it should be.

	The C-section recovery 
was more painful than 
expected.
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Vaginal birth
Beyond a focus on cesarean reduction, core professional documents and initiatives 
have been dedicated to the essential inverse, supporting and increasing vaginal 
birth. These include a Toolkit to Support Vaginal Birth and Reduce Primary Cesareans 
(expanded in 2022),10 Supporting Vaginal Birth hospital quality collaboratives,11 
and professional guidelines for limiting labor and birth interventions and for safely 
increasing vaginal birth after cesarean, assisted vaginal birth, manual turning of 
fetuses to a headfirst position, and vaginal breech births.12

As discussed in the previous chapter, the runway leading up to cesarean births for 
most respondents included many practices and restrictions that are not aligned with 
healthy biological processes – including interventions cited in Figure 3.26, such 
as early admission to the hospital, limited mobility in labor, and the prohibition of 
drinking or eating during labor. Among our respondents with a vaginal birth, only 
7% met the consensus professional reVITALize definition of physiologic birth.

Among our respondents, vaginal births that were not VBACs were more likely 
for respondents with primarily midwife (79%) compared with OB (64%) prenatal 
providers, as well as primarily midwife (93%) compared with OB birth attendants 
(62%) (p < 0.05 for both). In general, vaginal births after cesarean (VBACs) were too 
infrequent to show subgroup differences. The topic of vaginal births after cesarean, 
which are crucial for increasing the rate of vaginal births overall, is addressed below 
in the final section of this chapter.

We examined experience with assisted vaginal births. The rates among our 
respondents with vaginal birth (forceps 5%, vacuum 6%) are notably higher than 
those reported in birth certificate data.ii The reported rates in women with first births 
were double those of women with previous births (16% compared with 8%); while 
higher than official national data, our results affirm the pattern of greater use of 
forceps and vacuum in first births.

Primary and repeat cesareans
Cesarean births are composed of both primary (initial) cesareans (whether in a 
respondents’ first or a subsequent birth) and repeat cesareans (a cesarean following 
1 or more previous cesareans). Examining primary and repeat cesarean births, there 
were no significant differences by race/ethnicity, though primary rates for AIAN-
NHPI respondents (29%) were notably higher than those of Black and White (20%), 
Multiracia/Multiethnic (17%), Asian (16%), and Latina respondents (14%) (n.s.). 
Conversely, repeat cesarean rates of AIAN-NHPI respondents (7%) were notably 
lower than Black, Multiracial/Multiethnic, and White (13%); Latina (15%); and Asian 
respondents (16%) (n.s.). 

Primary cesareans were much more likely in respondents who predominantly had 
an obstetrician (20%) compared with a midwife (4%) as birth attendant and in 
respondents having their first (34%) compared with a subsequent birth (8%) (p < 0.05 
for both). Repeat cesareans were more likely in respondents with 1 or more disabilities 

ii	 Corresponding rates among 2024 vaginal births in the national birth certificate file are forceps 1% and vacuum 3%. This 
calculation leaves aside our survey exclusions that are recorded in birth certificates: women less than 18 years, non-
hospital births, and multiple births. Centers for Disease Control and Prevention. National Center for Health Statistics. 
Final 2024 Natality on CDC WONDER online database compiled from 57 vital statistics jurisdictions through the Vital 
Statistics Cooperative Program. Accessed at http://wonder.cdc.gov/natality-expandedprovisional.html on April 13, 
2026. (See Centers for Disease Control and Prevention WONDER database. [n.d]. About provisional natality, 2023 
through last month. Retrieved 13 April 2026, from https://wonder.cdc.gov/natality-expanded-provisional.html)

	 I would have liked my 
provider to push more 
for a vaginal birth.

	My amazing Dr. did 
everything to ensure I 
had the vaginal birth I 
wanted and planned, 
and ensured my son was 
healthy!

	 [I didn’t like that they] 
had to use a vacuum to 
get the baby out.

	What didn’t go well 
was me having to 
have a hysterectomy 
and put to sleep and 
my husband wasn’t 
allowed in the room 
while they performed an 
emergency c-section and 
hysterectomy.

	 I couldn’t have a v-birth 
plan because I had 
already had a c-section.

http://wonder.cdc.gov/natality-expandedprovisional.html
https://wonder.cdc.gov/natality-expanded-provisional.html
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(23%) compared with no disability (13%), as well as those who were older (18% for 
both 30–34 years and 35+ years) compared with 25–29 years (7%) (p < 0.05 for both).

Primary (about 18% of our respondents) and repeat (about 13% of respondents) 
cesareans have diametrically opposite profiles with respect to whether they are 
unplanned decisions that largely happen after labor is underway or are planned 
ahead of time and intended to take place before the onset of labor. This is shown in 
Figure 4.2. Among primary cesareans, roughly 3 in 4 were unplanned compared with 
about 1 in 4 that were planned. In contrast, among repeat cesareans, the reverse is 
true: about 3 in 4 are planned, compared with about 1 in 4 that take place during 
labor. 

Understanding the timing of when people make the decision to have a cesarean is 
important in developing effective approaches to preventing unnecessary surgeries. 
Because primary cesareans are mostly unplanned, efforts to reduce first cesareans 
should prioritize addressing practices leading up to and during labor – both 
reducing practices that interfere with labor progress and increasing practices that 
facilitate labor and are associated with fewer unplanned cesareans. 

Conversely, because most repeat cesareans are planned, the most important focus 
for safely preventing repeat cesareans is addressing the reasons why the great 
majority are planned.

Figure 4.2: Whether cesarean was planned or unplanned, by primary and repeat cesarean

Planned

PlannedUnplanned

Other

26%

74% 74%

25%

1%

Base: primary cesareans (n=614); repeat cesareans (n=537)
Other refers to cases where respondent selected other and the open-ended response did not clearly indicate planned or unplanned.  

Primary (initial)
cesareans

Repeat
cesareans

Unplanned

	 I came from jail to 
have an emergency 
c-section…. Some 
random police officer I 
just met that day held 
my hand during the 
c-section, which was my 
first surgery ever and I 
was terrified.

	 I had to do an 
emergency c-section 
leaving me with a big 
scar I can’t erase.



LISTENING TO MOTHERS IV 125Chapter 4. Vaginal and Cesarean Births

Unplanned in-labor cesareans and planned 
cesareans
Birth certificates and hospital records document rates of cesarean birth, overall 
and whether primary or repeat, but do not indicate the cesarean’s planning status. 
We asked those who experienced a cesarean if it was planned in advance of labor 
or took place after a period of labor. Among cesareans, 53% were unplanned and 
almost exclusively took place after a period of labor, and 46% were planned ahead 
of time. These were 17% and 15%, respectively, of all births. The profile of reasons 
for unplanned and planned cesareans provides guidance for priority opportunities to 
increase the rate of vaginal birth and curb cesarean overuse.

Figure 4.3 shows the distribution of unplanned and planned cesareans experienced 
by various subgroups. Overall, 17% were unplanned and 15% were planned. 
Unplanned cesareans by race and ethnicity ranged from 21% of Black respondents 

Base: all respondents (n=3,857) 
p < 0.05 for both planned and unplanned by parity, prenatal provider, and birth attendant

Figure 4.3: Unplanned and planned cesareans
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18%OB (birth)

Midwife (birth)

OB (prenatal)

Midwife (prenatal)

Gave birth in past

First birth

Private

Medicaid

Multi

White

Latina

Black

Asian

AIAN-NHPI

Overall

17%

34%

5%

36%

	A nurse performed a 
cervical check to see 
how I was progressing. 
I was advised that I was 
about 7 cm dilated. 
However, when the 
doctor came in to check 
a few hours later, I was 
advised that I was barely 
2 centimeters dilated. I 
don’t understand how 
such a big discrepancy 
happened. During the 
doctor’s cervical check, 
my baby’s heartbeat 
decreased, which led to 
me having an emergency 
C-section.

	 I found the recovery 
after the C-section 
challenging.

	 It would’ve been nice to 
be a part of a support 
group for moms who 
have had c-sections, 
especially emergency 
ones.
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to Asian (19%), AIAN-NHPI (18%) and Multracial/Multiethnic (18%), Latina (16%), and 
White respondents (15%) (n.s.). Planned cesareans by race and ethnicity had a similar 
spread but ranged from AIAN-NHPI (18%) to White (16%), Latina (14%), Multiracial/
Multiethnic (13%), Black (12%), and Asian respondents (11%) (n.s.)

Respondents with Medicaid more frequently had unplanned cesareans (19%) than 
those with private insurance (16%), and had similar proportions of planned cesareans 
(14%) compared to those with private insurance (15%) (n.s. for both). 

Other groups shown in Figure 4.3 had significantly different rates of both unplanned 
and planned cesareans. Those with a first birth (26%) were much more likely than 
those with prior births (10%) to have an unplanned cesarean and much less likely 
(7%) than those with prior births (20%) to have planned cesareans (p < 0.05 for both). 
Respondents with midwives (14%) rather than OBs (17%) as their primary prenatal 
providers were less likely to have unplanned cesareans and far less likely (2% versus 
16%) to have planned cesareans (p < 0.05) for both. Respondents with midwives 
(4%) rather than OBs (18%) as their primary birth attendant were far less likely to 
have unplanned cesareans, and virtually no midwives (1%) were named as the 
primary birth attendant compared with OBs (17%) in those with planned cesareans 
(p < 0.05).

Reasons for unplanned and planned cesareans
By a large margin, the most common reason for unplanned cesareans (45%, Figure 
4.4) was a concern for the health of the baby (“baby was not doing well in labor”) 
followed by “labor was taking too long” (28%). Remaining reasons were “maternal 
health concern” (14%), “baby was not positioned correctly” (6%), “other medical 
reason” (3%), and “no medical reason” (3%).

The very wide variation of cesarean rates across individual hospitals, physicians, 
and nurses noted at the beginning of this chapter suggests that labor management 
practices play a major role in unplanned cesarean decision making, and offer much 
potential for reducing unplanned cesareans.13 Addressing just the very large group 
of concerns that arose about the well-being of the fetus in labor, simple measures 

Base: respondents with an unplanned cesarean (n = 606)

Figure 4.4: Reason for unplanned cesarean

45%

28%

14%

6%

3%

3%No medical reason

Other medical reason

The baby was not
positioned correctly

Maternal health concern

Labor was taking too long

Baby was not doing
well in labor

	Had to have a c-section. 
The recovery was 
horrible.

	There was a provider in 
my C-section surgery 
that was very rude and 
argumentative, and 
wildly dismissive when 
I was letting her know 
that I could not breathe. 
I was fearful for my life 
and health during my 
interactions with this 
provider.

	 I never thought I would 
have a c-section, 
especially after 3 prior 
successful vaginal 
births, so my 4th baby’s 
arrival via c-section was 
unexpected, emergent, 
and traumatizing. It has 
been 11 months, and 
I still feel my body is 
healing. Mentally, I feel 
like I’ve got PTSD from 
the surgery; my husband 
was unable to make it 
to the hospital since 
everything happened so 
quickly, and I lost a lot 
of blood and needed 
a couple transfusions. 
I did not feel prepared 
before the surgery (I do 
understand it was rushed 
to save my baby) and I 
did not receive enough 
information afterwards 
on what to expect with 
healing, what I should to 
do help heal, or anything 
beyond “don’t drive for 
2 weeks or lift anything 
heavier than your baby.”

	The C-section was not 
planned and left me with 
a lot of trauma even if it 
all went well.
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such as repositioning the laboring woman, administering oxygen, and increasing 
hydration, as well as reducing or discontinuing synthetic oxytocin, can aright many 
concerning fetal heart rate patterns that originate in hospital practices and avoid in-
labor cesareans.14

Despite the persistently stable rate of total cesarean birth in recent decades, many 
practices have been shown to reduce the likelihood of having a cesarean birth and 
could lead to better outcomes if more reliably implemented. We collected data on 
several of these and examined the relationship between experiencing cumulative 
favorable practices and unplanned cesarean rates among the large number of 
respondents who labored, before either a vaginal birth (78% of those who labored 
and 68% of all) or an unplanned cesarean (22% of those who labored and 16% of all) 
(Figure 4.5). 

We enumerated the experience of those who labored with the following 8 prenatal or 
in-labor practices: having a midwife as the main prenatal provider, having a doula during 
pregnancy, having a birth doula, hospital admission during active labor, monitoring the 
baby with intermittent auscultation, being upright and mobile for some period during 
labor, drinking fluids during labor, and eating food during labor. Figure 4.5 shows a 
linear relationship between experiencing favorable care practices and lower rates of 
unplanned cesareans ranging from experiencing 0 or 1 of these (20% and 21% cesarean 
rates) to 2 (17% cesarean rate) to 3 (12% cesarean rate) to 4 or more (10% cesarean 
rate). Our numbers were too small to separately list 5, 6, 7, or 8 practices: Only 7% of 
all respondents experienced 4 or more, whereas 93% experienced 3 or fewer of these 
8 favorable practices. These results suggest that more reliable provision of high-quality 
care could greatly reduce the rate of unplanned in-labor cesareans.

Turning to planned cesareans (Figure 4.6), by far the most common reason for 
planned cesareans – accounting for about half (49%) – was the fact of a prior 
cesarean rather than any concern in the present pregnancy. 

This was followed by a maternal health condition (15%), provider concern that the baby 
was too big (11%), and the baby was poorly positioned (10%). Less frequent reasons for 
planned cesareans were a problem with the placenta (5%), baby’s health problem (3%), 
past due date (2%), no medical reason (2%), and maternal weight (1%). Whereas baby 
not doing well in labor was the leading reading for nearly half of unplanned cesareans, 
a problem with the baby is a minor (3%) reason for planned cesareans., 

Base: respondents who labored (n = 3,424); base for admission in active labor: respondents who labored,
had 1+ vaginal exams, and could recall their cervical dilation at first vaginal exam after admission (n = 2,561)

Enumerated maternity practices: midwife prenatal provider, prenatal doula, birth doula, hospital admission
in active labor, intermittent auscultation, being mobile during labor, drinking during labor, and eating during labor

Figure 4.5: Unplanned cesarean birth rate by cumulative number
of selected practices that support vaginal birth
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	The provider kept 
pushing for C-section 
based on breech 
presentation. I did 
position changes to get 
baby to flip while in the 
hospital. These were 
laughed at by medical 
staff ... until they worked.

	 I wanted a VBAC (vaginal 
birth after cesarean) but 
did not feel supported in 
that area.

	The anesthesiologist 
tried multiple times to 
get my epidural right 
just for it to fail. I had to 
undergo an emergency 
cesarean put under.

	 I was not mentally 
prepared for c-section 
and it really traumatized 
me.

