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Since 2002, widely cited national Listening to Mothers surveys have broken new ground as
unique sources of much information about childbearing women'’s experiences, outcomes

and views. Listening to Mothers in California is the first state-level version of this survey. It
explores the experiences, outcomes and views of childbearing women with in-depth focus on
hospital maternity care experiences and postpartum well-being. This survey is a complement
to California’s annual Maternal and Infant Health Assessment (MIHA) survey, which covers an
extensive range of topics, prioritizing those relevant to public health and social disparities in
health and health behaviors.

Listening to Mothers in California includes numerous innovations relative to previous national
Listening to Mothers surveys. For the first time, we were able to offer the survey in Spanish as
well as English. We adapted the survey for mobile devices, enabling women to participate on
any device or with a trained interviewer. State-levels surveys have the potential to use birth
certificate sampling, and we were fortunate to receive support from the relevant California
agencies to access birth certificates for sampling, data weighting and other purposes. In our
sampling, we oversampled Black women, women with midwife-attended births and women
who had a vaginal birth after cesarean to better understand women in these groups. With
support from the California Department of Health Care Services, we identified sampled
women with childbirth claims covered by Medi-Cal (“Medi-Cal beneficiaries”) and obtained
several additional analysis variables for them. Our final sample, the largest yet for a Listening
to Mothers survey, enables us to explore many important questions. Finally, through the
generosity of our funders, the California Health Care Foundation and Yellow Chair Foundation,
we have prepared an unprecedented body of products to share results with many audiences.

This report presents topline results of items in our questionnaire. It also breaks results down
by multiple subgroups, especially by race/ethnicity and payer. Nationally and in California, we
increasingly understand that we must redouble efforts to improve maternal-newborn care,
the health of mothers and babies and health equity.

California is a bellwether state in its response to these challenges, with extensive
commitment among many stakeholders to improving the quality and outcomes of
maternity care. This report and other survey products will support the work of these diverse
stakeholders, including state, county and municipal agencies; state legislators; health plans;
clinical leaders and professional societies; hospitals; employers; advocates; and a broad
range of nonprofit organizations working on behalf of this population.

Listening to Mothers in California products are available through a digital version of this
report at NationalPartnership.org/LTMCA, including a chart pack, fact sheets, issue briefs,
infographic, short videos, an overview of survey methodology and the survey questionnaire.
An identical set of files, without the digital version of this report, is also available at
chcf.org/listening-to-mothers-CA. As with previous Listening to Mothers datasets, we will
make the de-identified California dataset publicly available in June 2019 at the University

of North Carolina’s Odum Institute Archive Dataverse datasets repository (https://odum.
unc.edu/archive/uncdataverse). Searching on “Listening to Mothers” (inclusive of quotation
marks) will identify the full set of Listening to Mothers datasets.

We are deeply indebted to the women in California who participated in our survey. They took
the time to share their experiences and views and to tell their stories during a demanding
period of transition and while caring for an infant, among other responsibilities.

We were privileged to bring together an exceptional, highly experienced project team to
carry out this work. The National Partnership for Women & Families led this project. Key
project personnel at the National Partnership were Principal Investigator Carol Sakala, Ph.D.,
M.S.P.H., director of Childbirth Connection Programs; Maureen P. Corry, M.P.H., senior
advisor for Childbirth Connection Programs; and Jessica M. Turon, M.P.H., research assistant.
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We are grateful for the opportunity to collaborate with valued colleagues at the University of
California, San Francisco (UCSF) and Boston University throughout the course of this project.
Key personnel at the UCSF Center on Social Disparities in Health were Kristen Marchi, M.P.H.,
and Paula Braveman, M.D., M.P.H., center co-directors; Katherine Heck, M.P.H., research
analyst; and Monisha Shah, M.P.H., research analyst. This team brought invaluable expertise
from two decades of work on California’s MIHA survey.

Eugene R. Declercq, Ph.D., M.B.A., professor, Boston University School of Public Health, a
core investigator with Sakala and Corry on all previous national Listening to Mothers surveys,
was again an essential member of our project team.

