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Abstract

Introduction—This article presents an integrative review of the literature examining the 

relationship between racial discrimination and adverse birth outcomes.

Methods—Searches for research studies published from 2009 to 2015 were conducted using 

PubMed, CINAHL, Scopus, PsycINFO, Web of Science, and Embase. Articles were assessed for 

potential inclusion using the Preferred Reporting Items for Systematic Review and Meta-Analyses 

(PRISMA) 2009 framework.

Results—Fifteen studies met criteria for review. The majority of the studies found a significant 

relationship between racial discrimination and low birth weight, preterm birth, and small for 

gestational age. Each of the studies that examined more proximal variables related to birth 

outcomes such as entry into prenatal care, employment opportunities, neighborhood 

characteristics, or inflammatory markers found significant associations between the specific 

variables examined and racial discrimination. Participants in qualitative studies discussed 

experiences of institutional racism with regard to several components of prenatal care including 

access and quality of care.

Discussion—Racial discrimination is a significant risk factor for adverse birth outcomes. To 

best understand the mechanisms by which racial discrimination impacts birth outcomes, and to 

inform the development of effective interventions that eliminate its harmful effects on health, 

longitudinal research that incorporates comprehensive measures of racial discrimination is needed. 

Health care providers must fully acknowledge and address the psychosocial factors that impact 

health outcomes in minority racial/ethnic women.
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INTRODUCTION

Profound disparities in birth outcomes persist in the United States, most significantly in the 

non-Hispanic black population. The overall infant mortality rate (IMR) in the United States 

is 5.96 infant deaths per 1000 live births, yet the IMR for non-Hispanic blacks is 11.11 

infant deaths per 1000 live births.1 Black infants die before one year of life at more than 

twice the rate of white infants.1 While the IMR is only one marker of birth outcomes, it’s 

regarded as one of the most important indicators of the health of a nation as it encompasses 

several health indicators such as maternal health, access to health care, and public health 

practices.2 There are also profound disparities in other birth outcomes. The preterm birth 

rate for non-Hispanic black women is 1.6 times higher than the preterm birth rate for white 

women,1 and preterm birth–related IMR is 3 times higher in black women compared to 

white women.1 In 2013, the incidence of low birth weight was 8.02% for all infants in the 

United States, yet among non-Hispanic black infants the incidence was 13.1%.1 Preterm 

birth is the primary driver of the difference in IMR between non-Hispanic black and white 

infants, and it accounts for 54% of disparity.2 Despite significant research in this area, the 

reason there are racial disparities in birth outcomes remains largely unknown. The purpose 

of this integrative review is to summarize what is known about the relationship between 

racial discrimination and adverse birth outcomes in racial and ethnic minority women.

Extant research has largely focused on varied levels of exposure to risk and protective 

factors in the perinatal period including maternal health behaviors, adequacy of prenatal 

care, social support, intimate partner violence, and stress.3–6 Other research has focused on 

select sociodemographic characteristics including socioeconomic status, marital status, and 

education.7,8 Taken together, these factors do not adequately account for all of the noted 

disparities in birth outcomes.9

More recently, researchers have noted that racial and ethnic minority women experience 

higher lifetime exposure to chronic stressors, which may increase their risk for poor 

pregnancy outcomes.10 The accumulation of stress over a woman’s life course, referred to as 

allostatic load, is associated with worse health outcomes.11 Racial discrimination is one such 

chronic stressor that may be a risk factor for adverse birth outcomes. Definitions of racism 

are varied, yet all include the concept of unequal treatment stemming from skin color or 

other individual characteristics.12 Racism occurs at multiple levels including institutional, 

interpersonal, and internalized. Institutionalized racism results in differential access to the 

resources, services, and opportunities of society by race. With respect to resources, 

institutionalized racism includes disparities in access to and quality of education, safe 

housing, employment, health care resources, and environmental conditions. These 

disparities, combined with disparate opportunities to influence policy (eg, voting rights, 

media influence, representation in government), limit the power of racial and ethnic 

minorities to make and enforce decisions. Interpersonal racism refers to prejudice and 

discrimination with prejudice resulting in differential assumptions about the capabilities and 

motives of others according to their race. Discrimination includes differential treatment of 

others based on their race and is most commonly thought of as racism. Finally, internalized 

racism results in an acceptance of negative attributes, competencies, and worth by members 
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of marginalized groups. Internalized racism limits one’s ability to reach his or her full 

potential.12

Quick Points

• Significant disparities exist in birth outcomes in the United States, most 

notably in non-Hispanic black women.

