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Abstract: Black women in the United States (U.S.) disproportionately experience adverse pregnancy
outcomes, including maternal mortality, compared to women of other racial and ethnic groups.
Historical legacies of institutionalized racism and bias in medicine compound this problem. The
disproportionate impact of COVID-19 on communities of color may further worsen existing racial
disparities in maternal morbidity and mortality. This paper discusses structural and social determi-
nants of racial disparities with a focus on the Black maternal mortality crisis in the United States.
We explore how structural racism contributes to a greater risk of adverse obstetric outcomes among
Black women in the U.S. We also propose public health, healthcare systems, and community-engaged
approaches to decrease racial disparities in maternal morbidity and mortality.
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1. Introduction

The Centers for Disease Control and Prevention (CDC) reports that 50,000 women
in the United States (U.S.) suffer from pregnancy complications annually, but that Black
women are at least three times more likely to die due to a pregnancy-related cause when
compared to White women [1,2]. The estimated maternal mortality rate in 2019 was
20.1 and, in 2020, was 23.8 per 100,000 births which represents about 861 maternal deaths.
For Black women, that rate is about 55.3 per 100,000 live births, representing an estimated
1800 maternal deaths, the highest amongst any racial group; this is a number that has
continued to increase over the past few years [3,4]. While each mortality or morbidity
circumstance is different, the leading causal factors associated with maternal mortality and
morbidity in the U.S. include hypertensive disorders of pregnancy, thrombotic pulmonary
embolism, hemorrhage, infection, cardiovascular conditions, cardiomyopathy, and non-
cardiovascular medical conditions [5]. While predisposition to underlying health conditions
such as hypertension, cardiovascular disease, diabetes, and obesity plays a role in racial
disparities in pregnancy-related deaths and other adverse pregnancy outcomes, when these
medical conditions are not present, racial disparities persist.

More recent studies have shown that social factors such as historical exposure to racial
trauma, discrimination, and marginalization; systemic barriers such as systematic racism
and implicit bias within the healthcare system; the possibility of being uninsured; reduced
access to reproductive healthcare services; and socioeconomic factors also contribute to
pregnancy complications for Black women and have to be given consideration [2,5–8].
These social determinants of health show that poor maternal outcomes for Black individu-
als are caused by factors of racism that are embedded in healthcare and affect marginalized
groups of individuals disproportionately. Based on socioeconomic status, race, age, and
other identifying factors, the health disparities amongst individuals in communities that
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lack resources and education is exacerbated and continues to expand the gap in access to
equitable health [9]. The history of racism within healthcare must be understood to disman-
tle institutionalized racism in healthcare systems and to create policies that protect Black
women. Social and systemic changes are imperative to reduce Black maternal morbidity
and mortality. Therefore, the stark differences in reproductive health outcomes for Black
women necessitate an increased focus on the intersectional roles of racism, discrimination,
and other social determinants of health in influencing disease and mortality risk.

Within the 21st century, healthcare has seen drastic shifts, especially with the ongoing
COVID-19 pandemic. Research has shown that maternal mortality increased by 33% after
the start of the pandemic and that late maternal deaths increased by 41% [10]. Moreover, the
percentage of maternal deaths was even higher among Black and Hispanic women during
the early part of the pandemic period, with increases in underlying cause-of-death codes
for conditions such as other viral diseases (2374.7%), diseases of the respiratory system
(117.7%), and diseases of the circulatory system (72.1%) [10]. COVID-19 represents a major
social stressor for all at many levels but especially regarding maternal health [11]. While
pregnant women overall were not found to have a higher risk for COVID-19 infection,
women of color that were infected often experienced more adverse outcomes, as well
as faced disproportionately adverse socioeconomic consequences. Maternal health was
impacted due to the current COVID-19 pandemic both explicitly due to a life-threatening
infection and indirectly due to the necessary changes in healthcare for infection control
purposes. Isolation and quarantine as age-old infectious disease prevention protocols were
instituted and strictly enforced. Some examples of healthcare COVID-19 protocols and
hospital instituted labor and delivery changes consisted of less familial support available
in the delivery room, long wait times, provider shortages, and overall hesitancy to seek
prenatal care, which affected pregnant women’s mental health drastically, with studies
showing increases in depression and anxiety [12]. Overall, during the COVID-19 pandemic,
pregnant women experienced the stress of social changes in their jobs, families, and the
fear of how to keep themselves healthy and safe.

