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Date: Jan 21, 2021

To: "Tiffany Green" 

From: "The Green Journal" em@greenjournal.org

Subject: Your Submission ONG-20-3343

RE: Manuscript Number ONG-20-3343

Changing organizations, not just individuals: rethinking bias to achieve maternal health equity

Dear Dr. Green:

Your manuscript has been reviewed by the Editorial Board and by special expert referees. Although it is judged not 
acceptable for publication in Obstetrics & Gynecology in its present form, we would be willing to give further consideration 
to a revised version.

If you wish to consider revising your manuscript, you will first need to study carefully the enclosed reports submitted by 
the referees and editors. Each point raised requires a response, by either revising your manuscript or making a clear and 
convincing argument as to why no revision is needed. To facilitate our review, we prefer that the cover letter include the 
comments made by the reviewers and the editor followed by your response. The revised manuscript should indicate the 
position of all changes made. We suggest that you use the "track changes" feature in your word processing software to do 
so (rather than strikethrough or underline formatting).

Your paper will be maintained in active status for 21 days from the date of this letter. If we have not heard from you by 
Feb 11, 2021, we will assume you wish to withdraw the manuscript from further consideration.

REVIEWER COMMENTS:

Reviewer #1: 

Dear Author, 

This is a timely and thorough commentary on a very important topic in medicine and education. I appreciate that you have 
taken the time to include such a comprehensive dive into the literature surrounding systemic racism and implicit bias in 
health education and healthcare provision. Overall I found this piece moving and effective in pointing a way forward. While 
there is much written on the need for something there are few articles with concrete suggestions on how we can actively 
move forward in eliminating race-related health disparities. The strength of this piece lies in the determination of areas in 
urgent need of improvement and the provision of concrete recommendations for improvement with scientific backing. 

I have no major recommendations for editing but there were some areas that I felt could be strengthened with minor 
changes which I have listed here: 

1. In the introduction, lines 70-75, the connection between patient-provider communication and treatment choices was 
vague. I suggest strengthening the implication, for example: "…Black women are more likely than white women to undergo 
procedures such as labor induction, episiotomy and C-section, suggesting these disparities in patient-provider 
communication alter treatment and may partially explain why non-Hispanic Black women are twice as likely…."

2. Lines 80-83 seem to suggest that the assumption that implicit bias leads to racial disparities in maternal morbidity and 
mortality is an erroneous assumption. I believe that you are making the point that it is an incomplete assumption but not 
necessarily erroneous. I would suggest clarifying this and if the desired message is in fact that it is erroneous (not 
incomplete) that would benefit from specific examples of where this has been proven as this is such a pervasive 
component in recent attempts to address racial disparities (as you note). 

3. Similarly, lines 87-88, the statement that there is no evidence to justify its widespread implementation at present is a 
very strong statement and begs the question of whether current trainings have proven harmful (not just ineffective). While 
I find the statements in lines 80-88 very important and a key theme of the commentary, pointing out why implicit bias 
trainings are not sufficient and perhaps not helpful at all, I worry that the wording of this paragraph attacks implicit bias 
trainings and those that put them in place in such a way that the commentary might lose some of its value by ostracizing 
readers who were involved in the developments of some of these trainings. For example, changing the last line to 
"Unfortunately, there is limited evidence that existing forms of implicit bias training improve patient care and outcomes, 
and caution should be used before widespread implementation until further studies elucidate the effectiveness or 
ineffectiveness of these methods."
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4. Stereotyping in Medical Education and Practice (starting at line 137). I found this section to be very strong and 
especially in obstetrics and gynecology, the history of racial bias in medicine cannot be understated. The example of the 
VBAC tool is an incredibly salient point and examples like this should be brought to light more often to explain how 
pervasive racial bias is and how it can "hide in plain sight."

5. Lines 216-223. This is a great concrete example of how medical curricula needs to be gone over with a fine-toothed 
comb because again it shows that racism hides in plain sight, in black and white on lecture slides, proving that it is not just 
implicit bias that perpetuates racism in medicine. It would be great if there was data supporting long-term clinical effects 
of rewriting medical school lectures to remove race as a biological risk factor without context. Are you aware of any follow 
up studies being done by the group at Brown?

6. Lines 239-242 would be made stronger with a recommendation on how to ensure health systems with fewer resources 
can successfully implement the initiatives discussed. While I know this is a long-standing problem and very grounded in 
limited financial resources, which is not a problem that can be fixed overnight, the entire commentary is full of excellent 
concrete suggestions and this sentence seemed to be an outlier. Considering including some recommendations of what can 
be done if disparities are found after the roll-out of standardized quality improvement protocols in resource limited areas. 

7. Lines 252-256. Are there any recommendations or resources you can point your readers to for improving recruitment of 
Black women for clinical research studies, especially in the context of the atrocious acts Black women have endured at the 
hands of science in the past? As you know there is a long history of warranted mistrust of participation in research in the 
Black community and this can be a major barrier in assuring representation in current studies.  

This piece provides an excellent insight into the complexities of racial disparities in health care and their roots in medical 
education and the paucity of Black physicians. The discussion regarding the inadequacy of implicit bias training as the main 
method of combating racial disparities, and the backing of this argument by explaining how pervasive systemic racism is 
within medical education and racial makeup of the medical field is a message that needs to be stated. We must focus on 
proven effective interventions that reach deep into system foundations. Thank you for this piece. 

Reviewer #2: 

Comments to the author:

The authors present a timely current commentary on the existing evidence, or lack there of, for implicit bias training on 
improving maternal health disparities.  Additional objectives include looking at how explicit racial stereotyping embedded in 
our health care systems impacts key stake holders including patients and Black physicians.   Last the authors present 
concrete examples of how to address these explicit biases and improve outcomes for all stake holders.  

Abstract:  
Line 46  Is there a reference comparing implicit to explicit research bias in the literature or is this opinion?  If so give 
references.  

Introduction: 
Line 64-68  I have heard the general missed diagnosis in the press and reference list #1 but are there more specific details 
about symptoms and evaluation?  This may be a great teaching moment if the reader knows the specific details.  There is 
a big gap between recognizing symptoms of PE and demanding treatment.  What test were done or not done and why?  

Line 72  I found the reference for induction, CD and episiotomy from 2015 interesting in light of the ARRIVE trial.  We have 
found the opposite of disparities of care not offered nulliparous Black or Latino patients the option for IOL.  They are less 
likely to bring up during their visits and not routinely discussed.  This is an on going research project at our institution 
balancing autonomy, beneficence and justice.  

Line 81-83   I would recommend broadening the impact of implicit bias to include other at risk groups like LGBT etc.  
Although the focus may be on Black maternal disparities implicit bias and training is more inclusive of other marginalized 
groups. 