• Minority women experience higher lifetime exposure to chronic 

stressors, thereby increasing their risk for poor pregnancy outcomes.

• The overall findings of this review suggest that recent research provides 

mixed evidence for the association between racial discrimination and 

adverse birth outcomes.

• Health care providers are well positioned to promote favorable birth 

outcomes well in advance of a woman presenting for prenatal care.

• An enhanced examination of the experiences of minority women, using 

a life course perspective, will provide necessary insight into the 

pervasive disparities in birth outcomes.

BACKGROUND AND THEORETICAL FRAMEWORK

The theoretical frameworks used to guide this review are based on the theories of allostatic 

load and life course theory, and are presented in Figure 1.13,14 Several pathways by which 

racial discrimination negatively impacts health have been described. One of the most widely 

accepted mechanisms is that racial discrimination functions as a psychosocial stressor that 

increases an individual’s risk for adverse health outcomes.15 In this regard, experiencing 

racial discrimination, and the exclusion that ensues, elicits a stress response that has 

detrimental effects on health.15 Briefly, allostatic load represents the chronic physiologic and 

psychosocial stress experienced over the life course by combining several markers of 

physical function into a composite score of biologic risk.16 Research has demonstrated that 

women with a history of small-for-gestational-age birth or preterm birth have higher 

allostatic load than those women giving birth to normal birth weight infants.16 Thus, 

allostatic load represents a plausible pathway by which chronic exposure to stressors such as 

racial discrimination may contribute to poor health outcomes.15

Another pathway by which racial discrimination may impact health is through restricted 

access to social resources including employment opportunities, housing, and education, 

which are then related to adverse health outcomes.15 Further, geographic segregation is 

associated with widespread under-investment in black areas, which facilitates the 

development of unhealthy physical and social environments. Unhealthy environments and 

psychosocial stress are inextricably linked and may potentiate adverse effects on physical 

and mental health.17 Taken together, chronic stress stemming from racial discrimination is 

recognized to be particularly significant for minority women.
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Application of the life course perspective to maternal and child health is grounded in life 

course theory. Adopting the life course perspective acknowledges the importance of risk and 

protective factors on an individual’s health throughout the life span and focuses on multiple 

predictors of health including familial, social, economic, and environmental factors.18,19 

Applying a life course perspective to maternal and child health shifts us away from 

measuring only stressors at the time of pregnancy. It acknowledges the accumulation of 

events and exposures that have occurred during a woman’s life prior to pregnancy. For the 

past decade, scholars have pointed to the need for this kind of longitudinal focus in order to 

understand and eliminate disparities in birth outcomes.18,19 Further, the life course 

perspective notes that exposures to varied stressors may have differential impacts on health 

depending on the timing of exposure.18 The application of a life course perspective to better 

understand the role of social forces, such as racial discrimination, in birth outcomes is 

critical given the persistence of significant racial disparities.

METHODS

This integrative review builds on an integrative review of racial discrimination and adverse 

birth outcomes by Giurgescu and colleagues.20 While Giurgescu’s review included studies 

published up to 2009, this current review includes relevant studies published between 2009 

and 2015. Further, Giurgescu and colleagues limited their review to studies conducted 

among African American women. We included studies that included any ethnic or racial 

minority group in the United States, although the majority of research examining racial 

discrimination and birth outcomes has been conducted among African Americans.

We included articles that measured outcomes that have previously been implicated as 

important predictors of adverse neonatal outcomes. For the purpose of this review, we 

defined adverse birth outcomes as preterm birth, low birth weight, and small for gestational 

age.