	 I had to have an 
emergency c-section 
because my baby’s heart 
beat dropped.
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The remaining topic in this chapter looks at the predominant reason for planned 
cesareans, those based on having had a past cesarean birth. First, we briefly comment 
on 2 of the other reasons for planned cesareans, concern about baby’s size and breech 
position. As discussed in chapter 2, the prediction of a large baby was inaccurate 
about 78% of the time and led to many futile cesareans and labor inductions.iii 
Moreover, birth certificates report that in 2024, half of attempts to manually turn 
fetuses to a headfirst position succeeded, yet fewer than 1% attempted this.15

High repeat cesarean rates and low VBAC rates
Birth options after cesarean
Nationally, fewer than 1 in 6 women (16%) who gave birth after a prior cesarean had 
a vaginal birth after cesarean (VBAC) in 2024.16 This rate has been slowly climbing 
in recent years but is far below the VBAC rate of 35.5% in 1995.17 The U.S. also 
ranks far behind other high-resource countries’ VBAC rates.18 Listening to Mothers 
IV provides an opportunity to explore factors that might contribute to low U.S. rates 
and be the focus of policies and quality improvement initiatives. 

We weighted on several dimensions of mode of birth, and similar to the national 
average, our VBAC rate is 16%. As Figure 4.7 illustrates, there is some minor 
variation across race/ethnicity groups ranging from AIAN-NHPI respondents (22%) 
to White (19%), Asian (17%), Black (15%), Latina (12%), and Multiracial/Multiethnic 
respondents (8%) (n.s.). There was no difference by type of insurance (Medicaid 15%, 
private insurance 16%) (n.s.). In contrast to the generally low VBAC rates, and to 
the VBAC rates of those who had primarily received obstetric prenatal care (14%), a 

iii	  Chapter 2 reports that 25% of respondents were told near the end of pregnancy that the fetus was getting quite large. 
Of those who were told, 39% had cesareans compared with 30% when not told (p < 0.05), rates that rose to 42% and 
32%, respectively, for those having their first baby (n.s.). Fully 89% of respondents whose providers recommended 
a cesarean due to a large baby had a cesarean, with two-thirds (68%) planned. Among the large baby predictions, 
provider-recommended cesareans occurred in 98% of babies that did have large birth weights (4000+ grams) and 86% 
of normal or low birth weight babies. As discussed in chapter 2, larger birth weights, especially 4,500+ grams, pose 
increased risks, with the majority of vaginal births proceeding without complications.

Base: respondents with a planned cesarean (n = 522)

Figure 4.6: Reason for planned cesarean
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No medical reason

Past due date

Baby's health problem

Problem with the placenta

Baby was breech

Provider believed baby was too big

Maternal health condition

Prior cesarean birth

	 I really wanted to do a 
VBAC but … they kept 
trying to push a cesarean 
section delivery and they 
tried to rush me through 
the process of labor 
and said they just felt a 
c-section was better.

	 I had a really smooth and 
successful ECV to flip 
my baby when he was in 
a breech position at 37 
weeks.

	The doctors were afraid 
of VBAC.

	My OB allowed a 
vaginal delivery whereas 
many OBs will give 
an automatic repeat 
cesarean (and I did find a 
lot of those first).

	We discovered the baby 
was breech, which led to 
the decision of needing a 
c-section delivery.

	 I was discriminated 
against because I want 
to have a vaginal birth 
after a c-section. I was 
transferred to a high 
risk clinic because of 
my choice. My provider 
made it very clear 
because of my decision I 
had to get transferred.
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majority of respondents with 1 or more past cesarean births who had primarily had 
midwifery prenatal care (63%) had VBACs. Those with a history of cesarean who 
had prenatal doula support (27%) more frequently had VBACs than those with no 
prenatal doula support (15%).

Before presenting our data about VBAC decision making, it is important to consider 
the profile of our respondents with a history of cesarean birth: 39% had 1 prior 
cesarean, 41% had 2 prior cesareans, and 20% had 3 or more past surgical births. 
As the number of prior cesareans increases, the risks to both childbearing women 
and their fetuses increase due to scarring and other damage to the integrity of the 
woman’s tissues and increasing likelihood of serious placental and other problems.19 
These effects pose serious risks to future pregnancies and repeated cesareans, and 
are good reasons to get off the repeat cesarean track, especially for those who 
intend larger families. Given these considerations, there is broad consensus that 
for most women vaginal birth after 1 cesarean is a reasonable and often desirable 
option and vaginal birth after 2 cesareans is a reasonable option – both in the 
context of exemplary shared decision making processes.20 In 2024, people in the 

Base: respondents with 1 or more previous cesareans (n=664)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 by prenatal provider type

Figure 4.7: Rates of VBAC and repeat cesarean
(among those with 1+ prior cesarean)
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	 I was very, very lucky and 
happy to find a VBAC-
friendly, patient-centered 
provider halfway through 
my second pregnancy. 
I also was lucky to find 
a hospital that was 
completely committed to 
supporting my family in 
our birth wishes as best 
as they could.

	Because I was a VBAC, 
the doctors were pretty 
awful but with my doula 
and really great nurses, I 
got the birth I wanted.

	The safest option for my 
second was a c-section 
due to my weight. 
My doctor was willing 
to consider a VBAC 
but after considering 
all factors I chose a 
c-section based on her 
recommendations.

	My provider was very 
accommodating and 
we discussed VBACS at 
length for second and 
third births but together 
decided against it for a 
few reasons. They never 
made me feel ashamed 
of having c-sections. I 
appreciate that.

	 I would have liked to 
have had a chance to try 
for a VBAC even though 
I knew the risks but my 
doctor wouldn’t allow it.
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United States with 3 or more prior cesareans had fewer than 1,000 vaginal births 
versus more than 35,000 cesareans.21 A prior Listening to Mothers survey found 
that many respondents with cesarean scars reported that providers had encouraged 
them to limit the number of lifetime cesareans (average 3).22 These considerations 
elevate the importance of safely reducing the primary cesarean rate and increasing 
vaginal births overall and access to VBAC in particular. 

Interest in and options for planning a VBAC
As we note in Figure 4.6, simply having had a prior cesarean rather than a concern 
with the present pregnancy was the leading reason in almost half of all planned 
cesareans. This suggests limited options for respondents interested in a VBAC. 

We assume that those who had a VBAC (3% of respondents) were interested in and 
had access to vaginal birth after cesarean. Figure 4.8 displays key aspects of the 
process of VBAC decision making from the perspective of respondents who had a 
history of 1 or 2 prior cesareansiv and had a repeat cesarean for their recent birth. We 
asked that group if they had been interested in the option of a VBAC for their recent 
birth. Among those with 1 or 2 past cesareans and another for their recent birth, 
49% indicated such an interest. Not shown, interest varied widely by race/ethnicity 
ranging from Asian respondents (79%) to Black (66%), Multiracial/Multiethnic (56%), 
Latina (53%), AIAN-NHPI (36%), and White respondents (32%) (p < 0.05 for Asian 

iv	 As mentioned in the previous paragraph, vaginal birth after 3 or more prior cesareans is very rare in the United States.

Figure 4.8: Interest in VBAC and option of VBAC among those with a repeat cesarean
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option to plan VBAC
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4%

Base for left pie: respondents with a repeat cesarean birth and 1 or 2 
prior cesareans (n = 379)

Base for right pie: respondents who were interested in having a VBAC 
(n = 198)

Base for why respondents did not have option to plan a VBAC: 
respondents who were interested andreported they did not have the 
option for a VBAC (n = 80)

VBAC is vaginal birth after cesarean
Not included: Respondents who responded to the first question as

“I’d prefer not to answer”
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Not Interested
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Reasons for Not Having Option of VBAC

49%

39%

25%
My hospital was unwilling to allow a VBAC

I needed to have a cesarean birth for a
medical reason other than my past cesarean

My maternity care provider was unwilling to support a VBAC

Select all that apply

	My c-section took a very 
long time. My doctor 
later told me that I had 
a lot of scar tissue from 
my previous cesarean. 
She also stated that she 
wouldn’t advise I have 
any more children for 
that reason.

	 I just wish I could have 
had a vaginal birth 
instead of a second 
C-section.
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and Black compared with White). Those who predominantly had prenatal care with 
a midwife were more likely to be interested in having a VBAC (97%) than those who 
predominantly saw an OB prenatally (48%) (p < 0.05).

We also asked respondents who indicated interest in VBAC whether they had had an 
option to plan a VBAC, and 31% indicated they were denied the opportunity to have 
a VBAC, with another 4% unsure. When those who were interested but denied the 
option were asked why they did not have the opportunity, the leading reason was 
provider unwillingness (49%), followed by a medical indication other than their past 
cesarean (39%), and hospital refusal (25%). Not shown, provider unwillingness was 
highest among AIAN-NHPI mothers (75%), and Black mothers most commonly cited 
medical reasons (47%), though small sample sizes meant no statistically significant 
differences. Hospital unwillingness was reported more commonly in nonmetropolitan 
areas (74%) than metropolitan areas (9%) (p < 0.05). The reverse was true for medical 
indications with a larger proportion of women in metropolitan areas citing medical 
reasons for refusal of a VBAC (48%) compared to nonmetropolitan areas (8%) (n.s.), 
perhaps related to the high level of hospital refusals for VBAC in nonmetropolitan 
areas. When respondents indicated they were denied a VBAC because of a medical 
reason unrelated to their prior cesarean, less than half cited a unique medical reason 
in responding to the separate question about the reason for their planned cesarean. 
More than half (64%) still cited their prior cesarean as the reason, with “baby in the 
wrong position” (21%) the only other reason getting more than 10% of responses.

Those who had an interest in a VBAC after 1 or 2 prior cesareans but ultimately had 
a repeat cesarean were asked what steps they took to try to have a VBAC. More than 
half (56%) indicated they had not done anything to be able to plan for the VBAC, 
while 22% tried to find a willing provider, 12% a willing hospital, and 9% indicated 
“something else.” Those who tried any of the 3 options more frequently (64%) 
reported they did experience some time in labor than those who did not attempt 
any method prenatally to have a VBAC (52%) (n.s.).

National rates of VBAC and access to labor after cesarean have been slowly 
rising.23 Nonetheless, repeat cesareans (13% of our respondents) predominate 
over VBACs (3% of respondents) by a wide margin. To improve maternal health 
outcomes and respond to women’s great unmet interest in VBAC, it is incumbent 
upon providers and facilities to improve access and support these interests while 
also reducing the primary cesarean rate and in turn those facing the dilemma of 
interest without access.

	 I wanted a VBAC really 
bad and had to have a 
C-section. It hurt so bad.

	This was my third VBAC 
after my first birth was a 
C-section (breech).

	The hospital I delivered 
at was 2.5 hours away 
from me, but the only 
place in the area that 
allowed a VBAC.

	VBAC was very 
successful. So satisfied.
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Early Postpartum 
Experiences in the 
Community

Chapter 5.  
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Increasingly, maternity stakeholders are giving greater attention to mothers and 
families in the postpartum period. This recognizes the range of challenges they 
face, their need for clinical and social supports, and the extent to which catastrophic 
outcomes occur at this time.1 Efforts to improve care and support include 
expanded guidelines for clinical postpartum care that have been endorsed by 
leading professional organizations,2 extension of Medicaid coverage to 12 months 
postpartum in all but one state,3 and state legislation to create various paid leave 
options. The latter go beyond unpaid leave of the Family and Medical Leave Act to 
create state programs for mandatory paid family and medical leave, voluntary paid 
leave coverage, paid parental leave for state employees, and paid sick leave.4 There 
is also broad bipartisan public support for a national paid leave program5 and strong 
congressional support for such a program through the FAMILY Act (Family and 
Medical Insurance Leave Act).6

Our survey is an important opportunity to examine how childbearing families are 
faring and their unmet needs in the postpartum period to inform the ongoing 
development of policies, practices, and programs. Chapter 3, about hospital 
intrapartum experiences, includes results for the initial hours and days in the 
hospital after birth, along with associations between hospital practices and infant 
feeding patterns at one week. This chapter examines the initial months back 
in the community with a new family member. Our second questionnaire and 
companion report focus extensively on postpartum and infant experiences such 
as respondents’ new and persisting physical and mental health concerns, infant 
feeding and vaccinations, out-of-pocket maternity insurance costs and ongoing 
coverage, workplace benefits and participation, and caregiving, along with topics 
that look across the entire maternity experience (such as experiences of climate 
disasters and COVID-19).

Postpartum doula support
A small proportion of respondents (4%) reported having received doula support 
when home with the baby. Half of those with postpartum doula support (2%) had 
continuity of doula services that spanned the prenatal, hospital, and postpartum 
phases of care. About 1% received postpartum doula support alone. Very few 
had doula support during 2 phases of care – either during pregnancy and in the 
postpartum period (0.5%) or at birth and in the postpartum period (0.5%).

Figure 5.1 shows the frequency of postpartum doula support received by various 
groups. Black participants (9%) more frequently received this support than those 
who were AIAN-NHPI (5%) and Multiracial/Multiethnic (5%), followed by Latina 
(3%) and White (3%) (p < 0.05 for Black compared with Asian, Latina, and White) 
with unreliably small weighted percentage for Asian respondents. Four percent 
of respondents with both Medicaid and private insurance had postpartum doula 
support (n.s.). Respondents in metropolitan counties (4%) were more likely than 
those in nonmetropolitan counties (2%) to have postpartum doula support, as were 
those with liberal political views (7%) relative to those with conservative political 
views (3%) (p < 0.05 for both).

	Everything went well 
until postpartum hit me 
like a ton of bricks.

	 I was hanging on by a 
thread and my husband 
helped anyway he could. 
But I needed more.

	My first childbirth was in 
London, UK. ….What I 
liked there, is that after 
childbirth a midwife will 
come to your home twice 
a week for 4-6 weeks to 
assist with anything mom 
and baby need, including 
lactation assistance.

	Make it part of the 
expectation that 
someone goes to the 
mother’s home and helps 
them.
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When asked how their doula supported them when they were home with their baby 
(Figure 5.2), 79% of respondents who used a doula in the postpartum period said 
their doula visited them at home, 60% received phone support, 57% received texting 
support, 49% had video calls with their doula, and doulas accompanied 38% to 
postpartum visits. Several wrote in more specific types of support, including helping 
the respondent move, cleaning her house, and watching the baby while she slept.

