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 Healthcare disparities among women in the U.S. exist in relation to socioeconomic status (Paul, Lehman, Hillemeier & Suliman, 2007). This report aims to examine this statement through the lens of a maternal-child health department in an urban public hospital. Women who utilize public hospitals often have no insurance resulting in less perinatal care and less options in labor and delivery methods (Paul et al., 2007). Black women in our country are especially vulnerable to disparities in maternal health. Studies show that maternal death rates increased substantially from 1982 – 2005, with the ratio for black women being twice as high as the ratio for white women (Gaskin, 2008). Furthermore, complex societal and individual factors contribute to whether or not a woman will receive prenatal care (Alexander & Kotelchuck, 2001). Maternal-child health nurses have the unique opportunity to help bridge the gap in quality care for low-income mothers. Excellent nursing, and patient advocacy are key factors to a healthy child-birthing experience. 
I currently volunteer twice a week at Highland Hospital, a division of the Alameda County Medical Center located at 1141 E 31st Street, Oakland, California. I work in the maternal-child health department (MCHD) under the supervision of Ms. Ellen Wei, lead volunteer and aspiring medical student; with the broad supervision of Mr. Jason Pokorny, the program manager of Highland’s volunteer services. Working in the MCHD reflects my interest in becoming a women’s health nurse and has solidified my commitment to working with vulnerable populations, specifically low-income women. 
Method

As a volunteer at the MCHD, I am responsible for assisting the nursing staff and department clerk with any task that they delegate to me. Some regular tasks include transporting mothers and babies from room to room, bringing the mothers food and water, changing triage beds, changing nursery cribs, and stocking supply cabinets. I frequently take blood and urine to the lab, run errands to pick up supplies, and prepare gift bags for discharged mothers. I am also responsible for assisting the lactation consultant with the Spanish speaking mothers. In this capacity, I translate for the consultant, help nursing mothers position their babies for feeding, change diapers, and offer encouragement to mothers who may be experiencing difficulty breastfeeding. 

 Literature Review & Analysis

Literature Review


Literature points to healthcare disparities in relation to socioeconomic status and how maternal healthcare is affected. For example, in a 2007 article by Paul et al., researchers look at perinatal disparities for black mothers and their newborns. The study concluded that more white women had health insurance while black women were more likely to have Medicaid or no insurance. Consequently, black women receive less prenatal care and are more likely than white women to deliver low birth weight babies (Paul et al., 2007). Another study asserts that the U.S. spends more money per capita on maternal health than any other country, yet has a significantly high maternal death rate due to health disparities (Gaskin, 2008). Gaskin states that there is little correlation between birthing technology in this country and maternal death rates (2008). 

Early prenatal care is an indicator for positive maternal-child health outcomes (Wheatley, Kelley, Peacock & Delgado, 2008). Many maternal-child healthcare providers offer prenatal services beyond general gynecological services, such as classes on the birth process, nutrition education, and depression screening. These services, including related referrals, are becoming routine in low-income communities (Wheatley et al., 2008). However, providers must assure that prenatal services are available, accessible and culturally sensitive. When offering these services, providers must also consider complex societal and individual factors that are determinants to prenatal care. Such factors may include substance abuse, psychological stress, and socioeconomic status (Alexander & Kotelchuck, 2001). 
Analysis

I have observed that a majority of the maternity patients at Highland hospital are low-income women of color. In concurrence with Paul et al. (2007), many women who come into the MCHD have not had regular prenatal care. While helping patients complete administrative forms, I have discovered that most receive Medi-Cal or have no insurance. Since few patients are white women, I have gathered data from the Alameda County Public Health Department (ACPHD) that states 48.4% of black women in Oakland used Medi-Cal to pay for their labor and deliver, compared with 12.1% of white women (Brown, 2007). Furthermore, in agreement with Paul et al. (2007), the ACPHD found that 12.6% of black women had low-weight babies compared with 6.5% of white women (Brown, 2007). Since I have been at Highland, I have not experienced or heard of a maternal death at the hospital, making it untimely to comment on mortality rates as found by Gaskin (2008). 
In accordance with Wheatley et al. (2008), the MCHD does provide services to women, beyond gynecological care. They provide free weekly birthing courses, assistance from the lactation consultant, depression screening and referral, and an on-site social worker. Alexander & Kotelchuck (2001) recommend that services be available, accessible, and culturally sensitive. I would agree that the MCHD is available and accessible since Medi-Cal is accepted, and they offer a 50% payment reduction program for those without Medi-Cal. However, I have observed their cultural sensitivity is lacking. Many patients only speak Spanish, yet very few nurses speak the language, and educational hand-outs in Spanish are limited. I have learned from the social worker that many of our patients are drug users and have mental health issues, therefore, I agree with Alexander & Kotelchuk (2001) that multiple factors must be considered when caring for perinatal women. 
Conclusion
Providing quality perinatal services to women, regardless of socioeconomic status is essential in reducing the risk to women and babies, and in minimizing healthcare disparities. Maternal-child health providers must act as advocates for patents while considering the broad array of structural, psychological and socioeconomic factors that contribute to health outcomes. My internship has strengthened my commitment to women’s health and I have learned that while perinatal services are becoming more available to low-income women, much is lacking in the provision of health services in our multicultural communities.
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