The preferred reporting items for systematic reviews and meta-analyses (PRISMA) approach 

was used for generating, systematically reviewing, and analyzing original published studies 

on minority women, birth outcomes, and racial discrimination.21 Further, articles that 

included measures of widely accepted mediators or moderators of adverse birth outcomes 

and racism-related measures were included. With the assistance of a university librarian, the 

following key definitions and Medical Subject Headings (MeSH) terms were used to guide 

the search for research studies: “prejudice,” “racism,” “discrimination,” “health care 

disparities,” “pregnancy outcomes,” “obstetric complications,” “spontaneous abortion,” 

“premature labor,” and “low birth weight.”

The following inclusion criteria were used: 1) original quantitative or qualitative research; 2) 

studies that clearly delineated the relationship between racial discrimination and adverse 

birth outcomes, or that included racial discrimination in relation to a factor known to 

contribute to adverse birth outcomes; 3) studies that included racial and ethnic minority 

women (and related terms); 4) conducted in the United States; and 5) published in an 

English language peer-reviewed journal.
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After determining study eligibility criteria, MeSH terms were entered into PubMed, 

CINAHL, Scopus, PsycINFO, Web of Science, and Embase for years 2009 to 2015, yielding 

972 records. Articles duplicated between the databases were eliminated. Additional searches 

within the reference lists and bibliographies of the analyzed studies revealed 976 studies that 

were included in the final analysis. Two authors completed this process individually and then 

came together to reach consensus on articles for final inclusion. This process resulted in 15 

published studies meeting study eligibility criteria. The large majority of studies excluded 

were because they did not include measures of both racial discrimination as well as birth 

outcomes. Figure 2 highlights the research synthesis process.

Each study was reviewed for its purpose, design, methods, sample size, demographic 

composition, and results. Each of the identified studies was reviewed by all authors. Table 1 

summarizes the studies reviewed.

RESULTS

Design

Four of the studies reviewed were qualitative designs,22–25 and 11 studies included 

quantitative designs.26–36 All of the qualitative studies were descriptive in nature. Of the 

quantitative studies, 8 used convenience sampling,26,28–33 while 3 of the population-based 

studies used quota sampling27,36 and stratified sampling.34 The qualitative studies used 

convenience sampling,23 purposeful sampling,25 purposeful and snowball sampling,24 and 

convenience sampling with purposeful assignment to a focus group based on participant age 

and parity.22

Defining Race

Of the 15 studies reviewed, 12 provided information on how participant race was 

defined.22–32 In these studies, all asked participants to self-identify their race. In several of 

the studies, it was not clear what categories were provided to participants for self-

identification of race, and 3 of these studies included all African American 

participants.26,29,33 A study using Pregnancy Risk Assessment Monitoring System 

(PRAMS) data compared white women to black women without consideration of other 

racial groups given that white and black women comprise 95% of the population in the 

region examined.34 In one study, participants who identified as both African American and 

white were counted as African Americans in the analyses as the authors posited that 

participant experiences of racism were thought to better approximate those of African 

Americans versus whites.28 One study did not differentiate outcomes among the study 

sample that was composed of blacks and Latinas.30 A qualitative study purposefully 

included only women who identified as Puerto Rican given that Puerto Rican women have 

the highest incidence of preterm birth among Latinas.22 Overall, the majority of studies were 

conducted to assess the relationship between racial discrimination and adverse birth 

outcomes in African Americans.
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Measure of Racism

In recent years, there has been a significant increase in research focused on developing 

instruments to measure experiences and perceptions of racism.37 This area of research has 

increased our understanding of the relevance between racial discrimination and the health 

and well-being of minority populations.37 Several measures were used to measure racial 

discrimination in these studies. In the qualitative studies, either an open-ended question or 

several open-ended questions were used to elicit participants’ experiences with racism. Two 

of the quantitative studies26,28 measured racial discrimination through the Experiences of 

Discrimination Scale.38 The Everyday Discrimination Scale39 or a modified version thereof 

was used in 2 of the studies.29,30 Two studies used the Racism and Lifetime Experience 

Scale40 or a modified version thereof,32,35 and a modified version of the Perceived Racism 

Scale41 was used in one study.33 Finally, 4 studies used either investigator-developed 

questionnaires31,34,36 or a combination of items from several scales.27 Table 2 summarizes 

the measures used in the quantitative studies, although it does not include investigator-

developed questionnaires.