Overall: 4%

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Weighted percentage for Asian may not be representative due to n < 5 p < 0.05 comparing Black with Latina, 

Asian and White; by urbanicity; and comparing conservative and liberal political views

Figure 5.1: Use of doula support in the postpartum period
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	My postpartum doula 
was patient, she assisted 
and encouraged me with 
latching and gave tips 
with other discomfort 
after childbirth. It’s a 
really great experience 
for a new mom to 
have someone who is 
knowledgeable assisting 
me with things I’m 
new to.

Base: respondents who had doula support in the postpartum period (n=217)
Respondents were asked to select all that apply

Figure 5.2: How doulas connected with their postpartum clients
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	 I felt seen and cared 
for. My doula was very 
helpful and had answers 
to just about anything I 
had asked her. Amazing!

	My doula helped me 
overcome my fears and 
then taught me about 
breastfeeding and a lot 
of scientific parenting 
expertise.

	The experience of 
a doula’s emotional 
support was helpful 
in overcoming the 
difficulties associated 
with postpartum mood 
disorders.

	My doula was there for 
me at my lowest points 
after my pregnancy.
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Chapter 3 discusses prenatal doula support, chapter 4 discusses intrapartum doula 
support and summarizes patterns of doula support across the entire episode, and 
the second Listening to Mothers IV full survey report provides results about interest 
in doula support for a future birth.

Postpartum office visits
Current professional guidelines recommend contact with a maternity care provider 
in the first 3 weeks postpartum, ongoing care as needed, and a comprehensive 
visit by 12 weeks.7 The intention of specifying a visit earlier than the traditional 
single visit around 6 weeks is to provide support for such concerns as breastfeeding 
establishment, wound healing, and mental health issues. The Listening to Mothers 
survey is an important source of data about patterns of postpartum office visits. 
Billing codes and claims bundle diverse services and often cover – but do not 
separately document – the existence of postpartum visits and other specific services. 
Consequently, such data sources greatly overestimate the proportion of childbearing 
women with no postpartum visit and lack accurate information about the number of 
postpartum visits individuals have.i 

Number of postpartum visits
Figure 5.3 describes the number of postpartum visits in the first 12 weeks after birth 
with a maternity care provider reported by our respondents. Overall, 5% reported no 
postpartum visits. Multiracial/Multiethnic participants (9%) most frequently reported 
no postpartum visit, followed by AIAN-NHPI (6%), Black (5%) and Latina (5%), White 
(4%), and Asian participants (2%) (n.s.). Respondents with Medicaid (7%) more 
frequently had no postpartum visit than those with private insurance (3%) (n.s.).

Among all respondents, 26% had 1, 32% had 2,16% had 3, and 22% had 4 or more 
visits. White (31%), Asian (29%), Latina (22%), and Multiracial/Multiethnic participants 
(22%) were more likely than Black participants (14%) to have a single visit; as were 
White compared with Multiethnic/Multiethnic participants (p < 0.05 for both). Black 
participants (22%) were more likely than White (14%) and Latina participants (14%) to 
have 3 postpartum visits (p < 0.05). AIAN-NHPI participants (38%) were more likely 
than Asian (15%) and White participants (18%) to have 4 or more postpartum visits, 
as were Black participants (31%) compared with both Asian and White participants. 

Not shown, respondents with vaginal births (6%) were more likely than those 
with cesarean births (3%) to have no postpartum visit, and those with vaginal 
births (30%) were also more likely to have just 1 postpartum visit than those with 
cesarean births (17%). In addition, those with vaginal births (14%) were less likely 
to have 3 visits, compared with those with cesareans (20%) (p < 0.05). Lastly, those 
with NICU stays (29%) were more likely than those without (20%) to have 4 or more 
visits (p < 0.05). 

i	 Studies relying on billing codes and claims data typically describe high rates of childbearing women with no 
postpartum visit. (See American College of Obstetricians and Gynecologists. [2018, May]. Optimizing postpartum 
care [Committee Opinion No. 736]. Retrieved 4 May 2026 from American College of Obstetricians and Gynecologists 
website: https://doi.org/10.1097/AOG.0000000000002633; Butwick, A. J., Bentley, J., Daw, J., Sultan, P., Girsen, A., 
Gibbs, R. S., & Guo, N. [2022, November]. Postpartum care visits among commercially insured women in the United 
States. AJOG Global Reports, 2[4], 100106. Retrieved 4 May 2026 from https://doi.org/10.1016/j.xagr.2022.100106; 
Elevance Health Public Policy Institute. [2022, November]. Addressing Prenatal and Postpartum Coverage Gaps 
in Medicaid. Retrieved 4 May 2026 from Elevance Health website: https://www.elevancehealth.com/content/dam/
elevance-health/articles/ppi_assets/58/Addressing%20Prenatal%20and%20Postpartum%20Coverage%20Gaps%20
in%20Medicaid%20Chartbook_Final.pdf)Asking mothers themselves clarifies that these sources overestimate the 
proportion with no postpartum visit by a very wide margin. (See Bellerose, M., Daw, J. R., & Steenland, M. W. [2023, 
December]. Differences in Self-Reported and Billed Postpartum Visits Among Medicaid-Insured Individuals. JAMA 
Network Open, 6[12], e2349457. Retrieved 4 May 2026 from https://doi.org/10.1001/jamanetworkopen.2023.49457)

	 I wish I was given more 
postpartum resources or 
support groups/recovery 
techniques. My doula 
helped tremendously but 
that only lasted 6 weeks 
after birth.

	 I think women need 
extra support and they 
really don’t get it. I think 
it should be mandatory 
to have a few meetings 
after giving birth, not just 
6 weeks after.

	 I did not feel as though 
my concerns were heard 
or validated and I wish 
that there were more 
visits in the postpartum 
period.

	So many appointments 
leading up to delivery; 
but only one once baby 
is out, and they are quick 
to get you out the door.

	 I only had a 6-week 
follow-up, and I was just 
given the all clear. The 
provider didn’t even 
really look at how the 
incisions were healing. It 
took several more weeks 
before I started to feel 
normal again.

https://doi.org/10.1097/AOG.0000000000002633
https://doi.org/10.1016/j.xagr.2022.100106
https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/58/Addressing%20Prenatal%20and%20Postpartum%20Coverage%20Gaps%20in%20Medicaid%20Chartbook_Final.pdf
https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/58/Addressing%20Prenatal%20and%20Postpartum%20Coverage%20Gaps%20in%20Medicaid%20Chartbook_Final.pdf
https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/58/Addressing%20Prenatal%20and%20Postpartum%20Coverage%20Gaps%20in%20Medicaid%20Chartbook_Final.pdf
https://doi.org/10.1001/jamanetworkopen.2023.49457
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Not shown in Figure 5.3 is the extent to which respondents had 8 or more 
postpartum visits. Latinas (12%) most frequently had 8+ postpartum visits, followed 
by Black (9%) and Multiracial/Multiethnic (9%), White (6%), and AIAN-NHPI (5%) and 
Asian respondents (5%) (p < 0.05 for Latina compared with White). Respondents 
with Medicaid (8%) more frequently than those with private insurance (5%) had 8+ 
postpartum visits (n.s.). 

Timing and content of postpartum visits
For the majority (68%) of respondents with a single visit, the timing aligned with 
the conventional postpartum visit held 5 to 7 weeks after birth. For the majority of 
those with 2 or more visits (65%), the timing of the first visit aligned with the newer 
guidelines to have an initial provider connection within 3 weeks of the birth. However, 
46% of AIAN-NHPI respondents with 2 or more postpartum visits had their first 
postpartum visit 6 or more weeks after birth – later than the recommended time. 
By comparison, a smaller percentage of respondents in other groups had their first 
postpartum visit later than the recommended time –16% of Latina, 17% of White, 18% 
of Asian, 25% of Multiracial/Multiethnic, and 26% of Black respondents (p < 0.05). 
Similarly, Black women were more likely than Latina or White women to have their first 
visit 6 or more weeks after birth (p < 0.05).

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 for one visit comparing Black with Asian, Latina, Multi, and White; and White with Multi 
p < 0.05 for three visits comparing Black with White and Latina
p < 0.05 for four vists comparing AIAN-NHPI with Asian and White; comparing Black with Asian and White

Figure 5.3: Number of postpartum visits in first 12 weeks after birth
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	 I was unable to get a 
postpartum doctor’s 
appointment for weeks 
after my initial c-section.

	Only 2 minutes of the 6 
week appointment were 
dedicated to checking 
on me.

	 I was not happy with 
my postpartum care, it 
always felt dismissive and 
rushed.

	 I wish they were more 
transparent with how 
long the postpartum 
journey really is vs. 
telling you you’re good 
to go after 6 weeks.

	 I only received one 
brief postpartum 
appointment. I would 
have preferred more 
medical oversight during 
the delicate first and 
“fourth” trimesters. Care 
during this time felt 
insufficient.
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Figure 5.4 describes the content of postpartum visits of respondents with 1 or more 
visits relative to their information needs. A majority of respondents reported that 
they had definitely received enough information about each of 7 topics, ranging 
from changes in sexual response and feelings (52%) to recovery from childbirth 
(81%). Overall, from 24% (healthy eating) to 6% (recovery from childbirth) said that 
they had not received information but did not need it. 

However, respondents also reported that they had not received but needed 
information about each topic ranging from changes in sexual response and feelings 
(20%) to emotional distress (12%), recovery (11%), resuming physical activity (10%), 
healthy eating (9%), infant feeding (8%), and contraceptive care (4%). Respondents 
with first births were more likely than those who had given birth in the past to say 
they needed more information about changes in sexual response and feelings (24% 
versus 17%), recovery from childbirth (16% versus 8%), and infant feeding (11% 
versus 5%) (p < 0.05 for all). Those with OB prenatal providers (5%) were more 
likely than those with midwife prenatal providers (1%) to report that they needed 
more information about contraceptive care, as were respondents with 1 or more 
disabilities (10%) versus none (4%) (p < 0.05 for both). 

Base: respondents who had one or more postpartum visits (n=3,711)

Figure 5.4: Adequacy of postpartum visit content
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Not given enough information, and did not need it
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physical activity

63%24%9%Healthy eating

76%14%8%Infant feeding
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	 I did not feel as though 
my concerns were heard 
or validated and I wish 
that there were more 
visits in the postpartum 
period.

	 I felt unseen at my 
postpartum well checks.

	 I am a Registered 
Dietician .... I do not 
believe that the topic of 
nutrition is as thoroughly 
discussed as it should be 
given how vital adequate 
nutrition is.

	 I am a healthcare 
provider.... I felt 
dismissed and 
gaslighted in my OBGYN 
appointment 6 weeks 
postpartum.... I will not 
return to my OBGYN for 
continued care.
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Infant feeding
This section looks at respondents who were exclusively feeding breastmilk a week 
after their birth, respondents’ duration of feeding both exclusive breastmilk and any 
breastmilk, and whether they had met their feeding goals. 

See also chapter 3, which discusses various topics related to breastfeeding during 
the hospital phase of care. 

Our second questionnaire and companion report also address the duration of 
exclusive and any breastmilk feeding and whether respondents felt their feeding 
goals had been met, as well as whether they felt pressure relating to breastfeeding.

Infant feeding a week after birth
Figure 5.5 looks at who was exclusively breastmilk feeding a week after birth. Among 
different communities, this ranged from AIAN-NHPI (65%) and White respondents (65%) 
to Asian (59%) and Latina (59%), Multracial/Multiethnic (55%), and Black respondents 
(51%) (p < 0.05 for White compared with Black). Respondents with private insurance 

Overall: 61%

Base: all respondent (n=3,857)
p < 0.05 comparing Black with White; by insurance type; by birth attendant; and comparing vaginal/no VBAC with 

cesarean primary and cesarean repeat 

Figure 5.5: Exclusive breastmilk feeding a week after birth
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	Breastfeeding was a 
huge challenge for me.

	 I wish I would have 
gotten more support 
with breastfeeding.

	Breastfeeding was shaky 
at first but lactation 
specialist helped so 
much, which was 
something I didn’t get 
with my first pregnancy.
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(67%) were more likely than those with Medicaid (53%) to be exclusively breastfeeding 
at one week (p < 0.05). Similarly, those with midwives (72%) as their main birth 
attendants were more likely than those with primarily OB birth attendants (61%) were 
more likely to be feeding breastmilk exclusively at 1 week (p < 0.05). Looking at 4 
types of mode of birth, there was a gradient from vaginal/not a VBAC (65%) to VBAC 
(62%), repeat cesarean (52%), and primary cesarean (51%) (p < 0.05 for vaginal/no 
VBAC compared with either repeat or primary cesareans). Not shown, those with doula 
support in pregnancy (72%) were more likely to be exclusively breastfeeding at 1 week 
than those with no prenatal doula (59%) (p < 0.05), and those with a birth doula (63%) 
were doing so more frequently than those with no birth doula (60%) (n.s).

Many attributes differed between those who were and were not feeding any formula 
at one week. Black respondents (49%) most frequently fed any formula, followed 
by Multiracial/Multiethnic (44%), Latina (41%), Asian (41%), White (35%), and AIAN-
NHPI respondents (35%) (p < 0.05 for Black versus White). Feeding any formula was 
more likely by Medicaid (47%) versus privately insured respondents (33%), those who 
had had cesarean (49%) versus vaginal births (35%), those with obstetrician (41%) 
versus midwife prenatal providers (22%) and birth attendants (39% versus 28%), and 
those who were single (55%) or unmarried with a committed partner (45%) versus 
married (33%) (p < 0.05 for all).

Duration of breastmilk feeding
The American Academy of Pediatrics recommends exclusive breastmilk feeding until 
about 6 months, followed by continued breastmilk feeding along with other foods to 
or beyond 2 years, as long as mutually desired by mother and child; the guidelines 
further clarify that medical contraindications to breastfeeding are rare. However, a 
small proportion of respondents are able to realize these goals. Apart from limited 
implementation of Baby-Friendly hospital practices (see chapter 4) and access to paid 
parental leave and workplace lactation accommodations (in the second questionnaire 
and report), barriers to breastfeeding were beyond the scope of our survey.