The purpose of this paper is to discuss structural and social determinants of Black
maternal mortality in the United States This perspective paper will also propose some
public health, health systems, and community-engaged approaches that reduce racial
disparities in maternal mortality and morbidity while striving to achieve equity in maternal
health outcomes among Black women in the United States.

Theoretical Framework

The effects of racism in our society erode Black people’s health in a multitude of
intersectional ways and dimensions. One of the theoretical frameworks that guide this
paper is the “Weathering” framework. This framework’s foundation was originally rooted
in maternal health, morbidity, and mortality and directly challenges the historical societal
narratives of teen pregnancy, fertility peaks, and birth timing for African American women.
In 1992, Dr. Arline Geronimus hypothesized correctly that the effects of racism in our
society cause “premature biological aging”, hence the “weathering” in African American
women, which has a direct effect on infant and maternal morbidity and mortality, and
overall birth outcomes [13]. This weathering creates an overall “general health vulnerabil-
ity” [14,15], which is a consequence of all levels of racism in the United States. Data reveal
that there are increasingly poor pregnancy and birth outcomes as young Black women
delayed fertility past their late teens, while this was not seen in White females. Since
Dr. Geronimus’ seminal article, multiple quantitative biological marker studies have
borne out the detrimental racial effects of a concept entitled, “allostatic load” or chronic
stress [14–16]. Wakeel (2021) and colleagues further expanded the weathering theoretical
framework by synthesizing the intersectionality of an older socioecological model (SEM)
and the social determinants of health (SDOH) considering COVID-19 [11]. A “stressful
life event” such as COVID-19 exacerbates all other social determinants of health [11]. Fur-
thermore, we propose a theoretical framework adapted from Roach’s Restoring Our Own
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Through Transformation (ROOTT) Theoretical Framework [17], which explores how struc-
tural and social determinants impact maternal and infant mortality in the United States
(Figure 1). In this conceptual framework (Figure 1), structural determinants of health are
characterized by factors such as slavery, structural racism, and institutional policies and
practices such as Jim Crow laws, the G.I. Bill (the Servicemen’s Readjustment Act of 1944),
redlining, mass incarceration, and the 13th Amendment. These structural determinants
of health shape social determinants of maternal and infant mortality, with this process
indicated by the connection of dashed lines. These social determinants of health include
food stability, education, income, built environment, neighborhood demographics, safety,
housing, access to care, and incarceration. Structural determinants of health and social
determinants interact in multiple and interrelated ways to influence increased maternal and
infant mortality in the United States and work to exacerbate disparities in health outcomes.
Furthermore, social determinants of health shape and are influenced by increased maternal
and infant mortality. It is also important to consider intersectionality as an analytical frame-
work that explores the unique experiences of Black women encountered at the intersections
of race, class, and gender [18].
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Figure 1. Application of Theoretical Framework on Structural and Social Determinants of Maternal
and Infant Mortality in the United States.

2. Social Determinants of Health

Social determinants of health are non-medical factors that affect health outcomes and
include biology, individual behavior, socioeconomic status, physical and social environ-
ment, support, racism, discrimination, access to affordable health services, and legislative
policies [19,20]. Social determinants of health can occur across multiple levels for women
and children, intersecting across several domains of influence including biological, be-
havioral, physical, and sociocultural environments and the healthcare system [21]. Social
determinants of health are primarily responsible for health inequities, or avoidable and un-
fair differences in health status between diverse groups of people within the same country
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and between countries [20,22]. Mitigating the root determinants of health to reduce health
inequities is vital because health is a fundamental human right, and the inability to prevent
inequities results in health disparities [20,22]. Various social determinants play a key role
in producing and maintaining adverse maternal outcomes in the United States, with empir-
ical studies showing that race and ethnicity, education, and insurance (including access
to prenatal care) contribute to the establishment and continuation of pregnancy-related
mortality and severe maternal morbidity risk [23–25]. Place-based factors such as neigh-
borhood conditions, access to quality healthcare and amenities, environmental exposures
(heavy metal exposure, pesticides, pollution, and traffic), and residential segregation have
been associated with unfavorable birth outcomes among Black and Hispanic women and
increased maternal morbidity and mortality [7,26–28].

