
Changing the Narrative
and Accelerating Action
to Reduce Racial
Inequities in
Maternal Mortality
Laurie C. Zephyrin, MD, MPH, MBA

ABOUT THE AUTHOR

Laurie C. Zephyrin is vice-president of Health System Equity, the Commonwealth Fund,
New York, NY.

See also MacDorman et al., p. 1673.

In this issue of AJPH, MacDorman et al.

(p. 1673) add a new analysis of cause

of death data, underscoring that

inequities in maternal mortality persist.

Findings highlight the importance of

identifying causes and accelerating

actions to address racial inequities in

maternal mortality. This is essential for

changing the narrative about why Black

people are more likely to experience

pregnancy-related deaths than are non-

Hispanic White, Hispanic, and others.

We must use methods of inquiry that

continue toaskwhyat each level (https://

bit.ly/2TwnO4l; Figure 1). Asking why

leads us away from “mother blame”

narratives or a singular focus on health

behaviors of birthing people and toward

naming structural racismas a root cause

and assessing unequal treatment in the

health care system.1

The authors report that the maternal

mortality rate for Black people is 3.5

times that of White people. Their analy-

sis on cause of death addresses why we

see these unacceptable inequities. Their

findings suggest that the excess mater-

nal deaths are attributable to higher

rates of eclampsia and preeclampsia,

postpartum cardiomyopathy, and

obstetric embolism. Thus, increased

vigilance for cardiovascular problems

during and after pregnancy may reduce

disparities in maternal mortality.

To understand why Black people have

higher death rates from eclampsia and

preeclampsia, postpartum cardiomyop-

athy, and obstetric embolism—despite

mortality from these conditions being

60% to 70% preventable—we must go

beyond addressing individual risk fac-

tors. Numerous scholars have

described the unique stress and dis-

crimination Black women face across

their lifetimes and the toll this takes on

health (https://bit.ly/3iKonjy). Addition-

ally, people of color are less likely to

receive preventive health services irre-

spective of income, neighborhood,

comorbid illness, or insurance type, and

they often receive lower quality care.

Therefore, Black and Indigenous peo-

ple2 frequently contend with delays in

care or diagnosis for cardiovascular and

other diseases that increase the risk of

maternal mortality.

Butwhy are Black people somuch less

likely than their White peers to receive

risk appropriate care based on stand-

ards? Evidence indicates the need for

access to care before, during, and after

pregnancy. Access to care is necessary

but insufficient to achieving equitable

outcomes, and Black pregnant and

birthing people are disproportionately

served by poorer quality institutions.

One study found that predominantly

Black-serving hospitals were more likely

than predominantly White-serving hos-

pitals to perform worse on 12 of 15

quality indicators for labor and delivery.3

Additionally, Black birthing people are

far more likely than their White peers to

report being treated unfairly or unjustly

by providers.4–6 Finally, even the best

quality preventive care cannot eliminate

disparities in maternal mortality if Black

people do not have equitable access to

key social determinants of health. Study

after study finds that people of color in

theUnited States are disproportionately

unable to access resources critical to

health and well-being.

The disparities in Black maternal

mortality and severematernalmorbidity

are rooted in structural racism and

slavery’s legacies.7 These legacies and

resulting policies and practices shape

access to social determinants of health,

access to high-quality health care, and

the implicit and explicit biases that affect

how Black people are treated in health

care settings. Racism is expressed

through bias and unequal treatment in

health care, lack of access to high-quality

and equitable care, and lack of continu-

ous health coverage or access.8

How do we begin to address these

problems?A focuson systems insteadof

individuals is key. And policy actionmust

focus on drivers that have an outsize

impact on health and well-being, includ-

ing economic stability, neighborhood
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and physical environment, food security,

and community safety. Health care cov-

erage and access to systems of high-

quality prenatal care are critical; how-

ever,wecannotexpecthealthcare to “fix”

or make up for nonmedical contributors

during nine months of prenatal care.

Policies must be informed by a deep

understanding of historical structural

inequities and incorporate the perspec-

tives and solutionsofBlack pregnant and

birthing people and their communities.

We need policies that advance health

coverage beyond pregnancy and make

investments in equity-oriented primary

health care.9 Because more than half of

pregnancy-related mortality is prevent-

able, targeted improvements to health

coverage and care—including services

that address physical, reproductive, and

behavioral health needs—can help

reduce mortality disparities.

Across the life course, greaterattention

to preventive and primary health care

1. WHY are Black people experiencing higher rates of maternal mortality?

• Eclampsia/preeclampsia (PEC)
• Postpartum cardiomyopathy (CV)
• Obstetric (OB) embolism

• Increased co-morbidities and stress
• Delays in reaching and accessing care and diagnosis
• More severe symptoms and more advanced disease

• Less access to care overall (including primary care)
• Concentrated use of hospitals with poorer quality indicators
• Not listened to by providers

• Structural/internalized racism - intersectionality 
• Residential segregation - access to poorer quality hospitals, insurance 
coverage disparities
• Implicit and explicit bias of providers
•  Disproportionate impact of social determinants of health (SDOH)

2. WHY do Black pregnant and birthing people have higher death rates of 

from PEC, CV, OB embolism (despite being 60%–70% preventable)?

3. WHY do Black pregnant and birthing people not receive risk 

appropriate care based on standards?

4. WHY do these factors (decreased access, etc.) dispro-

portionately affect Black birthing people?

5. Why?

• Legacy of systemic racism, hierarchy of human value entrenched in 
policies and practices affecting health and health care

FIGURE 1— The 5 Whys: Understanding Root Causes of Maternal Mortality
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and health coverage is necessary. Med-

icaid expansion provides coverage for

people who lack the resources to pay for

health care out of pocket. Extending

Medicaid postpartum coverage one full

year is urgent. Under the American Res-

cue Plan Act, all states can extend Med-

icaid postpartum coverage for one year.

Medicaidpays for nearly half of USbirths,

and in some states upward of two thirds.

Yet for many, pregnancy-related Medic-

aid coverage currently extends only to 60

days postpartum. Too many people who

lose their Medicaid coverage shortly

after a birth simply fall through the

cracks.

Improving quality, safety, and equity of

care must be a priority. Delays in recog-

nition, diagnosis, or treatment are key

aspects of these inequities. Multiple

studies have pointed to the rates of

“failure to rescue” (death in the setting of

severe morbidity), which disproportion-

ately affect people of color.10 Other

studies find differences in access to

critical care interventions11 and unman-

aged underlying health conditions,

including cardiovascular disease, infec-

tions, and metabolic disorders.12

Addressing these delays requires

understanding why systems allow Black

people to experience these delays dis-

proportionately. Better recognition of

and accountability for inequities in these

delays and missed diagnoses are

essential. As the authors note, imple-

menting safety bundles to standardize

care and increasing awarenessmayhelp

address this issue. Additionally, a closer

examination is required of how medi-

cine and nursing are taught, and of the

guidelines and tools employed in clinical

decision-making. Moreover, it also

involves implementation of routine

patient experience measures that can

quantify experiences of racism and dis-

crimination in obstetric settings to build

accountability and support quality

improvement through an equity lens.13

We know there are real, concrete

steps we can take to put the United

States on the path to an antiracist,

equitable health care system where

people of color have the necessary

ingredients for a thriving existence that

results in healthy pregnancies and

births. Let’s change the narrative, tackle

the root causes head on, and accelerate

the pace of change.
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