Figure 5.6 charts the path to exclusive breastmilk feeding from intention at the end 
of pregnancy to 1 week and then through 3 and then 6 months postpartum, the 
latter being the professional recommendation for exclusive breastmilk feeding. As 
respondents came to the end of their pregnancies, 62% intended to exclusively 
breastfeed. A week after birth, 60% were exclusively breastfeeding: exactly half (50%) 
had intended exclusivity, 8% had intended to feed both breastmilk and formula but 
were exclusively breastfeeding at the 1-week mark, and 4% of all had intended only 
formula feeding but were exclusively breastfeeding at that time. Among those who 
completed the questionnaire at or beyond 3 full months postpartum, 48% were 
exclusively breastmilk feeding: 42% of all who initially had this intention, 6% who had 
intended mixed feeding were still exclusively breastmilk feeding, and fewer than 1% 
who originally planned to feed their babies formula only. Among respondents who 
completed the questionnaire at or beyond 6 full months, about 1 in 3 – 35% – were 
exclusively feeding breastmilk and thus met the professional recommendation for 
exclusive feeding at the mark of 6 completed months. Nearly all (33%) had had this 
intention at the end of pregnancy, 3% had intended mixed feeding and had continued 
on the exclusive path since the 1-week mark, and fewer than 1% were those who 
originally had intended formula feeding. The consistency over time of these results 
suggests that, in addition to addressing clinical and community barriers, an optimal 
time to intervene with the aim of better achieving professional recommendations for 
exclusive breastmilk feeding is before childbirth, when people are considering how 
they would like to feed their baby in the future.

	 I feel fortunate that 
I have been able to 
exclusively breastfeed 
my baby; she’s never had 
formula, and at this time 
I plan to continue until 
she is weaned.

	 I would have liked to 
work with a specialist 
to get better advice on 
breastfeeding.

	My biggest issue was 
around breast feeding…. 
There were a lot of screw 
ups that could have been 
prevented with more 
lactation support.
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Figure 5.7 charts the path of any breastmilk feeding (exclusive and/or together with 
formula) from intention at the end of pregnancy through 6 months postpartum. As 
respondents came to the end of their pregnancies, 84% intended any breastmilk 
feeding. A week after the birth, 82% were feeding any breastmilk: 79% who had 
intended to feed at least some breastmilk and 3% who had not intended to breastfeed 
were feeding at least some breastmilk. Among those who completed the questionnaire 
at or beyond 3 completed months after the birth, 70% were feeding any breastmilk: 
68% had intended this and 1% had intended none but were feeding breastmilk at that 
time. Among those who had completed the questionnaire at or beyond 6 completed 
months after birth, 60% were feeding any breastmilk: both 58% who had initially 
intended to do so and 1% who had not. In addition to reducing clinical and community 
barriers to breastmilk feeding, interventions focusing on women’s feeding intention 
before childbirth are promising approaches to increase breastmilk feeding.

 Base for intended and feeding at 1 week: all respondents (n=3,857 )
Base for feeding through 3 months: respondents with babies at least 3 completed months old at the time of survey (n = 3,853 )
Base for feeding through 6 months: respondents with babies at least 6 completed months old at the time of survey (n = 3,557) 
 Lefthand totals may not match righthand sums due to rounding
Lefthand totals for times after birth include respondents who did not intend exclusive breastmilk feeding in late pregnancy

Figure 5.6: Exclusive breastmilk feeding over time
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	 I am still sad about not 
being able to breast 
feed.
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We asked those who were feeding breastmilk alone a week after birth and were no 
longer feeding breastmilk exclusively when they completed the questionnaire how 
long they had fed breast milk alone. Responses to this question, in weeks, are shown 
in Figure 5.8. In general variation was limited, and differences were not significant. 
Across racial and ethnic communities, duration of exclusive breastmilk feeding among 
those doing so at 1 week ranged from Latina (22 weeks) to AIAN-NHPI (20 weeks) 
to 19 weeks for Asian, Black, White, and Multiracial/Multiethnic respondents (n.s.). 
Respondents with private insurance (21 weeks) and Medicaid (18 weeks) reported 
essentially similar duration (n.s.). There was a gradient by mode of birth from those 
with VBAC (23 weeks) to with vaginal births/no VBAC (20 weeks) to either repeat 
or primary cesareans (18 weeks in both cases) (n.s.). Not shown, also not significant 
were respondents with midwives (22 weeks) compared to OBs (19 weeks) as primary 
prenatal providers, those born outside (21 weeks) compared to inside the U.S. (19 
weeks), and those who were not employed (20 weeks) compared to with full-time 
(19 weeks) or part-time employment (18 weeks) (n.s. for all). Respondents who were 
married (21 weeks) were more likely to be exclusively breastfeeding at 1 week than 
those with a committed partner (18 weeks) or who were single (16 weeks) (p < 0.05).

	 I was most frustrated by 
the lack of breastfeeding 
support ... I’ve been 
vocal that my goal is to 
breastfeed 2+ years, 
but it seems that unless 
I switch to formula, IHS 
providers are not willing 
to provide support.

 Base for intended and feeding at 1 week: All respondents (n=3,857 )
Base for feeding through 3 months: respondents with babies at least 3 completed months old at the time of survey

 (n = 3,853 )
Base for feeding through 6 months: respondents with babies at least 6 completed months old at the time of survey

(n = 3,557 )
 Lefthand totals may not match righthand sums due to rounding
Lefthand totals for times after birth include respondents who did not intend any breastmilk feeding in late pregnancy 

Figure 5.7: Any breastmilk feeding over time
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	 I had issues 
breastfeeding (baby not 
latching), so we starting 
pumping breastmilk. I 
eventually got mastitis 
and lumps. Pumping was 
also causing me to have 
choppy sleep, having to 
wake up at a minimum 
every 4 hours to pump, 
After I weaned her at 
4 months, things got a 
lot smoother. Overall, 
I hated the pumping/
breastfeeding journey 
the most.
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Similarly, we asked those who were feeding any breast milk a week after birth and 
were no longer doing so when they completed the questionnaire how long they 
had fed any breastmilk. We were unable to describe duration for those who were 
still feeding any breastmilk; our second report provides a longer look over time and 
includes more respondents. Responses to this question among those who completed 
the first questionnaire are shown in Figure 5.9. Overall, respondents fed any breastmilk 
for 23 weeks. Duration of any breastmilk feeding ranged from Asian respondents 
(27 weeks) to AIAN-NHPI (26 weeks), Latina (25), Multiracial/Multiethnic and White 
(both 22 weeks), and Black respondents (21 weeks) (n.s.). Respondents with private 
insurance (27 weeks) fed any breastmilk longer than those with Medicaid (18 weeks) 
(p < 0.05). Those with vaginal births (24 weeks) were not significantly different from 
those with cesarean births (20 weeks) (n.s.). As noted above, current professional 
guidelines recommend exclusive feeding to about 6 months, and then breastmilk and 
complementary foods for at least 2 years and beyond, as mutually desired.

	 I wish I had gotten 
more breastfeeding info 
since I had a hard time 
breastfeeding.

Overall: 20 weeks

Base: respondents who were exclusively breastfeeding at 1 week and were not doing so when they completed the 
questionnaire (n=1,727)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.

Figure 5.8: Average duration of exclusive breastmilk feeding, in weeks
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	 I really wish pediatricians 
helped with 
breastfeeding instead of 
forcing us to use formula. 
This has happened with 
both of my babies and 
it just makes me give up 
hope and makes me feel 
like my breast milk isn’t 
good enough for my 
baby.

	Breastfeeding was 
more challenging than I 
anticipated.
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Whether achieved goals for human milk feeding
We asked those who were exclusively breastfeeding at 1 week and were no longer 
exclusively breastfeeding when they completed the first questionnaire whether they 
had exclusively breastfed as long as desired. About 2 in 3 (64%) had exclusively fed 
breastmilk as long as desired, while about 1 in 3 (34%) had not. Figure 5.10 shows 
respondents who reported they had not exclusively breastfed as long as they wanted. 
Across racial and ethnic communities, this ranged from Multiracial/Multiethnic 
respondents (39%), to Latina (36%) and White (36%), Black (25%), Asian (20%), and 
AIAN/NHPI respondents (19%) (n.s.). Respondents with Medicaid (40%) more frequently 
said they had not exclusively fed as long as they wanted compared with those with 
private insurance (31%), as did those with cesarean (40%) compared with vaginal births 
(32%), and those having their first birth (39%) compared with those with past births 
(31%) (n.s. for all). Those in nonmetropolitan (35%) and metropolitan counties (34%) 
similarly felt they had not exclusively breastfed as long as they wanted (n.s.).

Overall: 23 weeks

Base: respondents who were feeding any breastmilk at 1 week and were not doing so when they completed the 
questionnaire (n=1,549)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
This does not include respondents who were feeding any breastmilk when they completed the questionnaire. 
p < 0.05 by insurance type

Figure 5.9: Average duration of any breastmilk feeding, in weeks
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	 I wanted to breastfeed 
for at least a year and 
only made it 3 months.

	 [There was a] lack of 
breastfeeding support 
after discharge.

	 It was really hard and I 
gave up. I regret it every 
day and always wish 
things could have been 
different.
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We also asked those who had fed any breastmilk and were no longer doing so 
when they completed the first questionnaire whether they had fed any breastmilk 
as long as they had wanted. While 61% said they had, 38% had not fed any breast 
milk as long as desired. Figure 5.11 shows respondents who reported they had 
not fed any breast milk as long as they wanted, including a very large spread 
across racial and ethnic communities. Multiracial/Multiethnic respondents (50%) 
most frequently felt they had not fed any breastmilk as long as they wanted, 
followed by White (45%), AIAN-NHPI (33%), Black (29%) and Latina (29%), and 
Asian respondents (20%) (p < 0.05 for Multiracial/Multiethnic and White compared 
with Black and Asian and for Multiracial/Multiethnic compared with Latina). The 
spread was much narrower for other comparisons shown: respondents with 
Medicaid (39%) compared with private insurance (37%), who had had cesarean 
(43%) compared with vaginal births (35%), who were having initial (41%) compared 
with subsequent births (36%), and who lived in metropolitan (38%) compared with 
nonmetropolitan counties (37%) (n.s for all).

Overall: 34%

Base: respondents who were feeding breastmilk exclusively a week after birth and not doing so when they completed 
the questionnaire (n=1,718)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.

Figure 5.10: Did not breastfeed exclusively as long as wanted
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	 I wish I had given birth 
naturally and breastfed 
my baby only for a 
longer time.

	 I wish I had better 
lactation support... 
Things didn’t get better 
until about 5 months. My 
breastfeeding journey 
caused me a lot of 
postpartum anxiety, and 
I often had panic attacks. 
My daughter would 
scream at my breasts. 
I was also in such bad 
pain. We found out her 
oral ties were severe 
when she was evaluated 
by a pediatric dentist. 
She was tongue, lip, 
and cheek tied. It took 
a lot of advocating to 
even get the referral to 
the pediatric dentist. 
This is the short version 
of all the trauma I 
experienced. I am 
still breastfeeding, 11 
months later, and never 
used formula. I am 
proud of myself and I 
have to say, I did a lot 
of my own research 
and cannot say it was 
because of any lactation 
support I received 
why I continued my 
breastfeeding journey. I 
was determined to give 
my daughter the best 
nutrients possible.
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Mental health in the first 12 weeks after birth
As previously noted, perinatal mental health conditions – and especially anxiety and 
depression – are common and treatable. There is also growing recognition of the 
need to understand distinctive implications of mental health conditions specifically 
during women’s transition to motherhood, or matrescence – a time of shifting 
identities, role development, assumption of new skills and responsibilities, major 
biological changes, and more.8 

We asked Listening to Mothers IV participants about mental health matters during 
the first 12 weeks after birth, sometimes known as the “fourth trimester.” The key 
instrument, as with pregnancy results, was the Patient Health Questionnaire 4 (PHQ-
4), with 2 2-item subscales specific to anxiety (General Anxiety Disorder 2 or GAD-2) 
and depression (Patient Health Questionnaire-2 or PHQ-2). This tool was developed to 
be a screener for these conditions and is conventionally asked with reference to “the 
last 2 weeks.”9 Because we asked respondents to look back to their pregnancies and 

Overall: 38%

Base: respondents who were feeding any breastmilk a week after birth and were not feeding any when they completed 
the questionnaire (n=2,981)

Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Black with White and Multi; comparing Asian with White and Multi; comparing Latina with White

Figure 5.11: Did not feed any breastmilk as long as wanted
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	Postpartum, I was feeling 
very unmotivated, 
depressed and 
emotionally unstable. 
Wish I had the time 
and support to help me 
through this time outside 
of my family.
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to the initial months after birth in our first questionnaire, we use the standard scoring 
but reference having symptoms of these conditions rather than screening positive 
or negative for them. For longitudinal understanding, we did ask respondents about 
the last 2 weeks in a final use of this validated tool, when they completed our second 
questionnaire, and those results are reported in the second report.

Symptoms of anxiety and depression over time
Our survey captured symptoms of both anxiety and depression over time, from the 3 
months before pregnancy, to pregnancy to the initial 12 weeks after birth. 

Figure 5.12 shows symptoms of anxiety over time. The first column is based on 
respondents’ self-reports about whether they were experiencing “anxiety, worry, or 
stress” in the 3 months before they became pregnant. The second and third columns 
are based on responses to the 2-item GAD-2 tool with reference to during their 
pregnancy and in the first 12 weeks after birth, respectively. Pre-pregnancy, 43% 
indicated symptoms of anxiety. In pregnancy, 35% indicated such symptoms, most 
(24%) continuing from pre-pregnancy, and some (11%) who had not identified anxiety 
before becoming pregnant. In the weeks after birth, 35% reported symptoms of anxiety. 

	 I just want to say that 
postpartum is real and 
it’s very hard. It’s nothing 
you can just stop in the 
blink of an eye. You are 
not yourself and I never 
knew what people really 
meant until I experienced 
it myself.

Base: all respondents (n=3,857) 
Pre-pregnancy symptoms refers to the 3 months before pregnancy; pregnancy is GAD-2 asked with reference to 

pregnancy; postpartum is GAD-2 asked with reference to “the first 12 weeks after your recent birth”
(all when completing questionnaire)

Figure 5.12: Symptoms of anxiety over time
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	 I had a very hard time 
mentally postpartum, 
outside of caring for 
my baby. I did not feel 
safe. I had rage, anxiety 
& depression [due to] 
some big things that 
were happening in my 
boyfriend’s family.

	National news and ICE 
cause stress.

	My stress and anxiety 
bothered me.

	 I was mentally unstable 
after giving birth.

	 I feel a single visit 
with a therapist 
would have made a 
difference. Sometimes 
the embarrassment or 
shyness can deter a new 
mom from asking for 
help. A mandatary visit 
would be helpful.

	The hardest part was the 
anxiety during and after 
the pregnancy. I always 
felt on edge something 
bad was going to 
happen.
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Figure 5.13 shows symptoms of depression over time. Similar to anxiety, the pre-
pregnancy results are based on self-reports about whether respondents were 
experiencing “depression or sadness” in the 3 months before they became 
pregnant. The second and third columns are based on responses to the 2-item PHQ-
2 tool with reference to during their pregnancy and in the first 12 weeks after birth, 
respectively. Pre-pregnancy, 23% indicated symptoms of depression. In pregnancy, 
21% indicated such symptoms, about half (11%) continuing from pre-pregnancy and 
about half (10%) who had not identified depression before becoming pregnant. In 
the weeks after birth, 24% reported symptoms of depression. Most (77%) reported 
no pre-pregnancy depression, and similarly neither pregnancy (79%) nor early 
postpartum depression (76%).