Background:
Excellent review and history of implicit bias training and outcomes.  Using PTB and LBW good examples linked by county to 
implicit association test.  

Stereotyping in Medical Education:
Line 161-172  The VBac calculator is a great example.  On a population level we want to have a high success ie > 60% to 
mitigate complications. I have multiple times completed the demographics and substituted race only and was surprised 
what a difference there was.  Perhaps giving an example will quantify your excellent point even more.  
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Solutions: 
Line 219-223  Expand on examples of what types of things were identified on slides using race as a biologic risk factor 
without context.  Studies collect this data in different ways like vaccine trials where it is critical to get a broad population 
representation vs. some of the other examples like PTB and LBW by race.  Give the reader inappropriate and appropriate 
examples.  

Line 242-244  Monitoring for intended and unintended consequences is a great point.  

Line 288-290  I am not sure what is meant by discrimination by inclusion.  The recommendation of making an explicit 
statement implies the opposite that discrimination by inclusion is not transparent.  Explain.

Line 292  Give more nuts and bolts on funding.

Reviewer #3: It was a pleasure to read this well-written manuscript, and I learned while reading it. The authors provide an 
in-depth discussion of the limitations of widespread and mandatory implicit bias training without also addressing the 
structuralized racism and stereotyping that remains steadfast and pervasive, obstructing a pipeline for black physicians 
and preventing real and sustained progress. The manuscript is thoughtful, articulate, and well organized. It is appropriately 
tailored for the audience of this journal. I have a few questions that the authors might address. 

1. Line 65 - Cesarean, not C-section

2. Line 86. Do the authors believe that widespread implementation of implicit bias training, while recognizing and 
highlighting structural and institutionalized racism that persists, might allow for greater acceptance or support for the 
major systemic changes needed to make progress? 

3. Can the authors propose a way to measure the short and long-term effects of physician implicit bias training that 
could better demonstrate efficacy [or lack thereof] in improving maternal and neonatal health outcomes?

4. Would the authors consider a sub-head for the paragraph beginning line 173, to allow the reader to follow the three 
objectives stated in the introduction? (line 173 begins to address the second objective).

5. Line 238-239. The authors might consider adding a line describing how the standardized sepsis protocols worsened 
disparities, to aid the reader in visualizing what exactly the implications are.

EDITOR COMMENTS:

1. The Editors of Obstetrics & Gynecology are seeking to increase transparency around its peer-review process, in line with 
efforts to do so in international biomedical peer review publishing. If your article is accepted, we will be posting this 
revision letter as supplemental digital content to the published article online. Additionally, unless you choose to opt out, we 
will also be including your point-by-point response to the revision letter. If you opt out of including your response, only the 
revision letter will be posted. Please reply to this letter with one of two responses:
A. OPT-IN: Yes, please publish my point-by-point response letter.  
B. OPT-OUT: No, please do not publish my point-by-point response letter.

2. Obstetrics & Gynecology uses an "electronic Copyright Transfer Agreement" (eCTA).  When you are ready to revise your 
manuscript, you will be prompted in Editorial Manager (EM) to click on "Revise Submission." Doing so will launch the 
resubmission process, and you will be walked through the various questions that comprise the eCTA. Each of your 
coauthors will receive an email from the system requesting that they review and electronically sign the eCTA.

Please check with your coauthors to confirm that the disclosures listed in their eCTA forms are correctly disclosed on the 
manuscript's title page.

3. Standard obstetric and gynecology data definitions have been developed through the reVITALize initiative, which was 
convened by the American College of Obstetricians and Gynecologists and the members of the Women's Health Registry 
Alliance. Obstetrics & Gynecology has adopted the use of the reVITALize definitions. Please access the obstetric data 
definitions at https://www.acog.org/practice-management/health-it-and-clinical-informatics/revitalize-obstetrics-data-
definitions and the gynecology data definitions at https://www.acog.org/practice-management/health-it-and-clinical-
informatics/revitalize-gynecology-data-definitions. If use of the reVITALize definitions is problematic, please discuss this in 
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your point-by-point response to this letter.

4. Because of space limitations, it is important that your revised manuscript adhere to the following length restrictions by 
manuscript type: Current Commentary articles should not exceed 12 typed, double-spaced pages (3,000 words). Stated 
page limits include all numbered pages in a manuscript (i.e., title page, précis, abstract, text, references, tables, boxes, 
figure legends, and print appendixes) but exclude references.

5. Titles in Obstetrics & Gynecology are limited to 100 characters (including spaces). Do not structure the title as a 
declarative statement or a question. Introductory phrases such as "A study of..." or "Comprehensive investigations into..." 
or "A discussion of..." should be avoided in titles. Abbreviations, jargon, trade names, formulas, and obsolete terminology 
also should not be used in the title. Titles should include "A Randomized Controlled Trial," "A Meta-Analysis," or "A 
Systematic Review," as appropriate, in a subtitle. Otherwise, do not specify the type of manuscript in the title.

6. Specific rules govern the use of acknowledgments in the journal. Please note the following guidelines: 

* All financial support of the study must be acknowledged. 
* Any and all manuscript preparation assistance, including but not limited to topic development, data collection, analysis, 
writing, or editorial assistance, must be disclosed in the acknowledgments. Such acknowledgments must identify the 
entities that provided and paid for this assistance, whether directly or indirectly.
* All persons who contributed to the work reported in the manuscript, but not sufficiently to be authors, must be 
acknowledged. Written permission must be obtained from all individuals named in the acknowledgments, as readers may 
infer their endorsement of the data and conclusions. Please note that your response in the journal's electronic author form 
verifies that permission has been obtained from all named persons. 
* If all or part of the paper was presented at the Annual Clinical and Scientific Meeting of the American College of 
Obstetricians and Gynecologists or at any other organizational meeting, that presentation should be noted (include the 
exact dates and location of the meeting).

7. Provide a précis on the second page, for use in the Table of Contents. The précis is a single sentence of no more than 25 
words that states the conclusion(s) of the report (ie, the bottom line). The précis should be similar to the abstract's 
conclusion. Do not use commercial names, abbreviations, or acronyms in the précis. Please avoid phrases like "This paper 
presents" or "This case presents."

8. The most common deficiency in revised manuscripts involves the abstract. Be sure there are no inconsistencies between 
the Abstract and the manuscript, and that the Abstract has a clear conclusion statement based on the results found in the 
paper. Make sure that the abstract does not contain information that does not appear in the body text. If you submit a 
revision, please check the abstract carefully. 

In addition, the abstract length should follow journal guidelines. The word limit for Current Commentary articles is 250 
words. Please provide a word count. 