Quantum Market Research, Inc. administered the survey with great diligence and care. Key
personnel included Veronica Raymonda, president and founder; Patricia J. Hoyt, project
manager; and Terry A. Miller, programmer and senior Computer Assisted Telephone
Interviewing lab supervisor. We deeply appreciate the skillful, respectful bilingual QMR
interviewers who tracked and engaged sampled women in completing the survey.

We are grateful to the translators of our survey questionnaire, outreach materials and open-
ended survey responses, Maria Fernandez, M.P.H., and Andrea Soriano, M.S.W.

We express our deep appreciation to the following California agencies that approved and
supported our project: Committee for the Protection of Human Subjects of the Office of
Statewide Health Planning and Development, Vital Statistics Advisory Committee of the
California Department of Public Health, Data and Research Committee of the Department of
Health Care Services and Genetic Disease Screening Program of the Department of Public
Health. We also thank the Human Research Protection Program at UCSF.

We are very grateful to members of our multi-stakeholder project advisory council for their
contributions to the questionnaire development, guidance from their respective vantage
points on an individual basis throughout the project, and support to move forward on
dissemination and use of results to improve policies, programs and practice.

Finally, we are deeply thankful for our generous funders, California Health Care Foundation
(CHCF) and Yellow Chair Foundation. CHCF's Stephanie Teleki, Ph.D., envisioned a California
Listening to Mothers survey, helped to create the right team, supported adaptation for
California and recruited Yellow Chair Foundation as a co-funder. It has been a great pleasure
to work with Stephanie as well as Yellow Chair Foundation’s Valerie Lewis, MPH, MPA, who
have enabled, supported and strengthened this work.
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Listening to Mothers in California is a statewide, population-based survey, in English and
Spanish, of the experiences, outcomes and views of women who gave birth in California
hospitals in 2016. This survey joins a series of national Listening to Mothers surveys carried
out since 2002 to provide previously unavailable information to those with an interest in high-
value maternity care and the well-being of childbearing women and infants.

METHODOLOGY

The Committee for the Protection of Human Subjects of the California Office of Statewide
Health Planning and Development approved our research and the evolution of our work.

We developed, field tested and refined a roughly 30-minute questionnaire covering the
prenatal through postpartum and newborn periods. We drew a representative sample from
birth certificate files, excluding teens younger than 18, women with out-of-hospital births,
women with multiple births and nonresidents of California. We oversampled Black women,
women with midwifery-attended births and women with vaginal birth after cesarean to better
understand the experiences and views of these groups.

We developed, field tested and refined outreach materials to encourage participation.

We invited sampled women to participate through a series of mailings with elements of
informed consent, information about how to participate and an offer of a gift card for survey
completion. We followed up with nonrespondents by mail, telephone, text message and
email, as available, using contact information from multiple sources. Respondents could
complete the survey in English or Spanish, by themselves using any device or via telephone
with a trained interviewer. Further exclusions at the point of contact were women who were
unable to participate in English or Spanish and whose babies were not living with them at
that time. Participants completed the questionnaire when their babies were between 2 and
11 months old.

Our survey results from 2,539 women were weighted for the target population, including
correction for oversampled groups, using the 2016 Birth Statistical Master File of all births in
California. Despite the exclusions, our results closely align with statewide 2016 results on many
basic variables. We largely report survey results, but investigators also had access to birth
certificates of survey participants and, for respondents with births covered by Medi-Cal, several
analysis variables from the state’s Management Information System/Decision Support System
Warehouse. Appendix A provides detailed information about the survey methodology.

KEY FINDINGS

Care Team and Place of Birth

Just a fraction of women reported receiving no prenatal care, and about 1in 5 had no
choice of prenatal care provider. In the case of both maternity care providers and hospitals
for giving birth, about 4 women in 10 said they found information about the quality of
prospective options. Nearly all who found information in turn used the results to inform
their choice of care arrangements. The great majority of women had obstetricians for both
their prenatal care and their birth attendant: fewer than 1 in 10 had a midwife (who was in
essentially all cases a certified nurse midwife [CNM], in the context of hospital births) for
prenatal care and as birth attendant.