Traditionally, postpartum depression has been the most widely recognized mental 
health condition associated with childbearing. These results suggest that depressive 
symptoms appear to be high – in the range of 20-25% – before, during, and after 
pregnancy. Symptoms of anxiety appear to be even higher – in the range of 35-
45% – before, during, and after pregnancy.These data suggest that childbearing 
women would benefit from a more inclusive scope of mental health conditions and 
recognition of the longer trajectory of mental health conditions.

	The first 8 weeks were 
hard. My husband had to 
go back to work and my 
dad committed suicide 
before my baby turned 
1 month…. That’s when I 
started feeling afraid and 
very lonely.

Base: all respondents (n=3,857) 
Pre-pregnancy is self-report about "depression or sadness" in 3 months before pregnancy; pregnancy is PHQ-2 

asked with reference to pregnancy; postpartum is PHQ-2 asked with reference to "the first 12 weeks after your 
recent birth" (all when completing questionnaire)

Figure 5.13: Symptoms of depression over time
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	 I wish there was more 
discussion about 
postpartum emotional 
support and resources, 
as I wasn’t fully prepared 
for the emotional 
changes that came with 
motherhood.

	My postpartum recovery 
emotionally was tough 
due to my baby’s health 
conditions and stay in 
the NICU.

	Doctors should be more 
proactive about talking 
to new mothers about 
postpartum depression. 
Not everyone is open 
enough to discuss the 
perceived weakness, 
especially in the Black 
community. Medical 
providers should make 
this a regular thing just 
like taking someone’s 
blood pressure.

	Depression feelings after 
birth are primarily from 
low body image (from 
the weight gain) and 
crippling ability to not 
be able to do anything 
because of high intensive 
requirements of caring 
for a newborn.
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Early postpartum symptoms of anxiety and depression, and levels of 
psychological distress
This section drills down more deeply into the mental health results provided with 
respect to the first 12 weeks after birth.

In Figure 5.14, as above, more than 1 respondent in 3, 35%, indicated symptoms 
of anxiety during the first 12 weeks after their birth. Multiracial/Multiethnic 
respondents (42%) most frequently indicated symptoms of anxiety, followed 
by Asian (41%), Black (39%), AIAN-NHPI (36%) and White (36%), and Latina 
respondents (25%) (p < 0.05 for Latina versus Multiracial/Multiethnic, Black, and 
White). Participants with Medicaid (36%) and private insurance (34%) had similar 
levels of anxiety symptoms (n.s.). Those with 1 or more disabilities (69%) were 
more than twice as likely to indicate symptoms than those with no disability (32%) 
(p < 0.05). Not shown, there were also significant differences in anxiety symptoms 
comparing respondents who were unmarried with a committed partner (42%) and 
single (40%) to those who were married (31%), who were younger (18-24 years 
47%) versus older (30-34 31%, 35+ 27%), and those with better (37%) versus worse 
(12%) English proficiency (p < 0.05 for all). 

	 I suffer from severe 
postpartum anxiety, 
depression.

Overall: 35%

Base: all respondents (n = 3,857)
Respondents were asked to describe feelings during the first 12 weeks after birth
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing Latina with Black, White and Multi; and by disability

Figure 5.14: Symptoms of anxiety (GAD-2 scale) during the first
12 weeks after birth
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	My anxiety is rooted in 
feeling overwhelmed as 
a mother of 4 kids 6 and 
under.

	 I struggled with and still 
struggle with postpartum 
anxiety.

	 I’m glad that I had this 
baby because if it wasn’t 
for having this baby 
in my life I probably 
wouldn’t be here any 
more.
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Figure 5.15 shows that about 1 respondent in 4, 24% overall, indicated symptoms 
of depression during the first 12 weeks after their birth. Depression symptoms 
were generally less frequent than anxiety symptoms. Asian respondents (41%) most 
frequently indicated symptoms of depression, followed by Black (30%), AIAN-NHPI 
(28%) and Multiracial/Multiethnic (28%), White (21%) and Latina participants (19%) 
(p < 0.05 for Asian and Black compared with Latina and White). Participants with 
Medicaid (28%) were more likely than those with private insurance (20%) to indicate 
symptoms of depression in the early postpartum period, and those with one or more 
disabilities (56%) were far more likely than those with no disability (21%) to indicate 
such symptoms (p < 0.05% for both). Not shown, single respondents (31%) were 
more likely than married respondents (21%) to indicate symptoms of depression, as 
were youngest (18-24 years 37%) versus older respondents (25-29 26%, 30-34 19%, 
35+ 18%), and those with better (25%) versus worse (12%) English proficiency (p < 
0.05 for all).

Psychological distress in the first 12 weeks after birth
The full PHQ-4 is used to indicate level of overall psychological distress (which is 
not a clinical diagnosis) (Figure 5.16). According to the scoring guidelines of the 
developer, overall, 60% indicated any psychological distress when describing the 
first 12 weeks after their birth: 32% had mild, 16% had moderate, and 12% had 
severe psychological distress scores. Just 2 out of 5 of all respondents, 40%, scored 

	 I wish there were more 
support for me and the 
depression I felt early on 
after delivery. I felt like 
my feelings and concerns 
were ignored and felt 
very alone.

Overall: 24%

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Respondents were asked to describe feelings during the first 12 weeks after birth.
p < 0.05 comparing Latina with Black and Asian; comparing White with Black and Asian; by insurance type

by disability

Figure 5.15: Symptoms of depression (PHQ-2 scale) during the first
12 weeks after birth
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	 I know that I am 
experiencing postpartum 
depression. I’m 8 months 
after birth and just now 
starting to feel like there 
is a little hope.

	My emotional distress 
was initially dismissed as 
just “baby blues,” which 
delayed my getting 
help for postpartum 
depression.

	Postpartum depression 
is real and sometimes it 
feels as if you’re driving 
through a dark tunnel 
and you see the light but 
the tunnel keeps getting 
longer. You try to tell 
yourself you will come 
out of it but it feels never 
ending.

	 I wish I had not 
experienced postpartum 
depression and anxiety 
as it took me away 
mentally from my child’s 
first year of life.
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in the normal range on the full PHQ-4, indicating they were not experiencing 
psychological distress in the initial weeks after month.

Across racial and ethnic communities, rates of experiencing severe psychological 
distress with respect to the initial 12 weeks after birth ranged from Black (16%) and 
Multiracial/Multiethnic participants (16%) to AIAN-NHPI (14%), White (11%), Asian 
(9%), and Latina participants (8%) (p < 0.05 for Black and Multi versus Latina). Asian 
participants (28%) were more likely than Latina participants (12%) to have moderate 
levels of psychological distress (p < 0.05). Percentages of those reporting normal 
scores (not experiencing psychological distress) ranged from Latina respondents 
(50%) to White (41%), AIAN-NHPI (36%) and Black (36%), Asian (33%), and 
Multiracial/Multiethnic (32%) (p < 0.05 for Latina versus Black, White, and Multi).

	My mental health was 
much darker than it 
should have been in 
her first year of life as 
I learned to navigate 
being a parent and 
employee with only a 
few exhausted hours a 
day to get ready for 
the next day.

Base: all respondents (n=3,857)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 for normal comparing Latina with Black, White and Multi; by parity, and by urbanicity
p < 0.05 for moderate comparing Asian with Latina
p < 0.05 for severe comparing Latina with Black and Multi; by insurance type; and by mode of birth
Totals to right of bars indicate percentage experiencing mild, moderate, or severe psychological distress

Figure 5.16: Psychological distress, measured by PHQ-4
with reference to first 12 weeks after birth
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	Asking for medications 
for depression wasn’t 
taken as seriously 
because it was very early 
on postpartum. I was 
dealing with a bad case 
of depression that turned 
into psychosis.

	The lack of sleep lately 
has been detrimental to 
my mental health and 
while I recognize that 
depression and anxiety 
are present they aren’t 
fun to deal with either.

	 I think women need 
more emotional help. It 
is a real change having 
a baby. I think we need 
to stop romanticizing 
motherhood. It is 
beautiful, but also there’s 
a lot that we’re not told 
and it hits hard when you 
don’t feel yourself and 
your whole day and life is 
all about your baby. And 
you start losing yourself.
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In other differences in the figure, respondents with Medicaid (14%) were more likely 
than those with private insurance (9%) to have severe scores, as were those who had 
had a cesarean (15%) versus a vaginal birth (10%) (p < 0.05 for both). Those who had 
given birth before (44%) were more likely to have normal scores than those with their 
first birth (35%) as were those living in metropolitan (41%) versus nonmetropolitan 
counties (32%) (p < 0.05 for both).

Not shown in Figure 5.16, severe scores were more likely for those who were single 
(19%) or unmarried with a committed partner (15%) versus married (8%), youngest 
(28-24 years 20%) versus in older age groups (25-29 12%, 30-34 9%, 35+ 7%), with 
better (12%) versus worse (2%) English proficiency, and with 1 or more disabilities 
(34%) versus none (9%) (p < 0.05% for all). Moderate scores were more likely for 
both those with better (17%) versus worse (5%) English proficiency and with 1 
or more disabilities (26%) versus none (15%) (p < 0.05% for both). Lastly, normal 
scores were more likely for oldest (35 years+ 46%) versus youngest (18-24 32%) age 
groups, those speaking Spanish (53%) versus English at home (38%), with worse 
(62%) versus better English proficiency (39%), and with no disability (44%) versus 1 or 
more (9%) (p < 0.05 for all).

Receiving mental health help
For their own well-being, the implications for families, and more, it is important 
to understand whether respondents received help with the high rates of treatable 
mental health symptoms they indicated experiencing in the initial 12 weeks after 
giving birth. We asked whether they had received counseling and/or medication for 
mental health help between when they gave birth and when they completed the 
questionnaire. On average our respondents completed the questionnaire 52 weeks, 
or a full year, after giving birth.

Figure 5.17 shows the proportion of respondents who had symptoms of anxiety, 
depression, or both in the 12 weeks after birth and had received counseling and/or 
medication mental health treatments since giving birth. Overall, 47% with symptoms 
at this time had received help since giving birth: 11% received counseling only, 11% 
medication only, and 24% received both.

There was a spread by race and ethnicity for receiving any treatment for these 
conditions since giving birth, ranging from AIAN-NHPI participants (54%) to 
Multiracial/Multiethnic (49%), Black (47%), White (46%), Latina (42%), and Asian 
respondents (36%) (n.s). Whereas most with private insurance (52%) and postpartum 
symptoms received mental health treatment since giving birth, 41% of those with 
Medicaid received help (n.s.). Nearly half of those with postpartum symptoms living 
in metropolitan counties (48%) received treatment between birth and completing 
the questionnaire compared to 41% living in nonmetropolitan counties (n.s.). Both 
Multiracial/Multiethnic (17%) and White respondents (14%) were more likely to use 
medication only than Black (7%) and Asian respondents (3%) (p < 0.05).

	 I would cry over the 
smallest thing during 
and after pregnancy. I 
also feel like I’m losing 
myself.

	Most importantly, my 
provider routinely 
screened for postpartum 
depression, which 
opened the door for me 
to get the help I needed 
without shame.

	 I was so depressed I was 
almost catatonic. I told 
my doctors and baby’s 
doctor but received no 
help. I only got help 
after reaching out to 
a postpartum support 
group.

	Any emotions that you 
feel after pregnancy 
are ok to feel, and 
you should never be 
ashamed to ask for help 
to sort through and 
understand your feelings.
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Figure 5.18 shows large, missed opportunities for helping respondents with early 
anxiety and/or depression symptoms during the critical and sensitive time between 
giving birth and completing the questionnaire. Most of those with symptoms of 
anxiety and/or depression in the 12 weeks after giving birth (53%) received neither 
counseling nor medication between their birth and when they completed the 
questionnaire. This unmet mental health need ranged from Asian participants (64%) 
to Latina (58%), White (54%), Black (53%), Multiracial/Multiethnic (51%), and AIAN-
NHPI participants (46%) (n.s.). Most respondents with Medicaid (59%) and 48% with 
private insurance who had postpartum anxiety and/or depression symptoms had 
received neither counseling nor medication (n.s.). Most respondents with postpartum 
symptoms in both nonmetropolitan (59%) and metropolitan countries (52%) had 
received no treatment (n.s.).

	Postpartum, I wish there 
had been more support 
or follow-up around my 
emotional well-being and 
recovery.

Base: respondents with symptoms of anxiety and/or depression in the first 12 weeks after giving birth (n=1,727)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
Totals may vary due to rounding. 
p < 0.05 for medication only comparing White with Black and Asian; comparing Multi with Black and Asian

Figure 5.17: Respondents with symptoms of anxiety and/or depression 
receiving treatment postpartum
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	Due to me neglecting my 
anxiety and depression 
…, my body rebelled 
against me. I couldn’t 
eat or sleep…. I received 
medications and I think 
it helped …, but I’m still 
working to get myself 
regulated. I’m lucky my 
husband, family, and 
employers have been so 
accommodating.

	My husband had left me 
during my pregnancy. I 
had little support when 
my baby was born and 
had 3 other children at 
home to take care of. I 
took a medication, which 
was very helpful with the 
anxiety postpartum.

	Tried to seek mental 
health help and was 
literally chased by police 
around the city who were 
called on me by people 
who interpreted my 
despair as dangerous to 
my child.

	 I put myself into therapy 
because my first 
pregnancy I had PPD and 
wanted to make sure I 
was set up for success 
this time.
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Continuing social needs
As reported in chapter 2, we used the validated WellRx screener to assess whether 
respondents experienced any of a series of 9 social needs during their pregnancies. 
Among the needs they identified experiencing in pregnancy, we then followed 
up to ask whether they were still experiencing those same issues at the time they 
completed the questionnaire. We did not re-administer the tool, so we do not know 
about any needs that might have newly arisen since giving birth.