Structural and social determinants can be further explored to demonstrate their link
to racial disparities in maternal and infant mortality. The historical legacy of slavery
is linked to Black maternal and infant health, and contemporary maternal and infant
mortality [29]. Maternal and infant health disparities are rooted in the institution of slavery,
which commodified enslaved Black women’s childbearing and empowered physicians
to authorize the interests of slaveowners [29,30]. Moreover, while overall infant death
rates have declined since the 19th century, the disparity in death rates between Black and
White infants is greater today than it was under prewar slavery [31,32]. Currently, the
stressor of structural racism permeates and reverberates within the lives of Black women
and their children [29]. Racism’s effects are seen at the genetic and physiological levels
and reveal persistent maternal and infant death disparities [15]. For example, conditions
such as hypertension have been associated with the stress of inhabiting a racist society
and can further exacerbate disparities in pregnancy-related complications such as pre-
eclampsia. Such factors prompt critical exploration into the underlying initiators of such
disparities [33].

Racism as a social construct has been identified as a persistent population health
emergency and a fundamental cause of disease both in the U.S. and globally. Studies
have comprehensively illustrated the multidimensional associations between racism at
the cultural (e.g., derogatory, and exclusionary stereotypes), interpersonal (e.g., macroag-
gressions rooted in implicit bias and decreased likelihood of receiving patient-centered
care), and structural levels (e.g., laws, regulations, and policies that steadily lead to reduced
access to opportunities and services based on race), and health outcomes among Black
persons [34–49]. Experiences of racism are also apparent across the sexual and reproductive
health lifespan. Structural racism can impact Black women’s use of reproductive services
and can sustain reproductive healthcare disparities; structural racism can influence access
to care through the ability to attain timely services, the use of healthcare services, and
experiences with care related to interactions with the healthcare system [8]. Notably, there
can be an intergenerational transmission of the stress that stems from cumulative exposure
to interpersonal racism, illustrated by the fact that both stressful life events and perceived
stress, before, during, and after pregnancy, have been associated with unfavorable preg-
nancy and childbirth outcomes; effects include pregnancy complications, preterm birth,
and low birth weight, which resultantly have significant and multifaceted implications for
longstanding maternal and child health outcomes [6,40–43]. Moreover, the intergenera-
tional transmission or risk associated with structural racism is particularly manifested in
the greater risk of adverse obstetric outcomes and increased infant mortality rates in U.S.
Black communities [26,27].

Regarding policies and practices, Jim Crow laws legalized segregation in Southern
U.S. states from the 1870s through the mid-1960s and exposed Black persons to noxious
social, economic, and physical conditions that could influence access to care [44]. Being
born in a Jim Crow state has been shown to influence population health indicators such
as infant death, and the health effects of state-sanctioned racism in the 1960s to this day
can be seen in infant death inequities. Specifically, Black infant death rates were almost
two times higher in Jim Crow states than non-Jim Crow states from 1960 to 1964 [45]. It is
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known that early-life traumatic exposures can influence the risk of any type of health issue.
Understanding determinants of health inequities within and across generations involves
recognizing that people carry the history of a country within their bodies [45,46].

In another example of structural determinants of health, President Roosevelt’s race-
neutral G.I. Bill, a law that went into effect in 1944 and provided a range of benefits
for qualifying returning World War II veterans and their families, had state-controlled
oppositions that kept many Black veterans from acquiring its full benefits. Resultantly,
Black veterans and their families were deprived of their fair portion of the multigenerational,
enhancing effect of home ownership, educational, and economic security that the G.I. bill
bestowed on most White veterans, their children, and their grandchildren [47]. Redlining,
or government-sponsored disinvestment in non-White neighborhoods, to be explained
further in this paper, is a structural determinant of adverse maternal and infant health
outcomes [9].

The mass incarceration of Black persons in the U.S. is largely the result of institutional
policies in U.S. police and judicial systems, including aggressive enforcement of low-
level drug offenses and mandatory punitive sentencing laws that excessively affect Black
persons [48]. Furthermore, incarceration in the family can play a crucial role in affecting
Black, Indigenous, and people of color (BIPOC) women’s life, including during a pandemic.
Mass incarceration can have important maternal and child health considerations such
as the availability of sufficient social support during pregnancy and delivery and can
adversely impact BIPOC populations during the COVID-19 pandemic [49]. Additionally,
Black women may have to contend with the increased likelihood of having a partner suffer
an injurious or fatal interaction with law enforcement due to the persistent issue of police
brutality against Blacks in the United States [50].