Factors That May Explain the Relationship Between Racial Discrimination and Birth 
Outcomes

As highlighted in Figure 2, and consistent with recent theoretical work,15,18,42 there are 

several mechanisms through which racial discrimination is a risk factor for adverse birth 

outcomes. Five studies reviewed included antecedent factors that may help explain the 

relationship between racial discrimination and adverse birth outcomes. These factors 

included limited employment opportunities,22 experiences of institutional racism in both 

accessing and receiving prenatal care,24,25,35 and inflammatory markers of stress.28 Two 

studies examined racial discrimination during prenatal care25 and racial discrimination as a 

barrier to accessing prenatal care.35

In a qualitative study, African American women described experiencing both racism directed 

at them personally as well as institutionalized racism during prenatal care.25 Participants 

discussed individual experiences of racism during prenatal care including blatant behaviors 

(eg, racial slurs directed at them) as well as more subtle forms of racism. One participant 

described telling her midwife that she didn’t like going to her prenatal care appointments, 

and the midwife asked the participant, “Do you do crack?” The participant felt that the 

midwife asked her about crack use because she was black, and other focus group 

participants were in agreement. Participants also described experiences of institutionalized 

racism including experiencing differential treatment based on receipt of public assistance. 

One participant noted that, “White people don’t have blue cards” (ie, the color of the state’s 

medical assistance ID cards) and described differential treatment based on race and financial 

status. Similarly, another participant stated, “You learn to go last. No matter how much 

people talk about it … it’s been like that forever.” Importantly, participants were initially 

reluctant to discuss racial discrimination in several of the focus groups without probing 

questions from trained facilitators or validation of their feelings from other focus group 

participants.25
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In a large sample of African American women by Slaughter-Acey et al (N = 872), timing of 

prenatal care initiation was not significantly associated with personal experiences of racism 

(P = .33) but was associated with group experiences (P < .01). Participants who denied 

group experiences of racism (eg, experiences of racism that affected persons close to the 

participant or experiences of racism directed at other African Americans) were significantly 

more likely to enter prenatal care during the third trimester or to not receive any prenatal 

care. The authors suggested that these women may suppress experiences of racism as a 

protective mechanism to avoid feeling powerless or vulnerable.35

Two qualitative studies described the influence of racial discrimination over the life course 

on health and well-being. Among a sample of Puerto Rican women, participants described 

perceived racial discrimination related to employment opportunities. Further, participants 

discussed the significant stressors they experienced related to living in poverty, in high-crime 

neighborhoods with significant exposure to violence, and fear of speaking to authorities 

without having the necessary resources to move to safer environments. The majority of 

participants described the influence of stress on their physical and mental health including 

experiencing changes in their physical appearance as well as episodes of chest pain, 

alopecia, depression, and suicidal thoughts.22 In another qualitative study by Nuru-Jeter et 

al,24 African American women described experiencing racism throughout the life course 

with childhood experiences perceived as particularly salient. This study was conducted to 

explore the racism experiences of childbearing women in an effort to inform the 

development of improved measures of experiences of racism for birth outcomes research. 

Participants described childhood events often being the first experience of “being different” 

and that these experiences had enduring effects on the participants. Further, many 

participants described somatic responses to racist encounters including feeling sick, having 

headaches, stomachaches, and shaking all over.24 While participants didn’t specifically 

ascribe racial discrimination to adverse birth outcomes, they did provide valuable insights 

into the enduring impact of childhood experiences of racism, vicarious responses related to 

their own children, and the pervasiveness and chronicity of racial discrimination.24 Taken 

together, these results highlight the need for more comprehensive measures of racial 

discrimination.