For each need queried, Figure 5.19 shows the proportion of specific social needs 
during pregnancy and the proportion of respondents for whom the unmet need 
continued when they completed the questionnaire. While 20% of respondents had 
reported a concern about employment or regular income during pregnancy, 12% 
reported the concern was still an issue at the time they took the survey (64% of those 
reporting the concern during pregnancy). In addition, 9% continued to have trouble 
paying utility bills, 6% needed better childcare, and 5% each had trouble finding/
paying for transportation and were reducing or skipping meals due to finances. Smaller 
but extremely serious persisting issues were 2% experiencing or worrying about 
homelessness, 1% each concerned about someone in the household using drugs or 
alcohol and feeling unsafe in daily life, and fewer than 1% experiencing threats or abuse 
by someone at home.ii The least-resolved social needs appear to relate to economic 
security and several least common social needs relate to personal safety.

ii	 As noted at the bottom of Figure 5.19, an unusually high number of respondents chose “Prefer not to answer” for 
these continuing items, suggesting that the percentage of continuing unmet need may be greater than shown.

	 I waited 2 years to 
receive mental health 
support after birth at the 
same clinic. I was on a 
long waitlist.Overall: 53%

Base: respondents with symptoms of anxiety and/or depression in the first 12 weeks after birth (n = 1,727)
Treatments are counseling and/or medication
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.

Figure 5.18: Untreated anxiety and/or depression symptoms
(per PHQ-4) since birth
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	 I was too afraid to 
reach out for help 
for postpartum 
depression because I felt 
stigmatized.

	Mental health care is too 
expensive.

	The worst thing was 
becoming homeless 
while my newborn was 
2 months old and breast 
milk drying up from the 
stress and switching to 
formula.

	When I found out I was 
pregnant I was at rock 
bottom. I was battling 
addiction, my partner left 
me for a much younger 
woman, and I was 
homeless, left to fend 
for myself. Now my life’s 
done a complete 180 – I 
am clean, in a stable 
home with my baby and 
dog, starting a really 
good job in two weeks.
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Overall, 22% of all respondents who had identified social needs during pregnancy 
based on the WellRx screening tool, reported that the needs had not been 
resolved when they completed the questionnaire (Figure 5.20). The range within 
subgroups was striking. Among racial and ethnic communities, Black respondents 
(31%) most frequently identified lack of resolution, followed by Multiracial/
Multiethnic (28%), AIAN-NHPI (27%), Latina (24%), White (17%), and Asian 
respondents (12%) (p < 0.05 for Black and Multiracial/Multiethnic compared with 
White and Asian). Respondents with Medicaid (34%) were 3 times as likely as those 
with private insurance (11%) to identify unresolved social needs when completing 
the questionnaire (p < 0.05). Those from nonmetropolitan counties (28%) more 
frequently identified unresolved social needs during pregnancy than those living in 
metropolitan counties (21%) (n.s.).

	 I had constant stress 
about staying at home 
wondering if my partner 
is making enough to 
cover the bills. Turns out 
he wasn’t so now we’re 
staying with his parents 
and I hate it here.

Experienced threats or abuse
by someone in home

Felt unsafe in daily life

Concerned about someone in
home using drugs or alcohol

Experienced or worried
about homelessness

Reduced/skipped meals due to
lack of money (anyone in home)

Trouble finding/paying
for transportation

Needed any or better
daycare for kids

Trouble paying for utilities
(gas, electric, phone)

Unemployed or without
regular income

Base: all respondents (n = 3,857)
We did not re-administer the tool so could not identify new social needs that might have arisen since pregnancy
Whereas it was very common for 1% or fewer to select Prefer not to answer, selection of that response choice was 

elevated for whether respondents were still experiencing needs identified in pregnancy, ranging from 12% someone 
at home threatening/abusing; 10% feeling unsafe in daily life; 5% having a regular income; 5% having enough money 
for food; 4% daycare/childcare; 4% paying for utilities; 3% having a place to live;  2% getting where need to go; 1% 
concern about drug/alcohol use in home

Figure 5.19: Social needs experienced during pregnancy that had
not resolved by time of completing questionnaire

Continuing postpartum needsPregnancy needs
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20%

14%

11%

9%

8%

6%

2%

2%

2%

	My son’s father is just 
trouble…. Always drunk 
or having drugs and 
things that could harm 
my child. So I decided 
to live in my car with my 
son until I can get into 
public housing.

	Left my abusive partner 
and love being a single 
mom but it’s hard.

	 I am just happy to be 
out of the abusive 
relationship I was in 
and have a happy and 
healthy baby.
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These results suggest that universal screening for unmet social needs and help 
addressing those that are identified during pregnancy could contribute to the well-
being of many childbearing families.

Overall: 22%

Base: respondents who reported social needs during pregnancy using WellRx screening tool (n = 1750)
Race/ethnicity: Groups include respondents who selected 1 group; Multi includes those who selected 2+ groups.
Insurance: Medicaid includes the Children's Health Insurance Program (CHIP). Not shown: TRICARE, IHS/Tribal, no 

insurance, multiple insurance plans.
p < 0.05 comparing White with Multi and Black; comparing Asian with Black and Multi; by insurance type

Figure 5.20: Respondents who identified social needs during 
pregnancy that had not resolved when completing questionnaire
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	 I am having to stay 
home due to not having 
daycare options due to 
there being a very long 
waitlist.

	 I can’t leave my abusive 
husband because 
without him I would have 
nothing and my kids 
would end up homeless.

	 I cannot get housing, 
and am broke. I am a 
recovering addict clean 
for five years now, but … 
couldn’t qualify for state 
housing assistance from 
DSS due to the length I 
have been clean…. All I 
do have goes to feeding 
my kids and paying 
housing bills…. However, 
if I were to have a dirty 
drug test, DSS would 
provide us [a range of 
supports]. I am extremely 
sad and frustrated with 
this. However I still refuse 
to give into my old ways. 
I will stay clean and 
fight this, and voice my 
opinion until us women 
all together make 
change.

	 I raised all three of my 
kids on no income and 
working for myself and 
living day by day!
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Conclusion

The data presented here, from more than 3,800 respondents across all 50 states 
and the District of Columbia, tell a clear and troubling story: our maternity care 
system is failing the mothers and families it is meant to serve. Substandard care was 
widespread and negatively affected mothers and babies. Too many women lacked 
access to the types of care and support they wanted and valued. Too many were not 
treated with respect, responsiveness, or basic dignity. Too many were contending 
with fundamental unmet needs during pregnancy. High rates of mental health 
conditions before, during, and after pregnancy went largely untreated, leaving 
women and their families to endure these treatable conditions without help.

The overall picture is concerning, but subgroup analyses make clear that the burden 
is not shared equally. Black, AIAN-NHPI, and Multiracial/Multiethnic respondents 
frequently fared worse than others. So did those covered by Medicaid and those 
with one or more disabilities. Mothers in rural areas faced added obstacles. Younger 
mothers, single mothers, and in some cases unmarried mothers with a partner had 
additional challenges than their counterparts. And those with cesarean rather than 
vaginal births often fared worse after that time, while prenatal or childbirth care with 
an obstetrician in many instances yielded worse results than midwifery care.

The data make a compelling case for implementing effective evidence-based practices 
that safely lower the persistently high cesarean rate at scale. Those who had cesarean 
births were less likely to be with their babies during the golden hour after birth or hold 
their babies skin-to-skin during that time, more likely to have their newborns taken 
by staff for routine care, and less likely to be feeding their babies breastmilk at one 
week. They were also more likely to experience severe psychological distress in the 
postpartum weeks. Respondents told many stories of complications they experienced 
with their cesarean births. Our results also point to many practices before birth that are 
associated with fewer cesareans but are often not used.

The use of midwives remains low, despite consistent evidence that their care 
is associated with better outcomes and better experiences, both prenatally 
and at birth. Compared to those with obstetric providers, respondents who 
received prenatal or birth care from midwives fared better across a wide range 
of measures. They were more likely to have a doula prenatally, more likely to 
experience highest-rated shared decision-making, and less likely to be pushed 
towards an elective induction at term. During labor, they were more likely to eat 
and drink, more likely to use drug-free pain relief measures, and less likely to have 
an epidural (with widely reported complications). Their babies were more likely to 
be with them during the golden hour and to be held skin-to-skin. They were more 
likely to be exclusively breastfeeding at one week, to have a short hospital stay, 
and to have a vaginal birth — including a VBAC.

Despite the growing public awareness of the maternal health crisis and a 
proliferation of policy initiatives seeking to address these problems, comparing 
these results with past surveys was sobering. Most findings were unchanged, some 
worsened, and others can best be described as mixed. Comparing our respondents’ 
experiences with those from the last national Listening to Mothers survey (describing 

	 I switched to a midwife 
after having two babies 
with a regular ObGyn 
because I wanted to 
feel more involved/
knowledgeable about 
the birth process and I 
also wanted to try to give 
birth naturally.

	My prenatal care missed 
the ball on absolutely 
everything that was 
wrong with me until it 
was too late. My provider 
was dismissive and 
rude, and did not ask 
me the questions that 
needed to be asked to 
diagnose my severe early 
onset preeclampsia. I 
was ridiculously sick the 
whole time.

	 I was not mentally 
prepared for having a 
c-section and it really 
traumatized me.

	C-sections are so much 
harder to recover from 
than vaginal birth.

	Having a midwife was so 
amazing. I truly felt heard 
and supported from start 
to finish!

	 I was unhappy with my 
care... I was treated like 
a child, and my concerns 
were ignored.
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births from 2011 to 2012) and with the California statewide survey (2016 births) 
highlights just how little has shifted.i

Worsening mental health concerns are especially alarming. Rates of symptoms of 
anxiety and depression rose steeply between the California survey and the present 
one. Severe psychological distress scores doubled. And the failure to treat these 
conditions, which are common, recognized, and treatable, remains one of the most 
concerning findings across all three surveys.

Birth practices have remained stubbornly consistent, despite numerous improvement 
initiatives. Scheduled births (via labor induction or cesarean) have stayed high and 
continue to predominate over labor that starts when the woman’s and baby’s bodies 
are ready for labor and birth. Rates of labor induction and cesareans remained high. 
Instead of meeting widely recognized standards for exemplary shared decision-
making, providers continued to give skewed information and recommendations 
favoring and resulting in scheduled births. Intervention rates among those who 
labored remained high. Episiotomy rates and the prevalence of pushing positions 
that are convenient for providers (but more difficult for women) have barely shifted. 
The share of births meeting the definition of physiologic birth remained low.

For other results, trends were mixed. VBAC rates inched up marginally, but most 
women who wanted one were still denied the option, largely due to provider or hospital 
unwillingness. Doula support has crept upwards across surveys, but the great majority 
still have none, and only a tiny fraction had a doula from pregnancy through the 
postpartum period. More women in the current survey intended exclusive breastmilk 
feeding at the end of pregnancy and more met the recommendation of doing so 
through about six months, but roughly twice as many still do not meet this goal. Hospital 
practices continued to undermine women’s breastmilk feeding intentions, for example, 
by giving newborns formula or water and giving their parents formula company samples 
and coupons. Fewer babies were separated from their parents for routine care during 
the golden hour just after birth, yet virtually all of those separations were avoidable.

The persistent inequities by race and ethnicity, Medicaid versus private insurance, 
disability, and other variables are not a side story – they are central to understanding 
this crisis. Conditions in and beyond maternity services continue to disadvantage 
some communities while better, but still inadequately, supporting others. Advancing 
equity means confronting that reality directly and ensuring it is not a footnote to 
broader improvement efforts. Until the goals of the system are defined by how its 
most marginalized members fare, progress will remain incomplete.

The consistency of concerns across surveys spanning more than a decade points 
to something more than gaps in individual programs or policies. It exposes 
fundamental flaws in how our maternity care system is structured and how support 
for childbearing families is provided. Incremental change has not been enough. 
What is needed now is transformation in policy, in practice, and in the commitment 
we make to mothers, babies, and families. Women have told us what is needed. 
There is no excuse for another decade of the same.

Even the modest gains of recent years are now at risk of being rolled back. Allowing 
that to happen would compound, not relieve, the substandard care, disrespectful 
treatment, unmet social needs, and untreated mental health conditions that this report 
documents. The case for transformation is therefore more urgent, not less: we must 
both protect what has been built and accelerate the changes the evidence demands.

i	 Past survey reports and related documents are available at https://nationalpartnership.org/ltm 

	 I was homeless until 
the last week of my 
pregnancy.

	 I felt very empowered 
giving birth naturally.

	After having 5 kids you 
learn all your rights as 
the pregnant person 
as these are not shared 
with you in your visits. 
OBGYNs/staff are 
very pushy and try to 
persuade you to do as 
they ask but ultimately 
it’s the mother’s choice. 
I wished I knew that 4 
pregnancies ago!

	 I am struggling so bad 
mentally. I don’t feel I 
deserve children.

	Staff needs to be more 
gentle with birthing 
patients and treat us 
more like people than a 
nuisance.

	 It took me almost 
one year to recover 
physically.

	Breastfeeding was a 
LOT more physically and 
emotionally demanding 
than I was prepared for.

	Voicing your concerns is 
very important.