9. Only standard abbreviations and acronyms are allowed. A selected list is available online at http://edmgr.ovid.com
/ong/accounts/abbreviations.pdf. Abbreviations and acronyms cannot be used in the title or précis. Abbreviations and 
acronyms must be spelled out the first time they are used in the abstract and again in the body of the manuscript. 

10. The journal does not use the virgule symbol (/) in sentences with words. Please rephrase your text to avoid using 
"and/or," or similar constructions throughout the text. You may retain this symbol if you are using it to express data or a 
measurement.

11. ACOG is moving toward discontinuing the use of "provider." Please replace "provider" throughout your paper with 
either a specific term that defines the group to which are referring (for example, "physicians," "nurses," etc.), or use 
"health care professional" if a specific term is not applicable.

12. Please review examples of our current reference style at http://ong.editorialmanager.com (click on the Home button in 
the Menu bar and then "Reference Formatting Instructions" document under "Files and Resources). Include the digital 
object identifier (DOI) with any journal article references and an accessed date with website references. Unpublished data, 
in-press items, personal communications, letters to the editor, theses, package inserts, submissions, meeting 
presentations, and abstracts may be included in the text but not in the reference list. 

In addition, the American College of Obsttricians and Gynecologists' (ACOG) documents are frequently updated. These 
documents may be withdrawn and replaced with newer, revised versions. If you cite ACOG documents in your manuscript, 
be sure the reference you are citing is still current and available. If the reference you are citing has been updated (ie, 
replaced by a newer version), please ensure that the new version supports whatever statement you are making in your 
manuscript and then update your reference list accordingly (exceptions could include manuscripts that address items of 
historical interest). If the reference you are citing has been withdrawn with no clear replacement, please contact the 
editorial office for assistance (obgyn@greenjournal.org). In most cases, if an ACOG document has been withdrawn, it 
should not be referenced in your manuscript (exceptions could include manuscripts that address items of historical 
interest). All ACOG documents (eg, Committee Opinions and Practice Bulletins) may be found at the Clinical Guidance page 
at https://www.acog.org/clinical (click on "Clinical Guidance" at the top).
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13. Authors whose manuscripts have been accepted for publication have the option to pay an article processing charge and 
publish open access. With this choice, articles are made freely available online immediately upon publication. An 
information sheet is available at http://links.lww.com/LWW-ES/A48. The cost for publishing an article as open access can 
be found at https://wkauthorservices.editage.com/open-access/hybrid.html. 

Please note that if your article is accepted, you will receive an email from the editorial office asking you to choose a 
publication route (traditional or open access). Please keep an eye out for that future email and be sure to respond to it 
promptly.

***

If you choose to revise your manuscript, please submit your revision through Editorial Manager at 
http://ong.editorialmanager.com. Your manuscript should be uploaded in a word processing format such as Microsoft Word. 
Your revision's cover letter should include the following:
     * A confirmation that you have read the Instructions for Authors (http://edmgr.ovid.com/ong/accounts/authors.pdf), 
and
     * A point-by-point response to each of the received comments in this letter. Do not omit your responses to the Editorial 
Office or Editors' comments.

If you submit a revision, we will assume that it has been developed in consultation with your co-authors and that each 
author has given approval to the final form of the revision.

Again, your paper will be maintained in active status for 21 days from the date of this letter. If we have not heard from you 
by Feb 11, 2021, we will assume you wish to withdraw the manuscript from further consideration.

Sincerely,

Dwight J. Rouse, MD, MSPH
Editor-in-Chief

2019 IMPACT FACTOR: 5.524
2019 IMPACT FACTOR RANKING: 6th out of 82 ob/gyn journals

__________________________________________________
In compliance with data protection regulations, you may request that we remove your personal registration details at any 
time.  (Use the following URL: https://www.editorialmanager.com/ong/login.asp?a=r). Please contact the publication office 
if you have any questions.
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To Dr. Rouse and Reviewers: 
 
We are grateful for the opportunity to resubmit our revised paper, “Changing organizations, not 
just individuals: rethinking bias to achieve maternal health equity?”, for consideration for 
Obstetrics & Gynecology. We have responded to each comment in detail and attempted to 
implement the suggested changes and believe that your positive and constructive feedback has 
helped to significantly improve the article. Please see our detailed individual responses to each of 
your comments below. We have made all revisions to the main document using track changes 
and include information on the location of each change (i.e., line number) in our responses for 
ease of review.  
 
 
REVIEWER COMMENTS: 
 
Reviewer #1: 
 
Dear Author, 
 
This is a timely and thorough commentary on a very important topic in medicine and education. I 
appreciate that you have taken the time to include such a comprehensive dive into the literature 
surrounding systemic racism and implicit bias in health education and healthcare provision. 
Overall I found this piece moving and effective in pointing a way forward. While there is much 
written on the need for something there are few articles with concrete suggestions on how we can 
actively move forward in eliminating race-related health disparities. The strength of this piece 
lies in the determination of areas in urgent need of improvement and the provision of concrete 
recommendations for improvement with scientific backing. 
 
We appreciate your positive comments about the relevance and exposition of this topic. As 
you note, our goal is to provide concrete, feasible suggestions on making systemic changes. 
 
I have no major recommendations for editing but there were some areas that I felt could be 
strengthened with minor changes which I have listed here: 
 
1. In the introduction, lines 70-75, the connection between patient-provider communication and 
treatment choices was vague. I suggest strengthening the implication, for example: "…Black 
women are more likely than white women to undergo procedures such as labor induction, 
episiotomy and C-section, suggesting these disparities in patient-provider communication alter 
treatment and may partially explain why non-Hispanic Black women are twice as likely…." 
 
Thank you for this feedback and the opportunity to clarify this point. Both disparities in 
patient-provider communication and disparities in treatment (which could be attributable 
to communication issues and/or independent from communication) are likely factors 
contributing to racial disparities in maternal health outcomes. We have updated the 
relevant sentence (beginning with line 75): 
 



“Disparities in patient-provider doctor communication and treatment may partially 
explain why non-Hispanic Black women are twice as likely as non-Hispanic whites to 
experience severe maternal morbidity and have a threefold higher risk of pregnancy-
related death.” 
 
 
2. Lines 80-83 seem to suggest that the assumption that implicit bias leads to racial disparities in 
maternal morbidity and mortality is an erroneous assumption. I believe that you are making the 
point that it is an incomplete assumption but not necessarily erroneous. I would suggest 
clarifying this and if the desired message is in fact that it is erroneous (not incomplete) that 
would benefit from specific examples of where this has been proven as this is such a pervasive 
component in recent attempts to address racial disparities (as you note). 
 