Finally, one of the studies reviewed used a biologic marker to examine the effects of race 

and racial discrimination.28 Specifically, the relationship between Epstein-Barr virus (EBV) 

capsid antigen immunoglobulin G (VCA IgG) and race and racial discrimination was 

examined in women during pregnancy and the postpartum period. Briefly, EBV VCA IgG 

antibody titers can serve as an indicator of stress-induced immune dysregulation.43 Results 

revealed that at every time point, African American women exhibited higher EBV VCA IgG 

antibody titers than white women (P < .001). The effect was most pronounced among 

African American women reporting experiencing higher levels of racial discrimination in the 

first and second trimesters (P = .03 and P = .04, respectively), supporting a role that chronic 

stress is related to this association.43
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Birth Outcomes

Six of the studies reviewed examined preterm birth as the outcome of interest, and one of 

these studies was qualitative in design. In a small sample of African American women (N = 

72), racial discrimination was significantly associated with higher levels of psychological 

distress (r = .44, P < .001), yet there was not a significant association between racial 

discrimination and preterm birth. Importantly, women reported relatively low levels of racial 

discrimination.26 In a larger sample of women (N = 3462), after adjusting for several 

covariates, racial discrimination was not significantly associated with preterm birth (odds 

ratio [OR], 1.0; 95% confidence interval [CI], 0.8–1.3).22 Similarly, in an urban sample, 

racial discrimination over a woman’s lifetime was not significantly associated with preterm 

birth. However, women with racism scores above the median were at significantly increased 

risk of preterm birth with the effect moderated by depressive symptomatology.32 Two of the 

quantitative studies reviewed found significant associations between racial discrimination 

and preterm birth.33,34 A case-control study conducted in Chicago, Illinois, demonstrated 

that African American women with preterm birth reported higher past-year exposure to 

racism than their counterparts who gave birth to full-term newborns (OR, 2.5; 95% CI, 1.2–

5.2).33 Using Louisiana PRAMS data, Ruiz and colleagues demonstrated that racial 

discrimination was significantly associated with preterm birth for black women (OR, 2.94; 

95% CI, 1.1– 8.3).34 Finally, in a qualitative study, pregnant African American women 

identified racial discrimination as a plausible stressor leading to higher rates of preterm 

birth.23 Taken together, research findings are mixed with regard to the association between 

racial discrimination and preterm birth.

Three of the studies reviewed examined the association between racial discrimination and 

low birth weight.27,29,30 Dailey found that in a sample of African American women (N = 

108), perceived discrimination due to race was reported by 56% of the sample. In the 

hierarchal multiple regression model, tobacco use, number of prenatal care visits, and 

perceived discrimination due to age and physical disability were significant predictors of 

birth weight (R2 = .25; P 3.001).29 In a sample of black and Latina women (N = 420), 

Earnshaw et al found that perceived racial discrimination was associated with an increased 

odds of low birth weight; however, depressive symptoms mediated this relationship.30 

Experiences of everyday discrimination were associated with increased depressive 

symptoms. In turn, depressive symptoms were associated with giving birth to a low-birth-

weight neonate, after controlling for education, parity, and gestational age. The final path 

model revealed that for every point increase in the measure of everyday discrimination, birth 

weight decreased by approximately 49 grams. The third study, by Carty et al, included a 

large sample of women (N = 629). In this study, perceived racism was significantly 

associated with lower self-rated physical health and a higher likelihood of smoking, yet 

women’s responses to racism-related experiences were not significantly associated with low 

birth weight (P = .06).27 Importantly, birth outcomes were collected via self-report, and the 

interval between pregnancies and data collection were not clear.

Finally, Wallace et al examined the synergistic effects of racial and socioeconomic 

inequality with giving birth to a small-for-gestational-age newborn.36 Socioeconomic 

inequality was measured via use of the Gini coefficient and racial inequality was measured 
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via use of 3 well-established indicators of structural racism including inequality in 

educational attainment, an employment disparity indicator, and a disparity in incarceration 

indicator. Using an electronic medical record–based cohort (N = 121,758) from hospitals in 

multiple states to assure geographical diversity, these investigators found the joint effects of 

racial and income inequality were significantly associated with giving birth to a small-for-

gestational-age newborn only when levels of both racial and income inequality were high. 

