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Abstract

Neonatal patients and families from historically marginalized and discriminated communities have
long been documented to have differential access to health care, disparate health care, and as

a result, inequitable health outcomes. Fundamental to these processes is an understanding of

what race and ethnicity represent for patients and how different levels of racism act as social
determinants of health. The NICU presents a unique opportunity to intervene with regard to the
detrimental ways in which structural, institutional, interpersonal, and internalized racism affect
the health of newborn infants. The aim of this article is to provide neonatal clinicians with a
foundational understanding of race, racism, and antiracism within medicine, as well as concrete
ways in which health care professionals in the field of neonatology can contribute to antiracism
and health equity in their professional careers.

PRACTICE GAP

Concrete interventions that advance antiracism within the field of neonatology are required to
address neonatal racial/ethnic health inequities and improve care and outcomes for historically
marginalized patients and families.

INTRODUCTION

Although the role of racism in every aspect of life in the United States has been well-
researched and documented for decades, (1)(2) the murder of George Floyd on May 25,
2020, ignited a cultural movement in American society to address systemic racism in
concrete ways. (3) Antiracism, the process of actively identifying and opposing racism, can
be applied to all fields of medicine, including neonatology. (4) In this article, we provide a
comprehensive (though not exhaustive) compendium of possible approaches neonatologists
and other neonatal health care professionals may take to conduct antiracist work throughout
many aspects of their careers.

BACKGROUND AND RATIONALE FOR ANTIRACIST WORK

Racism and Social Determinants of Health

According to the Centers for Disease Control and Prevention Healthy People 2030 report,
“Social determinants of health (SDOH) are the conditions in the environments where people
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are born, live, learn, work, play, worship, and age that affect a wide range [of healthcare],
health [outcomes], functioning, and quality-of-life outcomes and risks.” (5) SDOH can be
grouped into 5 major domains: 1) economic stability; 2) education access and quality; 3)
health care access and quality; 4) neighborhood and built environment; and 5) social and
community context. Recognition of SDOH can lead to a better understanding of how social
context affects biologic risks and outcomes. (5)

A focus solely on “determinants,” however, fails to recognize that the distribution of SDOH
among the population is not random. (6) Instead, social, economic, and political systems
distribute these “determinants” inequitably across the population. Black, indigenous, and
people of color are more likely to experience reduced access to health care, receive

care in lower quality hospitals, live in neighborhoods with more risks and fewer

resources, have increased exposure to environmental pollution, be overcriminalized, and
have diminished access to employment and wealth opportunities. (7)(8) The inequitable,
racialized distribution of SDOH in the United States highlights the prominent role of racism
as a key factor in SDOH. (9)

Race is a social construct and has no basis in genetics or biology. (10)(11) Race emerged as
a concept when European explorers encountered individuals in the “New World,” and sought
to establish a human classification system, defined by physical appearance and skin color, to
construct hierarchies of power and consolidate power in the dominating group (white race).
(10)(12) As noted by the evolving classifications of race in the United States census, race is
not biologic, genetic, or natural, but instead evolving and responsive to sociopolitical forces
that continue to reinforce and normalize whiteness as dominant over all other groups. (13)

Racism refers to the discrimination, marginalization, and/or oppression of people of color
through the use of policies, ideas, and actions that differentially structure opportunity,
behavior, and risk for nonwhite individuals. As defined by leaders in the field including
epidemiologist and physician Dr Camara Jones, racism creates a system that restricts

the lives of nonwhite individuals and communities while creating advantage for white
communities. (1)(14)(15) Dr Jones defined 3 types of racism: 1) institutional, 2)
interpersonal, and 3) internalized. (16) More recently, others have defined structural racism
separately from institutional racism. (17) Structural racism is the “totality of ways in

which societies foster racial discrimination through mutually reinforcing systems of housing,
education, employment, earnings, benefits, credit, media, healthcare, and criminal justice.”
(18) The inequitable distribution of police violence and killing of black men, women, and
children, the disproportionate number of incarcerated black and Hispanic/Latinx individuals
compared to white individuals, and the lack of representation in media, all represent forms
of structural racism.