Thank you for the opportunity to clarify this crucial point. You are correct that our aim 
was to point out that the assumption that implicit bias leads to racial disparities in 
maternal morbidity and mortality is incomplete (rather than erroneous). The revised text 
(lines 85-90) reads as follows: 
 
“It is widely assumed that implicit bias is an important influence on how healthcare 
professionals communicate with and treat Black women (e.g., Williams’ healthcare team 
dismissing her initial concerns), and leads to subsequent disparities in maternal morbidity 
and mortality. However, this is an incomplete assumption based on the current state of 
knowledge. Further, despite increasing calls for implicit bias training to decrease Black-
white disparities in maternal health there is limited evidence that existing forms of training 
improve patient care or outcomes.” 
 
3. Similarly, lines 87-88, the statement that there is no evidence to justify its widespread 
implementation at present is a very strong statement and begs the question of whether current 
trainings have proven harmful (not just ineffective). While I find the statements in lines 80-88 
very important and a key theme of the commentary, pointing out why implicit bias trainings are 
not sufficient and perhaps not helpful at all, I worry that the wording of this paragraph attacks 
implicit bias trainings and those that put them in place in such a way that the commentary might 
lose some of its value by ostracizing readers who were involved in the developments of some of 
these trainings. For example, changing the last line to "Unfortunately, there is limited evidence 
that existing forms of implicit bias training improve patient care and outcomes, and caution 
should be used before widespread implementation until further studies elucidate the effectiveness 
or ineffectiveness of these 
methods." 
 
Thank you for this feedback. It is very likely that many individuals involved in developing 
implicit bias trainings are well-intentioned and our goal is to be both rigorous and inclusive 
of people who are committed to change. We have changed the wording of the sentence to 
(starting with line 89): 
 



“Further, despite increasing calls for implicit bias training to decrease Black-white 
disparities in maternal health, there is limited evidence that existing forms of training 
improves patient care or outcomes.” 
 
In the conclusion, we also note the potential role of implicit bias training in generating 
support for systemic change and the need to develop evidence-based training (lines 308-
312): 
 
“This is not to say that implicit bias training is without value. Evidence-based implicit bias 
training could play a critical role in improving the quality of doctor-patient communication 
and promote greater support for major systemic changes in medicine. Yet, as researchers 
continue to develop effective implicit bias trainings…” 
 
4. Stereotyping in Medical Education and Practice (starting at line 137). I found this section to be 
very strong and especially in obstetrics and gynecology, the history of racial bias in medicine 
cannot be understated. The example of the VBAC tool is an incredibly salient point and 
examples like this should be brought to light more often to explain how pervasive racial bias is 
and how it can "hide in plain sight." 
 
Thank you for this comment. We hope that this commentary will spur further investigation 
of how racial bias in obstetrics can impact diagnoses and treatment.  
 
5. Lines 216-223. This is a great concrete example of how medical curricula needs to be gone 
over with a fine-toothed comb because again it shows that racism hides in plain sight, in black 
and white on lecture slides, proving that it is not just implicit bias that perpetuates racism in 
medicine. It would be great if there was data supporting long-term clinical effects of rewriting 
medical school lectures to remove race as a biological risk factor without context. Are you aware 
of any follow up studies being done by the group at Brown? 
 
Thank you for this feedback. Our review of the existing literature, conversations with 
colleagues and own experiences suggest that efforts to reform medical school curriculum 
are becoming more common. However, to our knowledge, the reforms at Brown and 
similar interventions at other institutions (e.g., Allen et. al, 2020; Krishnan et al., 2019) are 
in the pilot stages and have yet to be linked to long-term outcomes. We strongly support 
rigorous evaluation of these changes in medical school curricula on short-, medium- and 
long-term patient-level outcomes.  
 
We added the following to the manuscript based on your comment (lines 226-229):  
 
“Collecting data to evaluate the impact of these and similar curricular changes on patient 
outcomes will be of paramount importance in the coming decade.” 
 
References: 
 
Allen, C., Sawning, S., Ziegler, C., & Brueckner-Collins, J. (2020). Integrating cultural 
awareness into medical gross anatomy instruction. Medical Science Educator, 1-8. 



 
 Krishnan, A., Rabinowitz, M., Ziminsky, A., Scott, S. M., & Chretien, K. C. (2019). 
Addressing race, culture, and structural inequality in medical education: A guide for 
revising teaching cases. Academic Medicine, 94(4), 550-555. 
 
6. Lines 239-242 would be made stronger with a recommendation on how to ensure health 
systems with fewer resources can successfully implement the initiatives discussed. While I know 
this is a long-standing problem and very grounded in limited financial resources, which is not a 
problem that can be fixed overnight, the entire commentary is full of excellent concrete 
suggestions and this sentence seemed to be an outlier. Considering including some 
recommendations of what can be done if disparities are found after the roll-out of standardized 
quality improvement protocols in resource limited areas. 
 
Thank you for this feedback and we agree that it is critical to consider the needs of 
institutions with relatively fewer resources. Legislation that provides financial support for 
more resource-constrained institutions can be an important mechanism to do so. In 
response to your suggestion, we have added the following text (lines 248-251):  
 
“ACOG’s endorsement of the Black Maternal Health Momnibus Act of 2020 provides a 
concrete example of how medical professionals can direct funding to under-resourced 
healthcare systems that disproportionately serve Black women, and ensure that they have 
the resources to properly implement proposed interventions.” 
 
7. Lines 252-256. Are there any recommendations or resources you can point your readers to for 
improving recruitment of Black women for clinical research studies, especially in the context of 
the atrocious acts Black women have endured at the hands of science in the past? As you know 
there is a long history of warranted mistrust of participation in research in the Black community 
and this can be a major barrier in assuring representation in current studies.  
 
Thank you for this suggestion. It is very true that Black women’s mistrust of research 
studies is linked to a long history (and present) of abuses and other poor treatment. As 
many are discovering with COVID-19, earning Black women’s trust (as well as trust from 
other historically excluded groups) is a long process that will take time, effort and 
substantial resources to achieve.  
 
We have added the following text to provider readers with a starting point (line 260-263): 
 
“The Research Working Group of the Black Mamas Matter Alliance recently created an 
essential rubric to guide equitable, community-engaged maternal research where Black 
women are well-represented among research teams and study participants.” 
 
 
This piece provides an excellent insight into the complexities of racial disparities in health care 
and their roots in medical education and the paucity of Black physicians. The discussion 
regarding the inadequacy of implicit bias training as the main method of combating racial 
disparities, and the backing of this argument by explaining how pervasive systemic racism is 



within medical education and racial makeup of the medical field is a message that needs to be 
stated. We must focus on proven effective interventions that reach deep into system foundations. 
Thank you for this piece. 
 
Thank you for your constructive feedback. We agree that it is critical to invest our limited 
resources on evidence-based interventions that address systemic racism. 
 