	My doula was the best 
decision I made during 
my pregnancy.

https://nationalpartnership.org/ltm
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Variable and Subgroups
Unweighted 

LTM IV
Weighted 

LTM IV

National Birth 
Certificate Data 

2023-241

Maternal age2

18-24 18% 20% 20%

25-29 24% 27% 28%

30-34 29% 31% 31%

35+ 29% 22% 21%

Race/ethnicity2

American Indian Alaskan Native Alone 3% 1% 1%

Asian Alone 5% 6% 7%

Black Alone 28% 13% 13%

Hispanic/Latina Alone or Hispanic/Latina and White3 22% 26% 28%

Native Hawaiian or Pacific Islander Alone 1% <1% <1%

White Alone 30% 48% 49%

Multiracial 11% 5% 3%

Maternal birthplace2

U.S. born 90% 76% 75%

Other country (or territory) 10% 24% 25%

Number of times has given birth2

First birth 36% 40% 40%

2 births 30% 31% 31%

3 or more births 34% 29% 29%

Maternal education2

Less than high school 6% 10% 10%

High school graduate/GED 28% 27% 27%

Some college 36% 26% 25%

College graduate 20% 23% 22%

Professional Degree 10% 14% 14%

Childbirth payer2

Private 37% 53% 52%

Medicaid/CHIP 51% 41% 41%

No insurance 1% 3% 3%

Other 10% 3% 2%
Continued

Appendix A. Demographic Overview of Survey Participants 
(Unweighted and Weighted) from Survey Responses, and Comparison 
with Federal Birth Certificate Data, 2023- 2024
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Variable and Subgroups
Unweighted 

LTM IV
Weighted 

LTM IV

National Birth 
Certificate Data 

2023-241

Trimester of initiation of prenatal care

1st trimester 82% 87% 76%

2nd trimester 14% 11% 16%

3rd trimester or no prenatal care 2% 2% 7%

Attendant at birth

OB4 78% 80% 77%

Midwife4 9% 9% 12%

Nurse 4% 4% Not Available

Family medicine doctor 2% 2% Not Available

PA 1% 1% Not Available

Other doctor4 6% 5% 10%

Mode of birth2

Vaginal 70% 68% 65%

Vaginal, vacuum extraction or forceps 12% 11% 2%

Vaginal birth after cesarean 3% 3% 2%

Cesarean total 30% 32% 32%

Primary Cesarean 16% 18% 19%

Repeat Cesarean 14% 13% 13%

Gestational age2

Preterm birth (<37 weeks) 13% 12% 9%

Term birth (37+ weeks) 87% 88% 91%

Birth weight2

Very low birth weight 1% 1% 1%

Low birth weight 11% 9% 7%

Normal birth weight 80% 82% 86%

Macrosomic 7% 8% 7%

Procedures2

Medical Induction 39% 39% 35%

“Augmentation” of labor (synthetic oxytocin in labor) 35% 36% 22%5

1 Birth certificate data reflect national percentages from 2023-24 and exclude out-of-hospital births, multiple births, and mothers age <18 years to match the exclusions 
of our data set. Centers for Disease Control and Prevention, National Center for Health Statistics. (2025). National Vital Statistics System, Natality, 1995-2024. CDC 
WONDER Online Database. https://wonder.cdc.gov/natality-expanded-current.html 
2 The LTM IV data set was weighted to reflect the national childbearing population on age, mode of birth, parity, education, income, insurance type, disability, HHS 
regions, nativity, urbanicity, CA/other states, race and ethnicity
3 Hispanic/Latina includes both individuals who reported Hispanic/Latina and no other identifies, as well as those who reported Hispanic/Latina and White race. This was 
due to no direct corollary between CDC Wonder and Hispanic/Latina alone in our survey. To account for the difference in the race/ethnicity question format between 
CDC’s 2-question format and LTM’s 1-question format, LTM’s Hispanic/Latina Alone was combined with LTM’s Hispanic/Latina in combination with White.  
4 National data include a separate category for DO which is included with other doctor in this table. National data capture any MD, which we’ve included in the OB 
category in this table. Midwife in our data is parallel to the Certified Nurse Midwife (CNM/CM) birth certificate category.
5 Those who complete birth certificates are instructed to exclude augmentation if they have selected Induction. LTM IV captured both

https://wonder.cdc.gov/natality-expanded-current.html
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Maternal recall is frequently used in survey data collection about reproductive and perinatal health events, and 
its validity requires careful examination.1–6 This appendix summarizes knowledge about the accuracy of women’s 
self-reports about their childbearing experiences. It also considers known discrepancies between our results and 
vital statistics and other sources. 

Women may be more reliable sources for many data points as maternal reporting can provide more complete 
information than some data sources. An important consideration for understanding any discrepancies is 
extensive evidence of undercounting some items, for example, in the federal natality reporting system. Studies 
comparing self-reports to records that are believed to be more objective – such as medical charts, birth 
certificates, and prospective diaries – demonstrate that validity is highly dependent on the type of information 
recalled, the time elapsed since the event, and the accuracy of the comparator.1–6 

In some instances, particularly relating to details of clinical determinations or procedures, information from mothers 
may be less accurate than information provided by people who may have greater understanding of clinical matters. 
The general approach to assessing validity involves comparing maternal self-reports with data from sources that 
are viewed as highly reliable, such as clinical or electronic health records,7–11 as well as considering studies about 
the validity of comparator sources that may, for example, be known to be undercounted. While some research 
suggests limited validity for parental recall concerning pregnancy, birth, and early childhood events when assessed 
years later (e.g., at child age 10),12,13 other studies have found that for certain topics, women’s reports can be highly 
accurate, and in some contexts, may be preferred over medical records for research data.1,14,15 Most results of 
Listening to Mothers (LTM) surveys are not available anywhere else at the national level, so assessing the validity of 
data with known comparators can inform understanding of the many uniquely available items.

In past Listening to Mothers surveys, our overall rates of ultrasound, labor induction, and some other items 
were substantially higher than those reported in national birth certificate data, and our rate of episiotomy was 
substantially higher than reported in hospital discharge data. The validation studies we identified, generally 
within specific states, typically found quite low sensitivity in national sources for rates of these procedures and 
variation across different localities (for example, states, facilities). 

Here, we provide illustrative results of validation studies, carried out in various areas throughout the United States, 
that have examined the sensitivity of items included in the current Listening to Mothers survey. Listening to Mothers 
surveys query respondents only about matters that they might reasonably be expected to know, query combining 
plain-language descriptions and/or technical terms, and pretest for comprehensibility and clarity. The 2003 U.S. 
Standard Certificate of Live Birth, which is currently in use, improved the method of ascertainment for some items, 
dropped some items, and added some items. States gradually adopted this form over more than a decade. Lower 
rates of sensitivity suggest that for many items birth certificates give an incomplete count and may considerably 
undercount true positives, with the potential that maternal survey data reporting is more accurate.

Pre-pregnancy weight and pregnancy weight gain
Pre-pregnancy weight and pregnancy weight gain are recalled with good but not perfect accuracy; one study 
found that pre-pregnancy weight is underreported by an average of 1.5 kg and gestational weight gain is over 
reported by an average of 1.6 kg).5

Mental health during pregnancy
In our survey, 21% of respondents reported having symptoms of depression and 35% reported symptoms of 
anxiety during pregnancy. In the first 12 weeks after birth, 24% had depressive symptoms and 35% had anxiety 
symptoms. Validation studies support the use of self-reported prenatal diagnoses and conditions for research. 
One study examining prenatal stress, anxiety, and depression found maternal recall was reliable.16 These results 
are not available in birth certificates, but are consistent with the rise in mental health disorders reported across 
many segments of the population in recent years.16

Appendix B: The Accuracy of Women’s Recall of Childbearing 
Experiences and the Validity of Comparators

https://pubmed.ncbi.nlm.nih.gov/36575374/
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Physical health during pregnancy
Our survey data showed respondents reported health complications of gestational diabetes (13%) and 
pregnancy-induced hypertension (12%). The most comparable figures from 2024 birth certificates are 9% 
gestational diabetes and 10% gestational hypertension.17 Maternal recall of both gestational diabetes and 
hypertensive disorders of pregnancy have been found to be generally accurate.10,18 

Labor induction 
In our survey, 39% of respondents reported that they had experienced a medical induction of labor procedure. 
The most comparable medical induction estimate in the 2024 birth certificates is 35%.17 Birth certificate data 
has been shown to have low sensitivity for labor induction (46%) compared to medical records.1 Another study 
found that maternal recall at four months postpartum was excellent for variables related to labor and birth 
(mode of birth, epidural, labor induction), with sensitivity and specificity estimates above 85%.7 Mothers’ recall 
was very good for the type of birth and medicine used for labor induction.3 It is also likely that birth certificates 
undercount induction and augmentation due to guidance for their completion (see next).

Labor augmentation
Our survey data showed 56% of respondents reported experiencing labor augmentation through administration 
of synthetic oxytocin and/or intentional breaking of membranes after labor had begun. The most comparable 
figure from 2024 birth certificates for labor augmentation is 22%.17 Available validation studies show highly 
variant sensitivities for labor augmentation ranging from 34% to 94% when comparing birth certificate data 
to medical record or hospital discharge data.19–22 Both artificial rupture of membranes (which can happen only 
once) and synthetic oxytocin (which can be applied to induce and/or augment labor) are used for labor induction 
and labor stimulation. LTM queried about their use with emphasis: “before labor” in the case of induction 
methods and “after labor contractions had begun” in the case of augmentation methods. For those who said 
membranes had been broken in both instances, we counted just the earlier use for induction. Official guidance 
for completing this item on birth certificatessays, “Do not include [augmentation] if induction of labor was 
performed” and “Do not report induction of labor if augmentation of labor was reported.”23 Thus, we believe 
LTM data for both labor induction and labor augmentation are more accurate than birth certificate results due to 
both results of validation studies and directions to facilities to undercount these.

Epidural/spinal analgesia 
In our survey, 79% of all respondents reported having had epidural or spinal analgesia at any time when giving 
birth. Birth certificates collect “anesthesia,” defined in guidance for completing birth certificates as epidural 
or spinal anesthesia during labor. The guidance directs completers not to select this item for surgical birth 
alone.20 The most comparable anesthesia figure from 2024 birth certificates is 80%.17 Sensitivity for epidural/
spinal analgesia when comparing birth certificate data to other data sources has been estimated to range from 
85% to 96%.21

Electronic fetal monitoring (EFM) 
Among Listening to Mothers IV respondents who labored and could recall, 83% reported having experienced 
EFM exclusively, 9% experienced both EFM and a handheld device (such as a Doppler or fetal stethoscope) and 
8% exclusively experienced a handheld device to keep track of the fetal heart tones in labor. Birth certificates do 
not track use of EFM. Reported sensitivity of EFM ranged from 33% to 78%.22,24

Episiotomy 
Our survey data showed an overall episiotomy rate of 16% among respondents with vaginal births. Episiotomy is no 
longer collected in a national federal survey. Some organizations and initiatives with a focus on reducing and publicly 
reporting this rate report much lower episiotomy rates. In one study, agreement between maternal recall and the 
medical record was fair to good for episiotomy (K = 0.61) and in another sensitivity of use of episiotomy by self-
report compared to chart abstraction was 62%.25,26 It is important to clarify whether childbearing women consistently 
distinguish episiotomy, spontaneous tears, and perineal repairs at a time of elevated activity and emotions.
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Birth weight 
Maternal recall of infant birth weight, gestational age, and infant sex have been well established as reliable, 
compared to clinical records. Validation studies have found high rates of sensitivity and specificity for maternally 
reported birth weights within the first year postpartum.27

Mode of birth 
Our survey data were weighted on mode of birth and reflect national estimates of 68% vaginal birth and 32% 
cesarean birth. Sensitivity of birth certificate data for any vaginal (spontaneous and vaginal/forceps or vaginal/
vacuum) birth, compared to medical records, was measured at 100%.20 Sensitivity for birth certificate data on 
spontaneous vaginal birth, compared to medical records, was estimated between 97% and 99%.21 Sensitivity 
for birth certificate data on total cesarean rate, compared to medical record data, was estimated between 92% 
and 99%.20,21

Previous cesarean birth
We weighted on mode of birth (repeat cesarean, VBAC, vaginal birth with no prior cesarean, and primary 
cesarean), thus our data set reflects the national estimates, with 16% of respondents reporting at least one 
previous cesarean. One validation study indicates that women’s recall of previous cesarean births is highly 
accurate compared with medical records, with a sensitivity of 98%.30 Sensitivity for birth certificate records of any 
previous cesarean (compared to medical record data) is estimated between 63% and 91%.20,21

Vaginal birth after cesarean (VBAC)
As with previous cesarean birth, our survey data VBAC rate (vaginal births among births with 1 or more prior 
cesareans) of 16% is very similar to the 15% national estimate.17 The small discrepancy is a function of the effect 
of all weighting variables. Studies reporting sensitivity for this rate ranged from 42% to 70%.19,28–30 While mode 
of birth in birth certificates has been validated, misclassification of the type of vaginal birth (VBAC vs. first-time 
vaginal) in older records can affect rate calculations.31

Birth doula use 
Our survey results found that 12% of respondents received doula support at the time of birth, while overall, 
18% of respondents received any doula support (during pregnancy, birth, and/or after giving birth when back 
at home). Listening to Mothers surveys may be the only national source for this information. This result aligns 
with lower rates found in previous Listening to Mothers surveys, the steady growth of interest in access to and 
availability of doula services, and growing efforts among many state Medicaid programs and some national 
insurers to reimburse for coverage of doula services. 

Midwife-attended birth 
In our survey, 9% of respondents reported that their birth attendant was primarily a midwife. The most 
comparable percentage in 2024 birth certificates is 12%.17 A U.S. Government Accountability Office report to 
Congress found that midwife-attended births are frequently undercounted on U.S. birth certificates.32 This likely 
reflects the person who literally caught the baby just at birth (“the person responsible for delivering the child”20) 
and as noted may undercount midwife-attended births. We asked a slightly different question: the type of 
maternity care provider who mainly delivered the baby. The purpose was to capture the influence of a provider 
who may have “labor sat” and influenced the course of labor over many hours, regardless of who caught the 
baby. We believe that our data set underrepresents births attended by midwives. On the birth certificate, 
midwife attendants (“CNM/CM”) could be a certified nurse-midwife, and in some states certified midwives 
also attend hospital births. “Other Midwife” is unlikely for hospital births. A validation study of Texas births in 
2014 found a birth certificate sensitivity of 63% in identifying certified nurse-midwife attended births, with large 
hospital-level variation due to policies in some facilities of having physicians sign certificates for some or all 
CNM-attended births.33 A single-practice study in Michigan found a sensitivity of 89%.34
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Births attended by obstetricians, family physicians, and others
Birth certificates also have check boxes for M.D., D.O., and Other. As differences between MDs and DOs 
have diminished and they largely have parallel specialties, these birth certificate items are not particularly 
illuminating. However, LTM IV included in the list of possible birth attendants “an obstetrician-gynecologist 
(could be called OB, OB-GYN, maternal-fetal medicine doctor),” “a family medicine doctor (could be called 
FP),” or “a doctor but I’m not sure what kind.” Results suggest that overwhelmingly, obstetricians attend U.S. 
births and that the declining involvement of family physicians in maternity care continues. We also included 
“nurse who is not a midwife (ex. nurse practitioner (NP), registered nurse (RN), etc.)” and “a physician assistant 
(PA).” Although we did not find validation studies for these items, LTM results are likely to be more illuminating 
than birth certificate results.

No postpartum visit
Due to the nature of claims data and maternity billing codes that may bundle payment for multiple services 
together without clearly documenting those that were actually used, it has been widely reported that a 
very high proportion of new mothers have no postpartum visit. For example, a 2025 news release from the 
American Hospital Association was headlined, “Nearly 57% of New Mothers Did Not Attend Postpartum 
Visits”.35 The steward of a performance measure to have a postpartum visit between 7 and 84 days after 
birth has reported that as few as 42% of women had such visit, due to use of unreliable data sources for this 
measure.36 There is a very high probability that asking mothers themselves how many postpartum visits, if any, 
they had yields more valid results. In LTM IV, just 5% had no postpartum visit, most had more than one visit, 
and 22% had 4 or more visits.