Institutional racfsm refers to the “processes of racism that are embedded in laws ..., policies,
and practices” within specific societal institutions. (19) For example, de jure housing
discrimination (ie, “redlining”) codified inequitable access to mortgages for homeownership,
thereby restricting subsequent wealth attainment and upward mobility. (20)(21) Institutional
and structural racism, through their normalization of a racialized world, are not actively
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inflicted by individual perpetrators. Similarly, complicity in the system may not be
immediately apparent. (16)(18)

Interpersonal racism refers to personally mediated prejudice, assumptions, beliefs, and
discrimination, as well as differential behaviors and actions, based on race. Interpersonal
racism can be intentional or unintentional. Microaggressions experienced by health care
professionals of color due to implicit biases, such as when a clinician of color’s presence or
title is questioned, are an example of interpersonal racism. (22)

Finally, internalized racismis defined by members of minoritized groups accepting
“negative messages about their own abilities and intrinsic worth.” (16)(18) These 4 pillars
of racism work together to perpetuate and normalize race-based inequity, including in the
inequitable distribution of SDOH.

As a result of racism in its many forms, racial and ethnic inequities, unexplained by genetic
associations, exist in perinatal and neonatal health and health care. Black infants are more
than twice as likely to die in the first year of age compared to their white counterparts, and
the gap is widening. (23) Pregnant patients who identify as black or Hispanic/Latinx receive
care in lower quality hospitals and have higher rates of preterm birth and low birthweight
infants. (24) Black and Hispanic/Latinx infants admitted to NICUs have been shown to
receive lower quality of care, have lower patient satisfaction scores, and have decreased rates
of postdischarge high-risk infant follow-up. (25)(26)(27)(28)(29)(30)(31)(32)(33)(34)(35)
Studies have begun to explore how the inequitable racialized distribution of the SDOH, as a
result of racism, explains these inequities. (23)(36)(37)(38)(39)(40)(41)(42)(43)

Conceptual Understanding of Antiracism

Antiracism has been defined most prominently by the historian Dr Ibram Kendi as support
for and concrete actions toward the creation of policies aimed at dismantling ideas and
structures that produce and normalize racial inequalities. (1) The concept of antiracism
tackles the historical and present-day inertia that has allowed entrenchment of racism
throughout society. (44) It recognizes that societal problems are rooted in power structures
and policies rather than individuals or groups of people. Antiracism embodies an active
process to redistribute and equitably share power by changing systems, organizational
structures, funding, policies, practices, leadership, and culture. (45) The emphasis is on
naming racist policies and actions and taking active steps for change rather than stances,
statements, or generalizations. (46)

Applying antiracism in medicine is considered not only a moral imperative but also an
efficient one that can help ensure that every aspect of health care, from clinical practice to
public health to medical innovation, is equitable. (45) However, the application of antiracism
in medicine requires a recognition of the role racism plays in the lives of individual health
care professionals as well as within health care systems. (47) Ownership of the many
avenues by which racism adversely affects health is fundamental to antiracist work within
medicine. This article will describe how to operationalize antiracism in neonatology.
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The NICU as an Optimal Setting for Antiracist Work

The field of neonatology is particularly well-suited for antiracist work for 3 main reasons.
First, racial/ethnic disparities in fetal and infant health outcomes have been well-described
for decades, and both have a major impact across the lifespan and contribute to lifelong
health inequities. (48)(49) Many SDOH that are concentrated in black, indigenous, and
people of color communities affect the risk of preterm birth and low birthweight, (50)
which in turn drive disparities in infant mortality in the population. (51) Mitigating racial/
ethnic disparities in perinatal and infant health outcomes requires an understanding of the
downstream pathophysiology that leads to preterm labor, preeclampsia, poor fetal growth,
and infant death. Neonatologists and other neonatal health care professionals have extensive
clinical and academic expertise in these pathophysiologic processes as well as the care of
newborns that can be leveraged to ensure the validity of research questions and interventions
that aim to address infant health disparities. However, to do so, neonatal physicians and
other clinicians must engage in this type of research and implementation science.

Second, racially minoritized families face disproportionate exposure to the NICU setting
given the high rates of preterm birth and low birthweight in these communities. Having an
infant in the NICU can cause significant parental stress and trauma. (52)(53) However, this
stress is further compounded by ongoing stressors related to socioeconomic status (54) and
financial insecurity, interpersonal discrimination, and other SDOH. (42)(55) The association
between chronic stress and adverse health outcomes—including racial/ethnic disparities

in birth outcomes—is well-documented. (56) Therefore, recognizing, acknowledging, and
addressing such intersectional stressors, many of which are deeply rooted in structural,
institutional, and interpersonal racism, is antiracist work.