 
Reviewer #2: 
 
Comments to the author: 
 
The authors present a timely current commentary on the existing evidence, or lack there of, for 
implicit bias training on improving maternal health disparities.  Additional objectives include 
looking at how explicit racial stereotyping embedded in our health care systems impacts key 
stake holders including patients and Black physicians.   Last the authors present concrete 
examples of how to address these explicit biases and improve outcomes for all stake holders.  
 
Abstract:  
Line 46  Is there a reference comparing implicit to explicit research bias in the literature or is this 
opinion?  If so give references.  
 
Thank you for this feedback. Unfortunately, Obstetrics & Gynecology does not allow 
citations in the abstract, but we do have references throughout the paper in support of the 
concepts presented in the abstract. 
 
Introduction: 
Line 64-68  I have heard the general missed diagnosis in the press and reference list #1 but are 
there more specific details about symptoms and evaluation?  This may be a great teaching 
moment if the reader knows the specific details.  There is a big gap between recognizing 
symptoms of PE and demanding treatment.  What test were done or not done and why?  
 
Thank you for making this suggestion. We have added information to the text as follows 
(lines 64-70): 
 
“In 2018, world class athlete Serena Williams revealed to the world her life-threatening 
experience after delivering her daughter via emergency Cesarean section (C-section). She 
correctly recognized symptoms of a pulmonary embolism and requested a CT scan and 
treatment with intravenous heparin.  Her medical team insisted she was confused from 
pain medication and ordered lower extremity venous doppler ultrasonography instead. 
This delay in appropriate diagnosis and treatment marked the beginning of a cascade of 
serious and potentially life-threatening medical procedures.” 
 
Line 72  I found the reference for induction, CD and episiotomy from 2015 interesting in light of 
the ARRIVE trial.  We have found the opposite of disparities of care not offered nulliparous 
Black or Latino patients the option for IOL. They are less likely to bring up during their visits 



and not routinely discussed.  This is an on going research project at our institution balancing 
autonomy, beneficence and justice.  
 
Thank you very much for this comment and for identifying our error. You are completely 
correct that Black women are less likely than white women to undergo IOL in the 2015 
study as well (which was based on patient-level data between 2008 – 2011). We have revised 
that sentence to read as follows (lines 72-75):   
 
“Even controlling for clinical characteristics such as parity and fetal presentation at 
delivery, Black women are less likely than white women to undergo induction of labor or 
receive regular vaginal examinations during labor, and more likely to undergo C-section 
under general anesthesia.” 
 
Line 81-83   I would recommend broadening the impact of implicit bias to include other at-risk 
groups like LGBT etc.  Although the focus may be on Black maternal disparities implicit bias 
and training is more inclusive of other marginalized groups. 
 
We agree with your point that implicit and explicit biases extend to other marginalized 
groups, including those that are LGBT, disabled, and more. Further, Black women can of 
course also simultaneously belong to each of these groups. We have changed the text to 
read as follows (lines 80-82): 
 
Implicit bias refers to negative attitudes towards and beliefs about a group (e.g., 
racial/ethnic, disability, sexual orientation) and its members that are spontaneously and 
automatically activated. 
 
Background: 
Excellent review and history of implicit bias training and outcomes.  Using PTB and LBW good 
examples linked by county to implicit association test.  
 
Thank you for this feedback. We too, find the evidence linking county-level bias to health 
outcomes to be important and compelling and thought it was crucial to share with readers.   
 
Stereotyping in Medical Education: 
Line 161-172  The VBac calculator is a great example.  On a population level we want to have a 
high success ie > 60% to mitigate complications. I have multiple times completed the 
demographics and substituted race only and was surprised what a difference there was.  Perhaps 
giving an example will quantify your excellent point even more.  
 
Thank you for this suggestion and we agree that an example could make this more concrete 
for readers. We have added the following sentence to further underscore our point (lines 
166-169):  
 
“Take, for example, a 30 year-old G2P1 who is 5’6” tall and weighs 200 pounds with a 
prior C-section for breech presentation. According to the calculator, her predicted chance 
of VBAC is 66.1% if she is white but only 49.9% if she is Black. “ 



 
Reference (for VBAC Calculator) 
https://mfmunetwork.bsc.gwu.edu/PublicBSC/MFMU/VGBirthCalc/vagbirth.html 
Solutions: 
Line 219-223  Expand on examples of what types of things were identified on slides using race 
as a biologic risk factor without context.  Studies collect this data in different ways like vaccine 
trials where it is critical to get a broad population representation vs. some of the other examples 
like PTB and LBW by race.  Give the reader inappropriate and appropriate examples.  
 
Thank you for this comment. In the study that we cite (Tsai et al, 2016), researchers 
quantified the extent to which lecture slides reinforced the idea that race is a biological 
concept or presented race without context (vs a social construct). Inappropriate examples 
of teaching about race included slides that: 1) taught race correction when calculating 
glomerular filtration rates (eGFR) and 2) Conflated the terms ‘African’ and ‘Black’ when 
teaching about hemolytic anemia (i.e., conflating ancestry and culture/phenotype). While 
the authors did not include specific examples of slides that taught race appropriately, they 
discussed changes to the curriculum that included information on how hypertension 
guidelines have been racialized (for example). 
 
We agree that it would be useful to have more examples of inappropriate and appropriate 
context, but we are unfortunately constrained by the journal’s word limits.  We did add the 
following example (lines 219-222): 
 
“Specifically, there must be a shift from talking about race as a biological risk factor (for 
example, teaching that patients with Black skin rather than African ancestry have an 
increased risk of sickle cell trait) to teaching about the ways in which historical and 
contemporary racism impact Black patients’ health.” 
 
 Line 242-244  Monitoring for intended and unintended consequences is a great point.  
 
Thank you for this feedback. We think that it is important to carefully consider how well-
intended policies and interventions can exacerbate the very problems they are trying to 
solve.   
 
Line 288-290  I am not sure what is meant by discrimination by inclusion.  The recommendation 
of making an explicit statement implies the opposite that discrimination by inclusion is not 
transparent.  Explain. 
 
Thank you for the opportunity to clarify this important point. Much of the focus when it 
comes to employment discrimination is the recruitment of Black employees (and those from 
other historically excluded groups). However, discrimination by inclusion refers to a set of 
institutional discriminatory practices that occur to employees after they are hired and 
prevent them from advancing professionally in an organization (Carbado, Fisk and Gulati, 
2008). For example, as we note in the article, obstetrics is one of the only medical 
subspecialties where Black women’s representation is on par with their representation in 
the general population. However, there is a dearth of Black women in leadership (e.g., 



chairs of departments of obstetrics and gynecology). Thus, it is important to ensure that 
institutions hire Black faculty/clinicians but also create an environment where they do not 
experience barriers to promotion. In order to make this clearer, we have included an 
additional reference to provide the reader with more details and updated the text to read as 
follows (line 302): 
 
Similarly, institutions must both make explicit commitments to recruiting Black faculty 
and avoid “discrimination by inclusion” by removing structural barriers to promotion and 
retention.  
 