In another example, while the 13th Amendment abolished slavery by the start of the
twentieth century, the interstate slave trade was still legal under U.S. law. Children of the
enslaved were enslaved by birthright, Black women’s bodies were commodified as their
ability to reproduce was of utmost importance, and enslaved women’s reproductive lives
garnered increasing attention from White physicians. Lastly, we believe that these social
conditions are intersectional and interlaced and have reinforced lasting effects that can be
manifested in the bodies of Black women. These issues highlight various concerns related
to reproductive justice, human rights, and birthing autonomy [51].

3. Black Maternal Morbidity and Mortality
3.1. Contributing Factors

The Weathering Framework is germane to this paper as it combines the Socioecological
Model and Social Determinants of Health. The socioecological model shows that behavior
has multiple levels of influence; the model helps examine factors that influence a specific
behavior (See Figure 2). The CDC considers this model as a framework for prevention [52].
The model contains five levels: individual, interpersonal, organizational, community, and
societal, as recreated in this paper (See Figure 2). Following this socioecological model
for prevention, contributing factors toward racial disparities in maternal morbidity and
mortality can be examined (Figure 2). Through this lens, a range of factors that put
Black women at risk can be understood. Racism is a social construct, root cause, and
determinant of maternal morbidity and mortality. Historically, when social support is
increased in the U.S., maternal morbidity, and mortality as an indicator of a society’s well-
being are improved. This is due to the intersectionality of the following levels of influence.
Furthermore, the relationship between factors at one level of influence that can impact
factors at another level can be studied.
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3.1.1. Individual Factors

Individual contributing factors describe biological and personal traits that cause cer-
tain behaviors. Examples include biological and genetic factors, beliefs, attitudes, education,
stress response, and even coping skills. One biological factor is age, which is a nonmod-
ifiable risk factor. Data show that the maternal mortality rate for Black women between
ages 30 and 34 is over four times higher than the rate for White women [53]. Existing
health conditions such as cardiovascular disease, diabetes, and high blood pressure can be
detrimental to a pregnant woman. These health problems are preventable if quality care is
given and access to education is available.

Black women have a maternal mortality rate of 2.9 times that of White women in the
United States [11]. For several years, Black women have been ignored and dismissed by
medical providers in the United States. Even as medicine progresses, racial disparities
persist [54]. Black women continue to be failed by blatant negligence and ignorance. As a
result, Black women may lose the fight to be heard by their providers.

Individual traits of women can either help or work against them. For example, an
individual contributing factor is education and knowledge. Unfortunately, many women
are not well informed about the importance of preconception health, their specific preg-
nancy milestones, or even frequently occurring conditions. As a result, this makes them
more susceptible to being ignored. They may not be capable of advocating for themselves
and may reluctantly be mistreated because they are unaware. On the other hand, a very
educated woman who is more knowledgeable about her pregnancy and concerns may still
be misheard or ignored by medical providers because “they know best”.

Stress response and chronic stress are other types of individual contributing factors.
Humans produce stress hormones when stressed. However, when stressed all the time, the
body will have elevated levels of stress hormones. Elevated stress relates to physical and
mental health conditions that can lead to death [55]. Studies have shown that just being
a woman is a stressor in our society. Being a Black woman causes a “double pressure”
influence on women [56]. The pressure of being a Black woman is immense and can have
effects on a pregnancy [55]. Different types of stress that can occur during pregnancy
include negative life events, catastrophic events, long-lasting stress, chronic stress, and
racism [57]. Racism is a large contributor to stress, and it is evident through data that
shows African American women in the United States deliver a higher rate of premature
and low-birthweight babies than their counterparts [58]. Attitudes and beliefs are impor-
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tant individual factors. There is compelling data to suggest that when Black Women and
babies are dying due to pregnancy complications or possible negligence from providers
and the healthcare system, this puts Black women on edge [54]. They enter situations with
preconceived notions about how they will be treated. This in turn affects their expectations
of care and whether they feel empowered to speak up about the care they are receiving.
Other individual factors such as alcohol intake, being a current or former smoker, nutri-
tional status (e.g., chronic energy deficiency vs. good nutrition), and occupational status
(e.g., whether a person is working or not) have been shown to increase a woman’s risk
for maternal morbidity and mortality [59–61]. Living in a disadvantaged neighborhood
has been linked to a higher allostatic load in African American women at risk for obesity
and related chronic diseases [62–64]. Moreover, neighborhood disadvantage in the context
of allostatic load can influence individual health behaviors such as alcohol and tobacco
consumption, diet, and exercise [65]. Economic and psychosocial factors have been shown
to explain 36–42% of racial and ethnic inequalities in postpartum allostatic load [66]. There-
fore, structural factors that shape social determinants such as neighborhood features can
also influence individual behaviors that place Black women at increased risk for maternal
morbidity and mortality.