Specifically, women were significantly more likely to give birth to a small-for-gestational-

age newborn in areas with high income inequality and high educational attainment 

inequality (adjusted odds ratio [AOR], 2.11; 95% CI, 1.59–2.80), high incarceration 

inequality (AOR, 1.81; 95% CI, 1.28–2.56), and high employment inequality (AOR, 1.85; 

95% CI, 1.23–2.79) than those women residing in areas with low levels of racial and income 

inequality. When data were further stratified by race (black vs white), black women had 

significantly higher odds of giving birth to a small-for-gestational-age newborn when 

exposed to all indicators of structural racism including educational inequality (AOR, 1.53; 

95% CI, 1.22–1.92), incarceration inequality (AOR, 1.57; 95% CI, 1.27–1.95), employment 

inequality (AOR, 1.57; 95% CI, 1.25–1.96), and an income inequality measure (AOR, 1.61; 

95% CI, 1.36–1.91).36

DISCUSSION

Reducing disparities in birth outcomes has been a national priority in the United States for 

several decades.2 An increasing body of research demonstrates that racial discrimination is 

significantly associated with negative physical and mental health in racial and ethnic 

minority individuals, and consequently racial discrimination may perpetuate significant 

disparities in a multitude of health outcomes, including birth outcomes.44 The overall 

findings of this review provide mixed support for the association between racial 

discrimination and adverse birth outcomes. Notably, across studies there were significant 

differences in sample sizes, instruments used to measure racial discrimination, variables 

included in final analytic models, and time period assessed with regard to racial 

discrimination, which may help explain differences in study findings.

In each of the qualitative studies, participants provided support for racial discrimination as a 

risk factor for adverse birth outcomes. Participants described experiencing institutional 

racism in receiving prenatal care24,25 and seeking employment,22 racial discrimination 

during childhood having lasting health effects,24 and how the stress associated with racial 

discrimination could be a risk factor for preterm birth.23

Each of the studies that examined the association between racial discrimination and more 

proximal measures known to be associated with adverse birth outcomes found significant 

associations. Access to and quality of prenatal care, employment opportunities, 

neighborhood characteristics, and inflammatory markers were significantly associated with 

racial discrimination suggesting the effects of racial discrimination play an important role in 

the pathway linking racial discrimination to adverse birth outcomes.22,24,25,28,35

The majority of the studies that examined preterm birth, low birth weight, or small for 

gestational age as outcomes of interest found a significant association between racial 
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discrimination and adverse birth outcomes with few exceptions.26,27,31 One of the studies 

that did not find a significant association between racial discrimination and birth outcomes 

examined institutional racism, specifically, residential redlining (ie, mortgage loan denial), 

as the exposure of interest. Notably, these authors posited that black women living in 

redlined neighborhoods were less likely to be exposed to white people, and this segregation 

may have acted as a stress buffer from racial discrimination.31 The other study that did not 

find an association between racial discrimination and adverse birth outcomes was limited by 

a small sample size and relatively low levels of reported racial discrimination.26 Because 

other studies have found significant associations between segregation and birth 

outcomes,45,46 future studies should consider other forms of institutional racism in diverse 

geographic areas.

Racial discrimination is likely to date back to a woman’s childhood and likely to previous 

generations. Consistent with Geronimus’s concept of “weathering,” repeated exposure to 

stressors such as racial discrimination accumulates and increases an individual’s disease 

vulnerability.42 Thus, it may be that lifelong exposures influence the reproductive health of 

young women, increasing their risk of poor outcomes well before conception.7,19 Indeed, in 

one of the qualitative studies reviewed here,24 participants discussed racial discrimination 

endured in childhood as being particularly salient. The study by Misra et al32 that included a 

measure of lifetime experiences of racism also found that elevated racism scores were 

associated with an increased risk of preterm birth, although the effect was mediated by 

depressive symptoms and stress. While limited, results of these 2 studies suggest future 

research should include understanding how lifetime exposure to racial discrimination as well 

as experiences occurring in the perinatal period contribute to birth outcomes.