Reference 
 
Carbado, D., Fisk, C., & Gulati, M. (2008). After inclusion. Annual Review of Law and 
Social Science, 4, 83-102. 
 
 
Line 292  Give more nuts and bolts on funding. 
 
Thank you for this feedback. Unfortunately, editorial space limitations preclude us from 
going into detail about relevant funding processes in the main text. However, we list here 
some of the relevant details included in the cited article (Deas et al., 2012). A key point is 
that the College of Medicine (COM) at the Medical University of South Carolina budgeted 
annual funding for diversity programming and staff (e.g., manager for diversity initiatives 
and senior associate diversity dean). This enabled the development of programs for the 
recruitment and retention of individuals from historically excluded groups.  
 
Reviewer #3: It was a pleasure to read this well-written manuscript, and I learned while reading 
it. The authors provide an in-depth discussion of the limitations of widespread and mandatory 
implicit bias training without also addressing the structuralized racism and stereotyping that 
remains steadfast and pervasive, obstructing a pipeline for black physicians and preventing real 
and sustained progress. The manuscript is thoughtful, articulate, and well organized. It is 
appropriately tailored for the audience of this journal. I have a few questions that the authors 
might address. 
 
We appreciate your positive feedback and share your hope that we have provided some 
ways to facilitate real progress towards equity in medicine in general and obstetrics and 
gynecology specifically.  
 
1.      Line 65 - Cesarean, not C-section 
 
Thank you for this comment. We have changed the terminology to read ‘Cesarean’ before 
using the term ‘C-section’ in the document (line 65). 
 
2.      Line 86. Do the authors believe that widespread implementation of implicit bias training, 
while recognizing and highlighting structural and institutionalized racism that persists, might 
allow for greater acceptance or support for the major systemic changes needed to make progress? 



 
This is an excellent point. An argument that the successful implementation of implicit bias 
training might foster greater acceptance and support for the major systemic changes is 
consistent with the literature of aversive racism. We added the following sentence in the 
conclusion (p. 14). 
 
“This is not to say that implicit bias training is without value. Evidence-based implicit bias 
training could play a critical role in improving the quality of doctor-patient communication 
and promote greater support for major systemic changes in medicine.” 
 
3.      Can the authors propose a way to measure the short and long-term effects of physician 
implicit bias training that could better demonstrate efficacy [or lack thereof] in improving 
maternal and neonatal health outcomes? 
 
 
Thank you for this great question, as it is one that we have spent a lot of time considering. 
Under ideal circumstances, we would first identify disparities in treatment behaviors that 
are directly linked to racial/ethnic disparities in maternal or neonatal health outcomes and 
could have a plausible link to implicit bias (i.e., stereotyping) and rigorously test the causal 
impacts of these interventions on relevant outcomes. 
 
We will use racial disparities in pain treatment as an illustrative example. As we note in the 
article, researchers have documented racial/ethnic disparities in pain treatment in labor 
and during the postpartum period. After developing a theoretically grounded intervention 
adapted for perinatal healthcare context (e.g., considerations of historical and 
contemporary stereotyping about pain), we would randomize the intervention in various 
healthcare settings, assessing the short-, medium- and long-term effects on treatment 
behavior and maternal reports related to pain management.   
 
It’s important to recognize that it is unlikely that any one intervention would be equally 
effective for all maternal and child health outcomes. For example, the actual content of the 
interventions developed to address implicit bias in maternal pain-related treatment would 
not necessarily be as effective when it comes to disparate treatment in the NICU because 
stereotypes are context-specific. However, we believe that the process underlying the link 
between implicit stereotyping and treatment behaviors is the same across different diseases. 
Thus, once an effective intervention is identified, they can be simply refined and tailored 
for a specific medical context.  
 
We could similarly test the effectiveness of implicit prejudice training by randomizing it 
across different healthcare settings and evaluating its impacts on short- and long-term 
reductions in negative attitudes toward Black women and improved communication 
quality. In turn, these could also result in greater patient satisfaction and trust among 
Black women, and could in time (indirectly) lead to better health outcomes.   
 
 



4.      Would the authors consider a sub-head for the paragraph beginning line 173, to allow the 
reader to follow the three objectives stated in the introduction? (line 173 begins to address the 
second objective). 
 
Thank you for this suggestion, and we have added a new subheading to the text, which now 
reads (line 174): 
 
Marginalization of Black Physicians 
 
 
5.      Line 238-239. The authors might consider adding a line describing how the standardized 
sepsis protocols worsened disparities, to aid the reader in visualizing what exactly the 
implications are. 
 
Thank you for the opportunity to clarify this point. Evidence from the New York State 
Sepsis Initiative found that after the implementation of this policy, racial/ethnic disparities 
in completed treatment protocols for sepsis widened (Corl et al., 2019). The authors note 
that the reason for these emerging disparities was that hospitals that served higher 
percentages of Black patients exhibited smaller performance improvements relative to 
those with smaller percentages of Black patients. Therefore, we note in the text (lines 243-
246):  
 
“Further, when deployed across care settings, standardized quality improvement protocols 
can worsen disparities because the health systems where the most vulnerable patients 
receive care often also have the fewest resources to implement such initiatives.” 
 
 
 
EDITOR COMMENTS: 
 
1. The Editors of Obstetrics & Gynecology are seeking to increase transparency around its peer-
review process, in line with efforts to do so in international biomedical peer review publishing. If 
your article is accepted, we will be posting this revision letter as supplemental digital content to 
the published article online. Additionally, unless you choose to opt out, we will also be including 
your point-by-point response to the revision letter. If you opt out of including your response, 
only the revision letter will be posted. Please reply to this letter with one of two responses: 
A.      OPT-IN: Yes, please publish my point-by-point response letter.  
B.      OPT-OUT: No, please do not publish my point-by-point response letter. 
 
OPT-IN 
 
2. Obstetrics & Gynecology uses an "electronic Copyright Transfer Agreement" (eCTA).  When 
you are ready to revise your manuscript, you will be prompted in Editorial Manager (EM) to 
click on "Revise Submission." Doing so will launch the resubmission process, and you will be 
walked through the various questions that comprise the eCTA. Each of your coauthors will 
receive an email from the system requesting that they review and electronically sign the eCTA. 



 
Please check with your coauthors to confirm that the disclosures listed in their eCTA forms are 
correctly disclosed on the manuscript's title page. 
 