3.1.2. Interpersonal Factors

Interpersonal contributing factors describe relationships. An individual’s immediate
social circle (friends, spouse, and family members) influence their behavior and affects their
experiences. During pregnancy, several relationships will be formed. Examples include
doctor–patient relationships as well as family and peer relationships. International and
national studies commonly find that preventable maternal deaths are due to provider fac-
tors. These include ignoring and withholding diagnoses, lack of appropriate referrals, and
poor documentation and communication [67]. Doctor–patient relationships are especially
important from the start of a pregnancy. However, several studies have shown negative
maternal and child health providers’ attitudes and behaviors affect patients’ well-being,
satisfaction with care, and care-seeking [68]. Trust is a crucial factor in relationships. Social
roles and social isolation must be considered as well in these contributing factors. History
of mistreatment can affect the support received from family and friends. This occurrence
could influence an expecting mother’s thoughts or behaviors toward her pregnancy journey.

Social isolation is an interpersonal contributing factor, and it can be damaging to
health. COVID-19 further perpetuates its occurrence. COVID-19 negatively impacted the
social life of pregnant women. Loss of social support can affect how a mother will advocate
for herself. Women reported that the pandemic created fear and anxiety among pregnant
patients because of limited doctor visits and financial issues. Women reported fear and
anxiety concerning poor perinatal services [69]. There can also be a lack of advocacy on a
woman’s behalf from family and friends. Lack of this support causes anxiety about giving
birth as well. A study showed that women felt that COVID-19 separated them from their
families and put a strain on interpersonal relationships. An increased fear of catching
the new disease weakened support systems and increased dependency on providers that
mothers did not feel close to [69]. Lack of support during the delivery or labor process
isolates mothers and contributes to their concerns being disregarded.

3.1.3. Organizational Factors

Systemic inequalities are often first seen at organizational levels. Organizational con-
tributing factors include schooling and educational opportunities, community services, and
access to resources. Quality access to health care, especially in terms of physical proximity,
can be a challenge for individuals in certain neighborhoods and communities. Regardless
of race, mothers living in impoverished areas are prone to die from maternal mortality [70].
Implicit bias among providers and staff highlights the importance of cultural competency,
shared decision-making, and acknowledgment of personal biases to address disparities in
care [67]. Furthermore, implicit bias can lead to racial disparities in maternal morbidity and
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mortality in the U.S. [71]. Implicit bias and discrimination within the healthcare system
can be revealed in the dismissal of Black women’s symptoms and concerns, which can
elucidate the poor outcomes even for Black women with higher levels of education and
income [72]. Provider actions and their interactions with patients are strongly linked to
racial disparities in the endurance of trauma during childbirth. Thirty percent of Black and
Hispanic women in the United States who delivered in a hospital reported provider mis-
treatment compared to twenty-one percent of White women [73]. In a survey on maternity
care among women in California, Black women were ten times more likely to report unfair
treatment and discrimination from maternity care providers when compared to White
women [74]. Community-based care could be used as an effective method of providing
more access to care and resources to mitigate maternal mortality. Community-based care
can include home-based care by more certified midwives, community-operated clinics, and
health campaigns [75]. These efforts should include reinforcement of preconception and
postpartum care to target racial disparities in maternal morbidity and mortality. Further-
more, multidisciplinary quality care initiatives that partner with communities can enhance
the quality of care and reduce disparities [67]. Social mobilization, health promotion and
education, and advocacy are needed to promote health, and to give people the knowledge
and skills needed to improve their health or to advocate for themselves.

3.1.4. Community Factors

Relationships will occur in community settings (i.e., schools, workplaces, and neigh-
borhoods) and can become a contributing factor to how maternal health is affected and
the outcomes in maternal health for Black women. As mentioned at the organizational
level, discrimination in one’s surroundings has a notable impact on healthcare and health
outcomes. For example, a recent study in Chicago showed a relationship between racial
residential segregation and the presence of hypertensive disorder in Black pregnant women
living in impoverished neighborhoods [76]. This further supports that there is a correlation
between health and racial residential segregation. These urban communities with large
Black populations tend to be impoverished and underfunded and lack adequate resources
such as stable housing and suitable transportation, which are fundamental causes of poor
physical health and further disadvantage the people who live there, which include Black
pregnant women. This is caused by instances of systematic racism, which cause social and
structural determinants of maternal and infant mortality in the United States.