Few studies in this review included Hispanic women and only one qualitative study analyzed 

racial discrimination among Hispanic women as a distinct minority group.22 The Hispanic 

population in the United States is expected to double by 2050, when it will constitute nearly 

one-third of the total population in the United States.47 Interestingly, Hispanic women in the 

United States give birth to low-birth-weight newborns at rates that are comparable to that of 

non-Hispanic white women despite the pervasive socioeconomic disadvantage among 

Hispanic women.9 This favorable health outcome is commonly referred to as the Hispanic 
Paradox and several explanations for these protective effects have been offered including the 

notion that Hispanic neighborhoods may buffer Hispanics from stigma and racism.48 

Importantly, advantageous health outcomes decline with longer residence in the United 

States suggesting acculturation plays an important role in health outcomes.9 Given the 

growth and increasing diversity of the Hispanic population in the United States, further 

research is needed to understand the relationships between ethnic density, racial 

discrimination, and birth outcomes.

Small for gestational age is increasingly recognized as an adverse pregnancy outcome that 

has significant negative consequences which may extend into adulthood including increased 

rates of coronary heart disease, stroke, diabetes, and metabolic syndrome.49 The finding of 

Wallace et al that demonstrated high levels of racial and income inequality were 

significantly associated with an increased odds of small-for-gestational-age birth provides 

important insights about the complex synergistic effects of class and race on perinatal 
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health.36 State-level funding policies in areas of health care, education, and employment, 

combined with systemic racism, may be one pathway by which structural racism at the state 

level and income inequality contribute to disparities in birth outcomes. An examination of 

additional state-level practices and policies that systematically disadvantage minority 

women is critical to better understand the influence of structural racism on health outcomes.

There are several important limitations to this integrative review. First, the method of 

defining race was varied across studies with the majority of studies using self-identified race. 

None of the studies reviewed sought to further delineate black or African American women 

into different subgroups, such as black Caribbean. These broad classifications of race limit 

our ability to examine intragroup differences between those women who identified as black 

or African American. Research has demonstrated significant differences in both experiences 

of racism and birth outcomes in US-born and foreign-born black women50; thus, future 

studies should incorporate additional racial categories to better disentangle disparities 

among groups identified as black or African American.

Consistent with extant literature, results of this review demonstrate that the terms racism and 

discrimination are often used interchangeably. Both terms are used to describe an unequal 

distribution of power that provides opportunities and assigns values to individuals based on 

their perceived race. Despite the absence of a foundation for a biologic construct of race, 

race continues to function as a social construct in our society with evident social 

stratifications.51 The majority of research reviewed here examined interpersonal racism, 

largely focused on an individual’s perception of experiencing racism. However, racism is 

pervasive in interpersonal, institutional, and societal contexts of social life. Because it is so 

pervasive, it often goes unnoticed or unchallenged thereby resulting in underreporting.52 

Only one study reviewed included a biologic marker of stress examined in relationship to 

racial discrimination.28 Relying on self-reported experiences of discrimination (or racism) 

might not fully capture the actual effect of racial discrimination on health outcomes. 

Researchers have urged the development of measures for racism that aren’t limited to self-

report.53

Another limitation of this review is that the studies included were quite varied with regard to 

sample size and sampling methods. Many of the studies used convenience sampling, which 

limits generalizability of findings. However, this review included studies of all sizes in order 

to provide a comprehensive overview of recent research.

Finally, the majority of the reviewed studies did not test for moderation or mediation by 

other variables that have been independently linked to both the exposure and outcome 

variables of interest. For example, in the study by Dailey,29 tobacco use was a significant 

predictor of birth weight, while racial discrimination wasn’t a significant predictor in the 

final model. It could be hypothesized that tobacco use is a coping mechanism used to deal 

with the stress of racial discrimination and may well function as a mediator in the racial 

discrimination-adverse birth outcome association.
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Recommendations for Future Research

Additional research is needed to enhance our understanding of the complexity of the 

relationship between racism and birth outcomes. For instance, social support, self-esteem, 

social capital, or optimism could be measured to determine if they are protective against the 

prenatal impacts of racial discrimination. The existing research also fails to clearly 

determine the differential impact of current versus lifetime racism. Additional research to 

understand the individual influence of each would help inform the development of 

interventions. And, studies that examine racial discrimination during pregnancy should also 

explore potential for varying levels of impact depending on the trimester of exposure.