We looked at barriers to midwifery care, both why women who would have liked such

care did not have it, and why women would definitely not be interested in such care.
Misunderstandings about this care and lack of access to it were important barriers. We
estimate that about 1 woman in 10 had the support of a labor doula who, in some cases, also
provided support in pregnancy and/or at home after the birth.

Thanks for listening to
mothers. We often get
forgotten about.

It is nice to have a voice
and to be heard and is
nice to have a study to
improve the health of
babies and mothers.
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We asked women about their interest — should they give birth in the future — in using several
types of care, and found considerable unmet needs. Proportions of women who said they
would definitely want to have or would consider a midwife and also a doula far exceeded
the proportions that used midwives and doulas for their recent births. While all survey
participants gave birth in hospitals, we similarly asked about interest in giving birth in a
freestanding birth center as well as at home, should they give birth in the future. Proportions
of women who would definitely want to use, or would consider, these birth settings greatly
exceeded the proportions that actually used these birth settings in the state in 2016 (based
on birth certificate data). For all of these care options, Black women consistently were on the
highest end of the range of interest among race/ethnicity groups, and women with Medi-Cal
had greater interest in out-of-hospital birth settings than women with private insurance.

About 1 respondent in 3 recognized that the quality of maternity care can vary widely across
different hospitals and different obstetricians. The rest were divided almost evenly between
those who felt that quality is pretty much the same or were not sure.

Maternity Care Practices

We asked women how much they agreed or disagreed with the statement, “Birth is a
process that should not be interfered with unless medically necessary.” About half agreed
strongly and another quarter agreed somewhat versus fewer than 1 in 10 who disagreed.
Displaying responses to this question across three national surveys and this statewide
survey suggests rapid changes in women'’s views about avoiding unnecessary intervention
in a 15-year time span.

In contrast to these preferences, we found extensive use of interventions around the time of
birth. For example, 2 in 5 women experienced attempts to induce labor, with more than 1 in
3 solely for reasons that are not supported by high-quality evidence. About 3 in 10 women
were told near the end of pregnancy that their babies might be getting quite large. These
women were more likely to experience induced labor, yet more than 4 in 5 gave birth to
babies that were within the normal weight range at birth. We found that most women were
admitted to the hospital in early labor, when the likelihood of having a cesarean was great,
versus relatively few later in labor, when the likelihood of having a cesarean was exceptionally
low. Both women who gave birth vaginally and women with cesarean births had high rates of
interventions. Use of pain medications was high, with 3 in 4 experiencing regional analgesia
(epidural or spinal). About 1 in 6 respondents used no pain medication. Use of some well-
recognized drug-free measures such as showers and tubs was limited. About 1 in 3 women
did not experience any drug-free measures for pain relief.

Looking at overall patterns in these care experiences, we found most women tended to
have many interventions around the time of birth, and we include a table summarizing
those measured. We found that nearly half of respondents experienced five or more of

10 consequential interventions around the time of birth. We found an apparent cascade
effect among first-time mothers who labored at term and use of three major interventions.
Those with neither labor induction nor epidural analgesia had almost no cesarean births,
nearly 2 in 10 with either one of these had cesareans, and 3 in 10 with both had cesareans.
Using a consensus definition of clinical professional societies, we calculated experience

of “physiologic childbirth” — labor that starts on its own at term, proceeds without pain
medications or medicine to stimulate labor, and ends with vaginal birth not assisted with
vacuum extraction or forceps. While this is perhaps the birth experience that many women
would like, we found that just 1 in 20 respondents had such a birth.