There are many practices within communities that originate from structural racism.
For example, redlining (defined as home mortgage denial based on race and government-
backed disinvestment in non-White neighborhoods) was created as an oppressive form
of housing historically and underserved individuals living in these areas. This created
unhealthy habits within a community such as less emphasis on physical activity. This causes
health disadvantages for those who are in this community such as financial barriers to care,
access to quality healthcare, lack of education, and a shortage of primary care providers [77].
Racial and ethnic disparities in postpartum care before and after the COVID-19 pandemic
also influence maternal mortality and severe morbidity among Black women [78,79]. The
postpartum period is a crucial time for women to recover from childbirth and to adjust
to several biological, social, and psychological transitions [80]. The postponement and
absence of prenatal care, which was more likely to occur among Black and Hispanic women
even before the COVID-19 pandemic [81,82], can obstruct prevention of maternal mortality
and increase the likelihood of emergency room visits, childbirth complications, postpartum
depression, and unmet postpartum care needs [83,84]. One study showed that, when
compared to White women, Black women had an increased probability of not scheduling
postpartum care and the slowest reduction in postpartum care canceling rate during the
COVID-19 pandemic [85]. Black women have also been at increased risk for worries
about prenatal care [79] and postpartum stress during the COVID-19 pandemic [86]. It is
important to acknowledge the role of structural inequities and intersectional vulnerabilities
that increase risks for unfavorable maternal health outcomes and fuel health disparities [85].
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One way to address this contributing factor is to invest in primary care within a community
that can tend to diverse women that differ in race, age, and socioeconomic status in a
variety of settings. Midwifery, doulas, maternity centers, nurse practitioners, and clinical
settings can greatly impact maternal health in Black communities [87].

3.1.5. Societal Factors

The goal of reducing Black maternal mortality involves a vast approach that includes
the patient, provider, and public health policies. Concepts such as structural racism have
been proven to be the main reason for the disparities that occur across the different levels
of influence. Structural racism is a large and deep-rooted force in society that can factor
into health care. For example, there may be a racial bias that is present among certain
healthcare professionals, which can cause hindrance to the care and treatment of Black
pregnant patients. These patterns cause mistrust among Black patients and their providers
as well as the medical community at large [8].

One of the structural determinants of maternal health that is linked to U.S. health
disadvantages for individuals is the suffering of financial barriers to care [24]. This results
in the lack of primary care providers, which creates poor, insufficient care for individuals.
With healthcare facilities understaffed and overworked, many patients have a feeling of
being overlooked and healthcare professionals are reporting burnout. There is a short-
age of obstetricians, nurse midwives, and well-women nurses that serve in low-income,
racially, and ethnically diverse communities. The lack of medical personnel can drastically
affect the outcome of a pregnancy. Another structural determinant at the societal level is
education [9,47]. Structural racism can also manifest in historical and contemporary prac-
tices such as redlining and segregation, which can hinder access to educational resources
and opportunities and perpetuate intergenerational poverty due to less access to parental
materials [7,9,36,39]. Additionally, the intergenerational transmission of risk attributed
to structural racism is most concretely illustrated through the increased risk of adverse
obstetric outcomes and higher infant mortality rates in African American communities.
For example, research has indicated that African American women exposed to residential
segregation are more likely to experience adverse birth outcomes, even after controlling for
individual and neighborhood-level poverty [26,27]. While socioeconomic inequities rooted
in structural racism and discrimination are primary drivers in racially disparate maternal
health outcomes, differences in insurance coverage also play a role [88]. The Medicaid
coverage gap, which can occur when individuals of low income lack a path to affordable
coverage due to living in one of 12 U.S. states that have refused to expand Medicaid, is
rooted in structural racism, and affects maternal morbidity and mortality [89]. Medicaid
covers over 40 percent of U.S. births and 65 percent of births to Black mothers; almost 30%
of Black women of reproductive age are in the Medicaid coverage gap, which limits their
access to quality preconception and prenatal services and prospects of a safer pregnancy
and birth for a parent and baby [89].