We have updated the manuscript page with all the funders originally disclosed in the eCTA 
forms (whether the support is direct or indirect) in order to err on the side of caution.    
 
3. Standard obstetric and gynecology data definitions have been developed through the 
reVITALize initiative, which was convened by the American College of Obstetricians and 
Gynecologists and the members of the Women's Health Registry Alliance. Obstetrics & 
Gynecology has adopted the use of the reVITALize definitions. Please access the obstetric data 
definitions at https://www.acog.org/practice-management/health-it-and-clinical-
informatics/revitalize-obstetrics-data-definitions and the gynecology data definitions at 
https://www.acog.org/practice-management/health-it-and-clinical-informatics/revitalize-
gynecology-data-definitions. If use of the reVITALize definitions is problematic, please discuss 
this in your point-by-point response to this letter. 
 
We have reviewed the definitions of standard obstetric and gynecology terms using this 
document. 
 
4. Because of space limitations, it is important that your revised manuscript adhere to the 
following length restrictions by manuscript type: Current Commentary articles should not exceed 
12 typed, double-spaced pages (3,000 words). Stated page limits include all numbered pages in a 
manuscript (i.e., title page, précis, abstract, text, references, tables, boxes, figure legends, and 
print appendixes) but exclude references. 
 
We have endeavored to remain within prescribed length limitations, given the input from 
reviewers. As we are currently at 3,067 words, we would be grateful for suggestions from 
the editorial team about how to adhere to these limitations while still maintaining the 
integrity of the article for the readers of Obstetrics & Gynecology.  
 
5. Titles in Obstetrics & Gynecology are limited to 100 characters (including spaces). Do not 
structure the title as a declarative statement or a question. Introductory phrases such as "A study 
of..." or "Comprehensive investigations into..." or "A discussion of..." should be avoided in titles. 
Abbreviations, jargon, trade names, formulas, and obsolete terminology also should not be used 
in the title. Titles should include "A Randomized Controlled Trial," "A Meta-Analysis," or "A 
Systematic Review," as appropriate, in a subtitle. Otherwise, do not specify the type of 
manuscript in the title. 
 
We have confirmed that our title falls within space limitations (95 characters, including 
spaces) and does not use the introductory phrases mentioned above, jargon, abbreviations 
or specify the type of manuscript.  
 
 
6. Specific rules govern the use of acknowledgments in the journal. Please note the following 
guidelines: 



 
* All financial support of the study must be acknowledged. 
* Any and all manuscript preparation assistance, including but not limited to topic development, 
data collection, analysis, writing, or editorial assistance, must be disclosed in the 
acknowledgments. Such acknowledgments must identify the entities that provided and paid for 
this assistance, whether directly or indirectly. 
* All persons who contributed to the work reported in the manuscript, but not sufficiently to be 
authors, must be acknowledged. Written permission must be obtained from all individuals named 
in the acknowledgments, as readers may infer their endorsement of the data and conclusions. 
Please note that your response in the journal's electronic author form verifies that permission has 
been obtained from all named persons. 
* If all or part of the paper was presented at the Annual Clinical and Scientific Meeting of the 
American College of Obstetricians and Gynecologists or at any other organizational meeting, 
that presentation should be noted (include the exact dates and location of the meeting). 
 
7. Provide a précis on the second page, for use in the Table of Contents. The précis is a single 
sentence of no more than 25 words that states the conclusion(s) of the report (i.e., the bottom 
line). The précis should be similar to the abstract's conclusion. Do not use commercial names, 
abbreviations, or acronyms in the précis. Please avoid phrases like "This paper presents" or "This 
case presents." 
 
We have changed the précis to read as follows (25 words total): 
 
In order to reduce and eliminate Black-white maternal health disparities, we must enact 
solutions that address systemic biases embedded in healthcare organizations and medical 
practice.  
 
 
8. The most common deficiency in revised manuscripts involves the abstract. Be sure there are 
no inconsistencies between the Abstract and the manuscript, and that the Abstract has a clear 
conclusion statement based on the results found in the paper. Make sure that the abstract does not 
contain information that does not appear in the body text. If you submit a revision, please check 
the abstract carefully. In addition, the abstract length should follow journal guidelines. The word 
limit for Current Commentary articles is 250 words. Please provide a word count. 
 
We have ensured that the abstract content aligns with the content in the main article and 
that it conforms to stated word limits (160 words total).  
 
9. Only standard abbreviations and acronyms are allowed. A selected list is available online at 
http://edmgr.ovid.com/ong/accounts/abbreviations.pdf. Abbreviations and acronyms cannot be 
used in the title or précis. Abbreviations and acronyms must be spelled out the first time they are 
used in the abstract and again in the body of the manuscript. 
 
We have confirmed that our précis, abstract and main article do not contain non-
sanctioned abbreviations or acronyms.  
 



 
10. The journal does not use the virgule symbol (/) in sentences with words. Please rephrase your 
text to avoid using "and/or," or similar constructions throughout the text. You may retain this 
symbol if you are using it to express data or a measurement. 
 
We have removed all instances using the virgule symbol in the text.  
 
11. ACOG is moving toward discontinuing the use of "provider." Please replace "provider" 
throughout your paper with either a specific term that defines the group to which are referring 
(for example, "physicians," "nurses," etc.), or use "health care professional" if a specific term is 
not applicable. 
 
We have changed all instances of ‘provider’ to either ‘clinician’ or ‘healthcare 
professional’ where appropriate.  
 
12. Please review examples of our current reference style at http://ong.editorialmanager.com 
(click on the Home button in the Menu bar and then "Reference Formatting Instructions" 
document under "Files and Resources). Include the digital object identifier (DOI) with any 
journal article references and an accessed date with website references. Unpublished data, in-
press items, personal communications, letters to the editor, theses, package inserts, submissions, 
meeting presentations, and abstracts may be included in the text but not in the reference list. 
 
We have included the DOI with all journal article references and accessed date with 
website references. Items without DOI references include: 
 
1. Haskell R. Serena Williams on Motherhood, Marriage, and Making Her Comeback. In. 

Vogue Magazine2018. No DOI (Vogue article) 
 
2. Williams S. What My Life-Threatening Experience Taught Me About Giving Birth. 
CNN, February. 2018;20. No DOI (CNN article) 
 
13. Martin N, Montagne R. Nothing protects Black women from dying in pregnancy and 
childbirth. ProPublica, New York. 2017. No DOI (Propublica article) 
 
14. California Dignity in Pregnancy and Childbirth Act, H.R. 464 (2019). 
 
15. H.R.6142 -Black Maternal Health Momnibus act of 2020. In:2020. 
 
No DOI (legal rules/regulations) 
 
18. Obstetricians ACo, Gynecologists. ACOG statement of policy on racial bias. In: 
American College of Obstetricians and Gynecologists Washington, DC; 2017. 
 