Vaginal and Cesarean Birth

Overall, 3 in 10 respondents gave birth by cesarean, and 7 in 10 had vaginal births.
Cesareans were almost evenly divided between initial or “primary” cesareans and repeat
cesareans largely attributed to the fact of the past cesarean rather than a new indication.
Women with midwives as prenatal care providers were considerably less likely to have a
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cesarean birth than women with obstetrician prenatal care providers, overall and also when
looking just at more comparable low-risk first-birth cesareans.

About 6 of 7 women with one or more cesareans in the past again gave birth by cesarean.
Nearly half who had a repeat cesarean were interested in planning a vaginal birth after
cesarean (VBAC). However, about half who were interested said they had not had the option
to plan a VBAC, mostly due to refusals by providers and hospitals rather than current health
concerns. White women had twice the rate of VBAC as Black women, and women with
midwives as prenatal care providers were far more likely than women with obstetricians to
have a VBAC.

We asked women with one or two past cesareans a validated sequence of questions to
understand decision-making experiences. Those who had had a discussion with their care
providers about a possible repeat cesarean reported receiving skewed information and
recommendations favoring the procedure rather than a VBAC. Just 1 in 10 women who had
such discussions had a VBAC, compared with 3 in 10 who did not have such a discussion.

Respectful and Disrespectful Treatment

We asked whether the women had experienced unfair treatment during their hospital stay for
childbirth because of their race or ethnicity, because of the language they spoke or because
of the kind of insurance they had or their lack of insurance. Most participants did not identify
such concerns. Among the small numbers identifying concerns, there were significant
differences within subgroups showing clear advantages for White women, English-speaking
women and women with private insurance relative to their counterparts.

We also asked whether during the hospital stay for birth the women had experienced harsh
language and rough handling from personnel. Nearly 1 in 10 responded affirmatively to each
of these, with little variation across many variables with respect to use of harsh language and
slightly more variation with respect to rough handling. Women who were Black or primarily
spoke an Asian language at home were more likely than White women or Latinas to report
both types of ill treatment.

We also looked at pressure to experience several major interventions: labor induction,
epidural analgesia in laboring women and cesarean birth. About 1 in 10 reported pressure
to have an epidural, and to have a cesarean, while experience of pressure to have labor
induction was somewhat higher. Women who had labor induction and who had cesarean
birth were more likely to have experienced pressure than those who did not.

Finally, most women reported that they had been granted autonomy in decisions about
how their birth would proceed, had been well supported and had experienced good
communication during the hospital stay for giving birth. However, women covered by
Medi-Cal were more likely to identify concerns in all three areas than women with private
insurance.

Postpartum Experiences

Overall, 1 woman in 10 did not have any postpartum office visit. Women with Medi-Cal
coverage were more likely than women with private insurance to have no visits. Black women
had the highest number of visits, perhaps reflecting a greater burden of morbidity at this
time. Among women with postpartum visits, 2 or more in 3 reported having been asked
about several important issues during this period.

Compared with women with private insurance, women with Medi-Cal coverage were less
likely to have sources of both emotional and practical support since the birth of their babies,
with nearly 1in 5 saying that they never had either source of support.

About 1 woman in 3 planned to stay home with their babies. Within 4 months of the birth,
more than 4 in 5 women with a paid job at the time of the survey reported they were working
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for pay. Among women who assumed a paid job, fewer than half said that they had stayed
home as long as they liked.

About 2 in 3 respondents intended to exclusively breastfeed as they came to the end of
their pregnancy, and about 6 in 10 were doing so a week after the birth. Nearly all women
felt that the hospital staff had been quite supportive of breastfeeding. About 6 in 10 women
who were breastfeeding at 1 week and not at the time of the survey reported not having
breastfed as long as they liked. Overall, fewer than 3 in 10 respondents who participated at
six or more months after giving birth met the consensus recommendation of leading health
professional organizations for exclusive breastfeeding for the first 6 months.

Fully 4 in 5 Medi-Cal beneficiaries reported no out-of-pocket costs for maternity care providers
and hospital care. However, more than 1 woman in 3 with private insurance reported costs
between one and five thousand dollars, with 1 in 7 citing costs above this range.