4. Discussion

An exploration of the factors that contribute to racial disparities in maternal morbidity
and mortality among Black women in the U.S. calls for public health, the healthcare system,
and community-engaged approaches to achieve equity in maternal health outcomes. These
types of barriers could be addressed by targeting the underlying social determinants that
fuel the rates of Black maternal morbidity and mortality and by incorporating policy
and educational modifications to the healthcare system and industries that supply the
healthcare system. We propose the strategies below to reduce racial disparities in maternal
morbidity and mortality.
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4.1. Enhance Curriculum and Diversify the Workforce to Address Implicit Bias and to Improve
Cultural Humility

Evidence strongly supports the impact that structural racism continues to have on our
healthcare sector [11]. Diversifying the medical workforce is imperative to help with this
crisis. Currently, although Black individuals make up 13% of the population, they comprise
just about 5% of the active physician workforce. “Black female physicians comprise even
less, representing only 2% of physicians overall” [90]. This illustrates the importance of
racially concordant care and encourages efforts to address implicit bias and to improve
cultural humility within the healthcare workforce. Healthcare providers can use clinical
resources and tools to recognize and address unconscious bias and stigma in themselves
and in their offices to promote cultural awareness and health equity [77]. To remedy implicit
bias across the continuum of maternal health care, hospitals and healthcare systems can
train obstetric and non-obstetric care providers to build knowledge and skills on cultural
humility, cultural competency, and person-centered care [87].

Medical schools and health profession programs should incorporate social determi-
nants of health and health disparities education into the curriculum to equip students
with an appreciation of cultural competence, to help them identify and address racial
bias in themselves and medicine, and to clarify how health disparities can unfavorably
affect both patient and healthcare system outcomes [91]. Outlining how health disparities
and contributing social determinants can result in excess medical care costs, lost produc-
tivity, and premature deaths can help reduce healthcare system costs and improve the
quality of care for everyone [92]. Additionally, curriculum development should consider
interprofessional, collaborative efforts with other health professions disciplines to fos-
ter a multidisciplinary approach to addressing health disparities [93]. Patient education
and clinical workforce training initiatives can partner with community health organiza-
tions and academic researchers to raise awareness about racial disparities in maternal
and child health outcomes [94]. There should also be enhanced training and education in
maternal–fetal medicine to improve the management and medical care of pregnant women
to address racial disparities in maternal mortality and severe morbidity [95]. Additionally,
there should be efforts to increase and diversify the perinatal workforce (e.g., doulas, certi-
fied and lay midwives, and perinatal social workers) to decrease maternal and neonatal
morbidity and mortality [96].

4.2. Explore the Impact of Environmental and Occupational Exposures on Maternal Morbidity
and Mortality

There is a need to explore the impact of disparate environmental and occupational
exposures on maternal morbidity and mortality [7,26–28,97]. Psychosocial stressors such
as police brutality can impact Black mothers’ lives when Black mothers endure a gendered
racial vulnerability with their added responsibility of teaching their children to respond to
police violence in the “police talk” [98,99]. Such responsibilities that stem from structural
racism can cause physical manifestations of stress and psychological distress and have
been associated with depressive symptoms among Black women [58,100–103]. Moreover,
as previously mentioned, incarceration in the family can play an immense role in affect-
ing BIPOC women’s life and have important maternal and child health considerations,
including adversely impacting the availability of adequate support during pregnancy and
childbirth among BIPOC populations [49]. It is also important to examine how structural
racism and discrimination in the workplace environment can take a toll on Black mothers
through manifestations such as microaggressions, increased emotional trauma, the gender
pay gap, invisibility, negative stereotypes, tokenism, and isolation [101,102].

When further considering environmental impacts on maternal mortality, it is evi-
denced that racial and ethnic inequities in social determinants of health, such as neigh-
borhood environment (e.g., access to healthy food, neighborhood safety, housing, air
pollution, pest, and mold exposure), environmental exposures (e.g., experiences of racism,
discrimination, immigration, and acculturation), socioeconomic status (e.g., income, wealth,
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educational attainment, and employment), housing (e.g., housing conditions such as in-
door air pollution and microbial/pest allergen exposures), and health care access and
quality, add to the excess burden of chronic disease incidence, prevalence, morbidity, and
mortality among particular racial and ethnic groups, including Black communities. Other
recommendations include safe housing and environmental justice efforts that include the
reduction, remediation, and prevention of environmental lead hazards in older housing to
remedy inequitable exposure of lead to Black residents, including disparate lead exposure
to Black children [103]. Moreover, BIPOC and low-income communities, both in residential
and workplace settings, as well as in rural and urban areas, shoulder a disproportionate
burden of the harms caused by pesticides in the United States, which have maternal and
child health implications. There is an increased application of pesticides in urban and
low-income public housing [104]. Remediation policies are needed where women and
children in these communities may be disproportionately exposed to pesticides through
an increased likelihood to reside near pesticide manufacturing facilities that may possibly
violate environmental laws [104].