No DOI 
 



30. Matthew DB. Toward a structural theory of implicit racial and ethnic bias in health 
care. Health Matrix. 2015;25:61. No DOI (Pubmed) 
 
35. Fiscella K. Race, genes and preterm delivery. Journal of the National Medical 
Association. 2005;97(11):1516. No DOI (Pubmed) 
 
40. Axelsen DE. Women as victims of medical experimentation: J. Marion Sims' surgery on 
slave women, 1845-1850. Sage. 1985;2(2):10. No DOI (Pubmed) 
 
46. Hagiwara N, Dovidio JF, Stone J, Penner LA. Applied racial/ethnic healthcare 
disparities research using implicit measures. Social Cognition. 2020;38(Supplement):s68-
s97. 
 
52. Harrison PA, Butts HF. White psychiatrist's racism in referral practices to black 
psychiatrists. Journal of the National Medical Association. 1970;62(4):278. No DOI 
(Pubmed) 
 
53. Wortis J. Psychiatric problems of minorities. Journal of the National Medical 
Association. 1952;44(5):364. No DOI (ncbi) 
 
64. US Census Bureau. 2019 American Community Survey 1-year estimate. 2020. 
 
No DOI (Census report) 
 
65. Association of American Medical Colleges. 2020 U.S. Medical School Faculty 
(interactive database). 2021. 
 
No DOI (Database) 
 
66. Association of American Medical Colleges. Diversity in Medicine: Facts and Figures 
2019 2020. 
 
No DOI (Report) 
 
74. Lee KB, Vaishnavi SN, Lau SK, Andriole DA, Jeffe DB. " Making the grade:" 
noncognitive predictors of medical students' clinical clerkship grades. Journal of the 
National Medical Association. 2007;99(10):1138. No DOI (Pubmed) 
 
80. Charles AC, Nkomo SM. The intersection of race and politics: A framework for 
racialized organizational politics perceptions. 2012. No DOI (APA Psycnet) 
 
81. Hoberman J. Black and blue: The origins and consequences of medical racism. Univ of 
California Press; 2012. No DOI (Jstor) 
 



88. Society for Maternal-Fetal Medicine. Vaginal Birth After Cesarean. 
https://mfmunetwork.bsc.gwu.edu/PublicBSC/MFMU/VGBirthCalc/vagbirth.html. 
Accessed February 1, 2021. 
 
No DOI (Webpage) 
 
93. About the Black Maternal Health Momnibus Act of 2020. 
 
No DOI  
 
98. Black Women Scholars and the Research Working Group of the Black Mamas Matter 
Alliance. Black Maternal Health Research Re-Envisioned: Best Practices for the Conduct 
of Research with, for, and by Black Mamas. Harvard Law and Policy Review. 2020;14:393-
415. No DOI (Harvard Law & Policy Review) 
 
100. Smith DB. The Golden Rules for Eliminating Disparities: Title VI, Medicare, and the 
Implementation of the Affordable Care Act. Health Matrix. 2015;25:33. No DOI (Pubmed) 
 
102. Hannah-Jones N. A prescription for more black doctors: how does tiny Xavier 
University in New Orleans manage to send more African-American students to medical 
school than any other College in the Country. In. New York: The New York Times 
Magazine2015. No DOI (NYT Magazine Article) 
 
105. Glazer G, Bankston K, Clark A, Ying J. Holistic admissions in the health professions: 
Findings from a national survey. Urban Universities for Health Report. 2014. No DOI 
(NCBI) 
 
106. Bodenhausen GV, Richeson JA. Prejudice, stereotyping, and discrimination. In: 
Advanced social psychology: 
 
 
In addition, the American College of Obstetricians and Gynecologists' (ACOG) documents are 
frequently updated. These documents may be withdrawn and replaced with newer, revised 
versions. If you cite ACOG documents in your manuscript, be sure the reference you are citing is 
still current and available. If the reference you are citing has been updated (ie, replaced by a 
newer version), please ensure that the new version supports whatever statement you are making 
in your manuscript and then update your reference list accordingly (exceptions could include 
manuscripts that address items of historical interest). If the reference you are citing has been 
withdrawn with no clear replacement, please contact the editorial office for assistance 
(obgyn@greenjournal.org). In most cases, if an ACOG document has been withdrawn, it should 
not be referenced in your manuscript (exceptions could include manuscripts that address items of 
historical interest). All ACOG documents (eg, Committee 
Opinions and Practice Bulletins) may be found at the Clinical Guidance page at 
https://www.acog.org/clinical (click on "Clinical Guidance" at the top). 
 
We have used the most recent versions of all ACOG documents.  



 
13. Authors whose manuscripts have been accepted for publication have the option to pay an 
article processing charge and publish open access. With this choice, articles are made freely 
available online immediately upon publication. An information sheet is available at 
http://links.lww.com/LWW-ES/A48. The cost for publishing an article as open access can be 
found at https://wkauthorservices.editage.com/open-access/hybrid.html. 
 
Please note that if your article is accepted, you will receive an email from the editorial office 
asking you to choose a publication route (traditional or open access). Please keep an eye out for 
that future email and be sure to respond to it promptly. 
 
We will respond to any emails from the editorial office in a prompt manner. Thank you for 
the opportunity to resubmit this paper for consideration in Obstetrics & Gynecology. 
 
 
*** 
 
If you choose to revise your manuscript, please submit your revision through Editorial Manager 
at http://ong.editorialmanager.com. Your manuscript should be uploaded in a word processing 
format such as Microsoft Word. Your revision's cover letter should include the following: 
     * A confirmation that you have read the Instructions for Authors 
(http://edmgr.ovid.com/ong/accounts/authors.pdf), and 
     * A point-by-point response to each of the received comments in this letter. Do not omit your 
responses to the Editorial Office or Editors' comments. 
 
If you submit a revision, we will assume that it has been developed in consultation with your co-
authors and that each author has given approval to the final form of the revision. 
 
Again, your paper will be maintained in active status for 21 days from the date of this letter. If 
we have not heard from you by Feb 11, 2021, we will assume you wish to withdraw the 
manuscript from further consideration. 
 
Sincerely, 
 
Dwight J. Rouse, MD, MSPH 
Editor-in-Chief 
 
2019 IMPACT FACTOR: 5.524 
2019 IMPACT FACTOR RANKING: 6th out of 82 ob/gyn journals 

https://wkauthorservices.editage.com/open-access/hybrid.html

	1_TransparentPeerReview_CoverPage1-rev
	2_revisionletter_20-3343
	3_responsetoreviewers_20-3343