Maternal Mental Health

We included in our questionnaire the Patient Health Questionnaire for Depression and
Anxiety (PHQ-4). This validated, widely used screening tool has subscales for depression and
anxiety, and the composite is a marker for severity of psychological distress. Respondents
completed the questions with reference to “in the past 2 weeks” (i.e., in the postpartum
period) as well as, among prenatal topics, “during your recent pregnancy.” One woman

in five screened positive for anxiety prenatally, and 1 in 10 screened positive for anxiety
postpartum. About 1 in 10 screened positive for depression prenatally, and this figure
dropped several percentage points in the postpartum period. About 1 in 10 scored

as experiencing moderate psychological distress and about half that as experiencing

severe distress during pregnancy. The postpartum measure for psychological distress
resulted in levels that were about half that of prenatal distress. There was a tendency for
higher proportions of Black women to screen positive and have symptoms of anxiety and
depression and to score as having greater severity of psychological distress at both time
periods in comparison with other racial/ethnic groups. These achieved significance in the
case of prenatal anxiety, depression and moderate or severe psychological distress. With the
exception of postpartum anxiety, there was a tendency for a higher proportion of women
with Medi-Cal coverage to screen positive for the conditions during pregnancy than women
with private insurance, and this achieved significance in the case of prenatal depression.

Many women reported receiving counseling or treatment for emotional or mental well-being.
Women were more likely to receive such help if they had positive screens or with increasing
severity of psychological distress. However, most women facing apparent challenges with
these conditions did not receive standard types of help.

LISTENING TO MOTHERS IN CALIFORNIA

Executive Summary



Introduction

LISTENING TO MOTHERS IN CALIFORNIA Introduction



The Listening to Mothers surveys focus the discussion of maternity care on those who care
about it the most: mothers themselves. National Listening to Mothers surveys carried out
since 2002 have documented for the first time at the national level many experiences,
outcomes and perspectives of childbearing women from before pregnancy through the
postpartum period that had been recorded only at the clinical, community or state level — if
at all — in the past.

Our Listening to Mothers in California survey was adapted to California needs and
opportunities, including current maternity care issues in the state and the distinctive
population of birthing women who, in comparison with our national surveys, are much

more likely to be Latina and less likely to be Black. For example, in response to concerted
statewide policy initiatives to reduce avoidable cesareans, we explored mode of birth and
antecedents at length, as well as related care practice recommendations provided by a
recent toolkit from the California Maternal Quality Care Collaborative. We oversampled Black
women to better understand their views and experiences. We had a racially and ethnically
diverse sample, and we were delighted to be able to offer the survey in Spanish for the first
time, in addition to English. Responding to the current communications environment, women
could complete the survey in either language by themselves on any device or with a trained
interviewer. The state-level survey also enabled us to draw a sample from birth certificates
and weight the data to be more reflective of the general population of women who were
eligible for our study.

The survey research reported here was led by the National Partnership for Women & Families
and developed in collaboration with investigators from the University of California, San
Francisco (UCSF), Center on Social Disparities in Health, and the Boston University School of
Public Health. Quantum Market Research, Inc. administered the survey.

WHO WAS INCLUDED IN OUR SAMPLE, AND
HOW WE REACHED THEM

Survey

With the support of the Committee for the Protection of Human Subjects of the Office of
Statewide Health Planning and Development and the Vital Statistics Advisory Committee of
the California Department of Public Health, analysts at UCSF drew a representative sample
of births that occurred from September 1, 2016, through December 15, 2016, from birth
certificate files, excluding teens less than 18, women with out-of-hospital births, women with
multiple births and non-residents of California. We oversampled Black women, women with
midwifery-attended births and those with vaginal births after cesarean to better understand
the experiences, outcomes and views of women within these smaller groups.