Research with nonpregnant women as participants has found racial discrimination to be 

associated with a range of biological indices of stress including markers of inflammation.54 

Further, elevated inflammatory markers have been associated with chronic stress and 

preterm birth in several studies.55 An enhanced understanding of associations between 

racism-related stress and biological measures of chronic stress that are subsequently 

associated with adverse birth outcomes is needed. This will facilitate a better understanding 

of the biologic pathways involved in the racial and ethnic disparities that have been 

documented in birth outcomes.

Finally, more population-based studies are needed to explore the relationship between racial 

discrimination and birth outcomes. The 2009 to 2011 PRAMS survey added questions about 

racial discrimination, but only New York City included a question specific to differential 

treatment based on race during pregnancy, and Washington state included a similar question 

to encompass the perinatal period. In the future, all participating states should include these 

questions, as well as questions specific to lifetime experiences, so that larger samples with 

sufficient power can be studied.

Clinical Implications

Health care providers are well positioned to promote favorable birth outcomes well in 

advance of a woman presenting for prenatal care. A women’s health at conception, and the 

consequent health of her newborn, is largely shaped by her biopsychosocial experiences up 

until that point. Thus, the reproductive health of ethnic and minority women may be 

compromised long before they present for prenatal care. By adopting a life course 

perspective, health care providers can place a greater emphasis on preventive and 

preconception care, both integral to optimizing reproductive health outcomes.19 Further, 

applying a life course perspective acknowledges that certain exposures throughout life, 

particularly during biologically vulnerable periods of time, as well as cumulative risk 

influence health outcomes at later ages. This is particularly salient for understanding 

disparities among immigrant populations. Extant social epidemiology research often 

combines race/ethnicity with nativity, which limits our understanding of how these distinct 

dimensions of inequity influence an individual’s health.56

Results from the current review demonstrate that ethnic and minority women continue to 

encounter negative experiences in the health care setting as a result of their race. Eliminating 

system-level barriers to quality health care is an important step, though key to improving 
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health outcomes is the establishment of a trusting patient-provider relationship. Research 

demonstrates that negative racial stereotypes are significantly associated with health care 

providers’ provision of care as well as the patient-provider relationship.57 While health care 

provider bias is often unintentional and unrecognized, it does lead to mistrust in the health 

care system as well as poor satisfaction with patient care.

There is a significant need for the development and testing of interventions addressing racial 

discrimination. These interventions should target multiple levels including primary 

prevention for health care professional students, interventions for health care professionals 

engaged in patient care, and interventions that address biases inherent in varied health care 

institutions. Interventions addressing racial discrimination ought to adapt a community-

based participatory research framework, an approach that emphasizes co-learning with 

community partners as fully engaged partners in the entire research process.58 Establishing 

mutually respectful relationships, shared responsibilities, and capacity building within our 

communities may remove barriers that impede progress in reducing disparities.58

For women at highest risk of adverse birth outcomes, health care providers should work with 

local community agencies to make appropriate referrals for additional services such as home 

visiting. Research has demonstrated improved perinatal health and pregnancy outcomes 

through home visiting.59 If delayed access to prenatal care is due to previous racialized 

experiences, the home visitor may be an important advocate and confidant for the pregnant 

woman. Indeed, the relationship between the home visitor and woman is key to retention in 

home visiting programs.60

CONCLUSION

Results of this integrative review provide support for the association between racial 

discrimination and adverse birth outcomes among minority women. An enhanced 

examination of the personal experiences of minority women, using a life course perspective, 

will provide necessary insight into important factors that contribute to the pervasive racial 

disparities in birth outcomes. As the United States becomes more culturally diverse, health 

care professionals are well positioned to educate themselves, their colleagues, and their 

students about the tenets of culturally sensitive health care. Eliminating racial disparities in 

birth outcomes necessitates a thoughtful commitment from health care professionals, policy 

makers, and social and economic institutions to eradicate racism and the ensuing social 

inequities.
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Figure 1. 
Conceptual Framework of the Potential Pathways Linking Racial Discrimination to Adverse 

Birth Outcomes

Note: Adapted from Giurgescu, Engeland, Zenk, & Kavanaugh13; McEwen14; and Lu & 

Halfon.19
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Figure 2. 
PRISMA Diagram Outlining the Research Synthesis Process
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