Finally, the NICU experience occurs during a critical phase of infant development as

well as the development of the parent-infant dyad relationship. Given the existing and ever-
increasing knowledge about the impact of early life adversity on neural, endocrine, immune,
metabolic, and epigenetic processes, (42)(53) antiracist interventions in the NICU have the
potential to improve long-term health trajectories for patients and their families. This is
especially true if interventions are based on an equitable “follow-through” approach that
recognizes the responsibility of NICU professionals toward addressing SDOH for infants
even after discharge from the NICU. (57) The NICU stay thus represents an opportunity to
intervene on systemically racist structures, institutionally racist policies, and interpersonal
instances of implicit and explicit bias that may be affecting entire families.

APPLICATION OF ANTIRACISM TO NEONATAL HEALTH CARE

Neonatal professionals can contribute to antiracism regardless of the roles they play in
academic and health care settings (Fig 1). Below are concrete strategies that could be
explored within each sector of neonatal medicine.

Antiracism in Medical Education

Contributing to antiracism through education can be accomplished in 3 main ways: through
continual self-education; through the creation of new curricula for medical students,
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trainees, and staff; and through reform of existing structures and processes in medical
education. To begin, self-education is fundamental and requires an acknowledgment that
gaps in one’s personal understanding may exist either because of lack of awareness or
because of implicit biases. Scholars had been writing and speaking about the historical

and present-day impact of racism on health care and health outcomes long before the
increased social awareness movement of 2020. (16)(58)(59) However, the past year has
led to a flourishing of such literature and multimedia resources. Professional organizations,
including the American Academy of Pediatrics, have created compilations of primary and
secondary data, (60) published policy statements, (61) and released podcast material (62)
intended to educate readers and listeners about the impact of racism on pediatric health.

Such material can be used to not only “teach the teachers” within health care and medicine,
but also to develop longitudinal curricula for medical students, trainees, and staff. There
remains a dearth of evidence as to best practices for how to incorporate concepts of

racism, bias, and antiracism into medical curricula. (63)(64) This includes training on

how to respond when micro- and macroaggressions related to discrimination and racism

are witnessed in the medical workplace so that medical personnel feel empowered and
knowledgeable to function as involved “upstanders” rather than passive bystanders. (65)
(66) However, such curricula must be implemented broadly in medical schools, residency,
and fellowship programs, as well as graduate health care programs for nurses, respiratory
therapists, physical and occupational therapists, and other health care clinicians. This
includes not only education of new staff in all these arenas but also in continuing education
programs and maintenance of certification curricula. Much work remains to be done in

this arena. A recent analysis of pediatric general and subspecialty board examination
content specifications revealed that only 2 subspecialty content specifications addressed
implicit bias. (67) Within the American Board of Pediatrics (ABP) preparatory information
provided for the neonatal-perinatal medicine certification examination, only 2 of 875 content
specifications currently address issues of race, ethnicity, and health. (67) One is worded

as knowing the relationship between the ethnic origin of the parents and risk for specific
genetic conditions in an infant. The second asks learners to know the range of normal serum
bilirubin concentration and the effects of an infant’s age, race, and feeding circumstances on
serum bilirubin. To date, no pediatric examination content specifications address racism in
any form as a contributor to health outcomes.

Neonatal medicine educators can also engage in antiracism by reforming current ways

in which students are taught to think about the relationship between race/ethnicity and
health. The 2 ABP neonatal-perinatal medicine content specifications that currently allude
to race test physiologic associations based on race; they do not test for an understanding
of the root causes of race functioning as a risk factor for pathology. (67) Genetic
explanations for racial disparities in disease are common in medical curricula despite the
growing understanding of race as a sociocultural construct and imperfect proxy for social
determinants of both health and ancestry. (68)(69) Indeed, race is commonly misrepresented
in medical curricula and examination preparatory materials such as widely used question
banks, as it is usually presented in imprecise uncontextualized ways that pathologize racial
groups themselves. (68)(70) For instance, students may be taught that black patients have
higher rates of hospital readmission without discussion of the underlying structural causes