The survey was conducted from February 22 through August 15, 2017. Mailings (and then
emails, text messages and telephone calls, as possible) invited sampled women to participate
on their own online using any device or with an interviewer via telephone. All 2,539 survey
participants were 18 years or older, could respond to a survey in English or Spanish, and had
given birth in a California hospital to a single baby who was living with its mother when the
women participated in the survey. We excluded mothers with multiple births, those who gave
birth in out-of-hospital settings and women who were not living with their babies, as their
experiences differ in important respects from other mothers. Additionally, the numbers that
would have been included in the sample would have been too small to analyze as distinct
groups. On average, the survey took a bit longer than 30 minutes to complete.

Before taking this survey
I didn’t know | had more
options for a better birth
giving experience.

Thank you for your concern
for all women because for
us it's very important to be
taken into consideration.
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Survey Questionnaire

The survey questionnaire, as well as outreach materials inviting sampled women'’s
participation, were customized to the current state context, pilot tested and refined over
several iterations. The complete Listening to Mothers in California survey questionnaire is
available at both NationalPartnership.org/LTMCA and chcf.org/listening-to-mothers-CA.
Individuals citing Listening to Mothers in California results are encouraged to consult the
questionnaire to understand the specific questions posed, choices offered and which groups
of women (i.e., the "base”) responded to the questions, whether all mothers or specific
subgroups (e.g., questions about experiences with breastfeeding were only asked of mothers
who initiated breastfeeding).

Women's Survey Participation Experience

Respondents participated from 2 to 11 months after giving birth. Of those who completed
the survey, 34% did so online, 28% did so by phone with an interviewer and 39% used

both methods (typically starting on their own and finishing with an interviewer). In all, 81%
completed the survey in English and 19% in Spanish. There were many indications that
Listening to Mothers in California participants were exceptionally engaged in the survey and
interested in having their voices heard. This is reflected in their willingness to take more time
answering questions than typical survey respondents and the hundreds of women who took
the time to respond to open-ended questions, including comments about their appreciation
for our effort to systematically understand and share their views and experiences. Many
similarly communicated their appreciation to survey interviewers.

Data Weighting

To develop a statewide profile of childbearing women aged 18 and older and giving birth to
single babies in California hospitals, analysts at UCSF used demographic and other relevant
variables from the 2016 Birth Statistical Master File (final file of all certificates for the year) to
adjust and weight the Listening to Mothers survey data to the birth file for the full year.

Demographic Profile of Respondents

Despite exclusions, weighted data for our survey participants closely resemble California
statewide 2016 birth certificate data in terms of such variables as race/ethnicity, maternal
age, birth attendant, mode of birth and number of times the woman had given birth (see
Appendix B).

Supplementary Material in Appendices

Appendix A provides a detailed methodology of the survey. Appendix B compares weighted
results from birth certificates of our study participants to statewide 2016 results from the
Birth Statistical Master File. We also include parallel national birth certificate data for 2016,
suggesting some distinctive attributes of the population of childbearing women in California.
Appendix C identifies some reasons for discrepancies between our results and some other
sources, including some practices for which women'’s self-reports may provide more accurate
information, for example, due to undercounting in official sources, identified through
validation studies.

Reading the Text, Tables and Figures

Percentages may not always add up to 100% because of rounding, the acceptance of
multiple answers from respondents, or exclusion of rarely chosen or less germane response
categories in reporting.

The term "base” is used to identify the total number of respondents eligible to answer that
question. Because many questions are only asked of a subgroup of the sample (e.g., only

Thanks for caring enough
to have a survey to ask
new moms questions
like these.

It was nice talking
about my birth and my
experience | had with
my baby.

Thanks for giving us
mothers the opportunity
to express our concerns
and questions through
these surveys ... with a
purpose of providing
better medical services
and be able to have a
good experience in the
birth of a baby.
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women who had had labor induction were asked about the reason for the induction), some
results may be based on small sample sizes. Caution should be used in drawing conclusions
from results based on smaller numbers of women. Readers should also be alert to exactly
which population the tables and text refer, because in many cases we probe the data through
several layers. Numbers provided for the same base (for example, all women) vary slightl