4.3. Address Social Determinants of Health by Exploring the Impact of Structural Racism on
Maternal Health Outcomes

There is also a need to address social determinants of racial disparities in maternal
morbidity and mortality by exploring the impact of structural racism on access to fac-
tors such as quality healthcare (e.g., the effect of structural racism/historical abuses on
health-seeking behaviors and confidence in the health care system), education, income
and employment, and quality food. Structural racism affects health through its past and
present effects on the quality of, and equal access to, key social, and environmental deter-
minants of health. For example, the practice of redlining inhibited communities of color
from acquiring residential mortgages and, accordingly, access to public transportation,
supermarkets, and healthcare, contributing to the proliferation of residential segregation in
the United States [35,44,105,106]. Resultantly, in U.S. communities plagued by segregation,
Black persons and other racial and ethnic minority groups are more likely to live in neigh-
borhoods with increased levels of poverty; to have reduced access to employment, credit,
housing, educational, transportation, nutritional, and healthcare resources; and to live
in health-inhibiting environments, compared to the White population [35,107]. Systemic
racism also inhibits access to vital healthcare services, such as access to reproductive and
sexual health services [8]. Therefore, there is a need to address these structural barriers and
to acknowledge their role in racially disparate maternal health outcomes.

4.4. Improve Social Policies and Programs

In the wake of the United States Supreme Court’s decision to overturn Roe v. Wade
(Dobbs decision), women of color, communities of low income, and other marginalized
populations will be disproportionately impacted by barriers to accessing care [108]. This
can lead to increased maternal and infant mortality and an enduring impact on women and
families, particularly for Black and rural populations [109]. For example, reduced access
to reproductive services could impact high-risk pregnancies. Nationally, Black women
are three times more likely to die from a pregnancy-related cause than White women [87].
Another way to address structural racism in birth outcomes through policymaking is to
expand access to care in terms of health insurance to include coverage for nonhospital care,
doula care, and labor and delivery classes [110]. Policymakers should tackle barriers to
doula services that include low reimbursement for Medicaid clients, conflicting certification
requirements, and complicated paperwork [111]. There should also be continued Medicaid
expansion for postpartum women, including women living in non-expansion states, as
timely postpartum care is linked with lower maternal morbidity and mortality [112,113],
particularly for Black women [89]. Expanded coverage for behavioral health care should
also be considered [88]. There should be an extension of the Medicaid postpartum coverage
limit from 60 days (about 2 months) to at least one year [114]. Furthermore, in addition
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to the need to improve access to reproductive health services, it is imperative to address
gaps in maternal support in the U.S., including in the areas of paid family leave, income for
women, and child-care affordability [115].

5. Conclusions

Pregnancy-related deaths are tragic and mostly preventable. The stark racial disparities
in adverse pregnancy outcomes in the U.S. requires a deeper exploration into the role of
social determinants and how structural racism contributes to a greater risk of adverse
obstetric outcomes among Black women in the U.S. These social determinants include, but
are not limited to, neighborhood environments such as access to healthy food, neighborhood
safety, housing, air pollution, pest, and mold exposure; environmental exposures including
experiences of racism, discrimination, acculturation, and immigration; socioeconomic
status factors such as income, education, and occupation; housing conditions; and health
care access and quality. Moreover, structural determinants of health such as slavery and
structural racism influence social determinants of maternal and infant mortality. The
amelioration of these social determinant disparities may also be the answer to decreasing or
eliminating the dismal maternal morbidity and mortality rates and may lead to improved
health outcomes for Black women in the U.S. Strategies are needed to undo the legacy
of racism that fuels unfavorable pregnancy outcomes among Black women in the United
States. Recommendations include addressing implicit bias and improving cultural humility
in the healthcare sector, diversifying the workforce, incorporating social determinants of
health and health disparities into the medical and health professions curriculum, exploring
the impact of environmental and occupational exposures on maternal morbidity and
mortality, addressing the impact of structural racism on health outcomes, and improving
social policies and programs.
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