Sensitive topics
Some survey topics, such as querying about social needs, mental health, and income and other demographic 
variables, also raise validity concerns as respondents may be uncomfortable sharing their experiences, 
circumstances, and identities. The following Listening to Mothers practices aim to enable respondents to 
honestly respond to sensitive topics:

•	Guaranteeing privacy and confidentiality

•	Survey mode that is self-administered and not face-to-face

•	Offering the option of “prefer not to answer” with every item

•	Explaining the purpose of the survey

•	Putting demographic items at the end

For nearly all items, “I’d prefer not to answer” was selected by fewer than 1% of respondents. The small number 
of cases where a larger proportion of respondents selected that choice may indicate a sensitive topic that a 
larger proportion of respondents preferred not to answer. (In other cases, selection of this item may reflect 
difficulty in recall for a query that might have benefitted from an “I’m not sure” response choice.)

In sum, comparing selected Listening to Mothers survey results with other sources for these data points suggests 
that in general there is close concordance and thus reasonable trustworthiness of survey data points. Moreover, 
where other sources are known to be undercounted, it is likely that survey results are a more accurate source. As 
has been long recognized, childbearing experiences are momentous in women’s lives and even long-term recall 
about specific details is often vivid and quite accurate.37
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Variable Name Topic Source

Chapter 2: Before and During Pregnancy1

NUMB_BIRTH Total number of times has given birth Past LTM survey2

PREG_INT Pregnancy intention Past LTM survey

PREPREG_PHYSCOND Pre-pregnancy physical conditions Past LTM survey

PREPREG_MHCOND Pre-pregnancy mental health conditions Past LTM survey

PREPREG_WEIGHT Weight just before becoming pregnant Past LTM survey

HEIGHT Height Past LTM survey

LEARNED When learned of pregnancy, had 1st visit Past LTM survey

FIRSTVISIT Whether 1st visit was as early as wanted Past LTM survey

NOPRENATAL Why 1st visit not as early as wanted Past LTM survey

PROVIDER Most frequent prenatal provider type Past LTM survey

PROVIDERCHOICE Whether had choice about prenatal provider Past LTM survey

CARESETTING Type of setting for prenatal care New, constructed

CARETYPE Whether had individual, group, both visits New, constructed

CARETYPE1 Whether had choice about care type New, constructed

CAREMODE Whether had in-person, remote, both visits New, constructed

WHYTELE Why had televisits New, constructed

ATHOMECARE Whether had home monitoring equipment New, constructed

BPCONFID Confidence about taking blood pressure New, constructed

URINECONFID Confidence about testing urine New, constructed

WEIGHCONFID Confidence about weighing self New, constructed

BABYHRCONFID Confidence about checking baby heart rate New, constructed

CARETYPEPREF Preference for individual, group visits New, constructed

CAREMODEPREF Preference for in-person, remote visits New, constructed

DOULA1 How doula supported in pregnancy New, constructed

PRIOREDUC Whether took childbirth education in past Past LTM survey

CURREDUC Whether took childbirth education this time Past LTM survey

EDUCTYPE Whether classes were offered by hospital Past LTM survey

EDUCMODE Location, in-person or online of classes Past LTM survey

EDUCIMPACT How affected by classes Past LTM survey

SOCIALNEED Whether had  social needs in pregnancy WellRx,3 adapted

EMPLOY Whether employed during pregnancy Past LTM survey

Continued

Appendix C: Sources of Items in Listening to Mothers IV 
First Questionnaire
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Variable Name Topic Source

EMPLOYHOURS Whether employed full- or part-time Past LTM survey

EMPLOYBEN Whether could take paid time off for visits New, constructed

EMPLOYCHANGE Whether needed accommodations Past LTM survey

EMPLOYCHANGE1 Whether granted accommodations Past LTM survey

BOTHER PHQ-4, open access anxiety, depression4 Past LTM survey

MENTALSUPPORT Whether got mental health counseling Past LTM survey

MENTALSUPPORT1 Whether took mental health medications Past LTM survey

[CS1] PREGCONDITION Whether had physical pregnancy problems Past LTM survey

BIGBABY1 Whether told fetus getting large Past LTM survey

BIGBABY2 Whether provider recommended response Past LTM survey

PREGWEIGHT Weight just before giving birth Past LTM survey

Chapter 3: Childbirth in Hospital Settings

DUEDATE Due date Past LTM survey

BIRTHDATE Date of baby’s birth Past LTM survey

DOULA Whether had doula support Past LTM survey

DOULA3 Experience of doula support (open-end) New, constructed

OTHERSUPPORT Social network support in hospital Past LTM survey

INDUCE Whether provider raised term elective induce Past LTM survey

INDUCE1 How much spoke for elective induction Past LTM survey

INDUCE2 Amount of talk about not electively inducing Past LTM survey

INDUCE3 Serious talk about waiting for labor to begin Past LTM survey

INDUCE4 Ask if you wanted term elective induction Past LTM survey

INDUCE5 Recommend term elective induction Past LTM survey

INDUCE6 Why recommended (open-end) Past LTM survey

INDUCE7 Who made final decision Past LTM survey

SELFINDUCE Whether tried to self-induce labor Past LTM survey

SELFINDUCE1 Whether attempt started labor Past LTM survey

SELFINDUCE2 Why tried to self-induce Past LTM survey

MEDINDUCE Whether experienced medical induction Past LTM survey

MEDINDUCE1 Why had medical induction Past LTM survey

MEDINDUCE2 Whether started labor Past LTM survey

MEDINDUCE3 Why experienced medical induction Past LTM survey

MEDINDUCE4 Duration of procedure before contractions New, constructed

MEDINDUCE5 Duration of procedure until stopped New, constructed

Continued
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Variable Name Topic Source

DRUGFREE Use of various drug-free pain relief methods Past LTM survey

PAINMEDS Use various labor pain medications Past LTM survey

FETALMON How kept track of fetal heart rate Past LTM survey

CSECTIONINT Interventions during planned cesarean Past LTM survey

LABORINT Interventions experienced during labor Past LTM survey

VAGEXAM Dilation at 1st vaginal exam after admission Past LTM survey

LABORWALK Whether walked in hospital with contractions Past LTM survey

LABORPERMIT Interest in, permitted to eat, drink in labor Past LTM survey

BIRTHATTEND Provider type who primarily delivered baby Past LTM survey

ATTENDSTUDENT Whether that provider was a student New, constructed

EPIST Whether had episiotomy with vaginal birth Past LTM survey

EPISTCHOICE Whether had choice about having episiotomy Past LTM survey

POSITION Main position when pushing baby out Past LTM survey

POSITION2 Any other positions use while pushing Past LTM survey

POSITIONCHOICE Whether could use position of choice Past LTM survey

LABORLENGTH Duration of labor in hours Past LTM survey

BIRTHWEIGHT Baby’s weight at birth Past LTM survey

SUTURE Whether a cut or tear was stitched closed Past LTM survey

GOLDENHOUR Primarily location of baby in hour after birth Past LTM survey

SKIN Whether baby in arms was skin-to-skin Past LTM survey

HOSPLOC Where baby primarily stayed in hospital Past LTM survey

NICU Whether baby admitted to NICU Past LTM survey

DAYSHOSP Mother’s length of stay Past LTM survey

BABYHOSP Baby’s length of stay Past LTM survey

RESPECT Whether treated with respect PCMC-US,5 adopted

KNOWLEDGE Whether knowledge, experience were valued PCMC-US, adopted

CUSTOMS Whether customs, culture were respected PCMC-US, adopted

HEARD Whether felt heard, listened to PCMC-US, adopted

DECISIONS Whether involved in decisions about care PCMC-US, adopted

CONSENT Whether consented before touch, procedure PCMC-US, adopted

INFORMED Whether felt informed about what happened PCMC-US, adopted

TIMELINESS Whether response to requests was timely PCMC-US, adopted

NEGLECT Whether felt neglected, ignored PCMC-US, adopted

TRUST Whether could completely trust in care PCMC-US, adopted

Continued
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Variable Name Topic Source

FEEDING Whether got help needed for infant feeding PCMC-US, adopted

SAFE Whether felt physically safe in the hospital PCMC-US, adopted

DISCRIMINATION Whether discriminated against PCMC-US, adopted

DISCRIMINATION1 Types of discrimination experienced New, constructed

DISCRIMINATION2 Share more about discrimination (open-end) New constructed

Chapter 4: Vaginal and Cesarean Births

MODE Mode of birth for prior births Past LTM survey

MODEINDEX Mode of birth for index birth Past LTM survey

CSECTIONTYPE Whether planned or unplanned Past LTM survey

LABCSEC Whether labored before cesarean Past LTM survey

PLANNEDC Why had planned cesarean Past LTM survey

REPEATCSEC How need for repeat explained (open-end) New, constructed

VBACCHOICE Whether had option to plan VBAC Past LTM survey

VBACINTEREST Whether interested in planning VBAC Past LTM survey

VBACEFFORT Whether did anything to facilitate VBAC New, constructed

VBACACCESS Why did not have option of planning VBAC Past LTM survey

UNPLANNED REASON Reason for unplanned cesarean Past LTM survey

VAGASSIST Whether used vacuum cups or forceps Past LTM survey

Chapter 5: Early Postpartum Experiences in the Community

DOULA2 How doula supported in postpartum period New, constructed

[CS3] [CS4] CURRWEIGHT[CS5]  Weight at time of completing questionnaire Past LTM survey

PPVISIT Number of postpartum visits: 1st 12 weeks Past LTM survey

PPVISITTIME Timing of earliest or only visit New, constructed

VISITTOPIC Visit content, whether needed information Past LTM survey

PLANNEDFEED Infant feeding intention at end of pregnancy Past LTM survey

HOSPFEED Hospital practices that shape breastfeeding Past LTM survey

FEED1WEEK How feeding baby a week after birth Past LTM survey

CURRENTFEED How feeding baby now Past LTM survey

EXCLUSIVE BF How long exclusively fed breastmilk Past LTM survey

EXCLBFGOAL Whether fed exclusively as long as wanted Past LTM survey

WEAN How long fed any breastmilk Past LTM survey

BFGOAL Whether fed any breastmilk as long as wanted Past LTM survey

PPBOTHER PHQ-4, open access anxiety depression Past LTM survey

PPTHERAPY Whether got mental health counseling Past LTM survey

Continued
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Variable Name Topic Source

PPMEDS Whether took mental health medications Past LTM survey

SNMEAL Whether money for food is a concern now New, adapted from WellRx

SNLIVE Whether a place to live is a concern now New, adapted from WellRx

SNUTILITIES Whether paying for utilities is a concern now New, adapted from WellRx

SNTRANSPORT Whether transportation is a concern now New, adapted from WellRx

SNCHILDCARE Whether child care is a concern now New, adapted from WellRx

SNINCOME Whether a regular income is a concern now New, adapted from WellRx

SNDRUGS Whether drug use in home is a concern now New, adapted from WellRx

SNUNSAFE Whether feeling unsafe in daily life now New, adapted from WellRx

SNABUSE Whether anyone at home is abusing now New, adapted from WellRx

ANYTHINGELSE Anything else wants to share (open-end) New, constructed

WENTWELL What maternity care went well (open-end) New, constructed6

DIDNTGOWELL What care did not go well (open-end) New, constructed

Demographics

STATE State of residence when gave birth New, constructed

AGECHECK Current age New, constructed

MEDI Is health insurance Medi-Cal (CA residents) New, constructed

ZIP Zip code Past LTM survey

RACE Self-identity across 7 groups New, adapted from OMB7

WHITE Specific identities, if White major category selected New, adapted from OMB

HISPANIC Specific identities, if Hispanic major category selected New, adapted from OMB

BLACK Specific identities, if Black major category selected New, adapted from OMB

ASIAN Specific identities, if Asian major category selected New, adapted from OMB

AIAN Specific identities, if AIAN major category selected New, adapted from OMB

MENA Specific identities, if MENA major category selected New, adapted from OMB

NHPI Specific identities, if NHPI major category selected New, adapted from OMB

FAMSIZE Number of adults and children in household New, constructed

INCOME Total family income Past LTM survey

INSUR Health insurance that covered childbirth Adopted from PRAMS8

EDUC Highest level of education attained Adopted from US Census

BIRTHCOUNTRY Country of birth Adopted from ACS9

IMMIGRATION Year migrated to United States Adopted from ACS

ENGPROF English proficiency Adopted from ACS10

LANGHOME Language spoken at home Adopted from ACS

Continued
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Variable Name Topic Source

RELATIONSHIP Whether married/partnered/single Past LTM survey

LIVARRANGE Whether spouse/partner cohabited New, constructed

PARTRELATION Relationship between spouse/partner, baby New, constructed

DEAF Whether has hearing difficulties Adopted from ACS

BLIND Whether has vision difficulties Adopted from ACS

CONCENTRATE Whether has cognitive difficulties Adopted from ACS

WALK Whether has mobility difficulties Adopted from ACS

BATHE Whether has dressing/bathing difficulties Adopted from ACS

ALONE Whether able to do errands alone Adopted from ACS

DISABLETECH Whether needs assistive device/technology Adopted from NSHD11

DISABILITYCOND Main condition impacting life (open-end) Adopted from NSHD

DISABLEYRS Duration of condition, in years Adopted from NSHD

SEXORIENT Sexual identity Adopted from CAP12

GENDER Gender identity Adopted from CAP

TRANS Whether consider self to be trans Adopted from CAP

POLIT Location on spectrum of political views Past LTM survey
1 Not included in this table are eligibility screener items at beginning and randomly inserted trap questions used solely to help identify ineligible respondents.
2 In many instances, we slightly adapted items from past Listening to Mothers surveys for the present survey.
3 We adapted 9 items from WellRx, a validated open access social needs screening tool to ask with reference to pregnancy. (See Page-Reeves, J., Kaufman, W., 
Bleecker, M., Norris, J., McCalmont, K., Ianakieva, V., Ianakieva, D., & Kaufman, A. [2016]. Addressing social determinants of health in a clinic setting: the WellRX 
pilot in Albuquerque, New Mexico. The Journal of the American Board of Family Medicine, 29(3), 414–418. Retrieved 5 May 2026 from https://doi.org/10.3122/
jabfm.2016.03.150272). 
4 PHQ-4 is an open access ultra-brief screener for depression (PHQ-2), anxiety (GAD-2), and together for psychological distress with reference to the past 2 weeks. We 
asked respondents to reflect back to their pregnancy and then to the first 12 weeks after their birth. (See Kroenke, K., Spitzer, R. L., Williams, J. B., & Lowe, B. [2009]. An 
Ultra-Brief screening scale for anxiety and depression: the PHQ-4. Psychosomatics, 50(6), 613–621. Retrieved 5 May 2026 from https://doi.org/10.1176/appi.psy.50.6.613). 
5 We adopted with permission 13 items from the Person-Centered Maternity Care scale for the United States (PCMC-US): 4 items from each subscale and Customs 
Respected for separate analysis.
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