Neoreviews. Author manuscript; available in PMC 2023 January 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Montoya-Williams et al. Page 6

for these disparities or they may observe African patients being incorrectly described as
African American. Both of these examples have the potential not only to miseducate

but also to perform microaggressions against black learners. (70) Thus, neonatal medical
educators have significant opportunities to critically examine existing curricula, correct
previous educational missteps, and create new content that reflects a more accurate and
thus useful understanding of race and ethnicity and how it relates to neonatal and infant
health outcomes. The ABP recently amended its strategic plan, adopted an antiracist action
agenda that targets these previous educational shortcomings, and is working to implement
new action steps aimed at antiracism within pediatrics. (71) Participation of neonatal
professionals in such reforms will be crucial.

Antiracism in Clinical Care

Incorporating antiracism in clinical care fundamentally requires an understanding of the
causal pathways by which racism, segregation, and inequality affect both the care we offer
infants and the health outcomes they experience. In a seminal piece discussing interventions
to reduce racial/ethnic inequities in preterm birth, Beck and colleagues propose concrete
strategies to address the 3 main causal pathways they identified. One strategy to address the
disproportionate preterm birth risk among black patients is equitable access to high-quality
prenatal care for high-risk patients with maternal-fetal medicine physicians who can provide
therapies, such as cerclage, when indicated. (42) To address the socioeconomic disadvantage
NICU families disproportionately experience, neonatal programs could work on bolstering
discharge planning and early intervention programs. Finally, NICUs might begin to address
the lower quality of care minoritized infants have been shown to receive (30)(32) by
instituting disparity dashboards to track care delivery and outcomes by the race, ethnicity,
and preferred language of an infants’ family (often referred to as REaL data). (72)

Clinical dashboards that display REaL data can assist NICUs in ensuring that existing

and new algorithms do not inadvertently perpetuate or widen disparities in quality of

care or outcomes. Such “intervention-generated inequalities” have been found among
adult inpatients and after certain major public health campaigns but are poorly studied

in neonatology. (73) Clinical algorithms used for diagnostic or management purposes that
adjust or correct for race may be even more problematic, as there is evidence that these
may contribute to new disparities and inequities in access to care and outcomes. (74)
Racial/ethnic standards for fetal growth are 1 example in the field of perinatology where
race-based corrections exist. (75) It has been posited that racial/ethnic corrections for fetal
growth rate patterns may be masking underlying socioeconomic and sociopolitical factors
that affect fetal growth, which may contribute to birthweight disparities. (76) Such questions
are critical for neonatal clinicians to consider, study, and address.

Antiracism in Quality Improvement

As with diagnostic algorithms or practice guidelines, quality improvement (Ql) initiatives
have the potential to leave disparities unchanged or widen them, especially if stratified

data are not monitored. (77) QI offers a compelling approach to improve disparities with
targeted antiracist, inclusive interventions, aiming to reduce a disparity. Specifically, equity-
focused quality improvement (EF-QI) (73) offers an action-oriented framework whereby
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equity is integrated throughout a QI initiative at every stage to address a disparity, from the
development of a smart aim to identifying drivers to designing and testing change ideas.

After identifying a disparity, intentionality in mapping key stakeholders to include patients,
families, and relevant community partners, with a focus on the group(s) experiencing the
disparity, is critical to EF-QI. Stakeholders collaboratively brainstorm root causes focusing
on systems, processes, and policies, specifically identifying sources of structural racism.
(78) These reflective and in-depth discussions among stakeholders can help QI teams design
and prioritize targeted antiracist interventions centered around the patient and family voice.
EF-QI initiatives are essential to further a culture of equity and antiracism and place the
value of equity similar to that assigned to patient safety.

For example, black-white disparities in breastfeeding rates have been widely documented
in the literature and locally in individual units, prompting several QI initiatives aimed to
improve breastfeeding rates, especially among black patients who are experiencing this
disparity. (31)(79) A multidisciplinary stakeholder group is assembled, including patients
who identify as black or African American and community partners who are dedicated to
empowering and serving black patients. Qualitative work and interdisciplinary discussions
on root causes, specifically drivers of racism and bias within the health care system, inform
potential interventions that are subsequently prioritized with stakeholder input. This process
centered around the lived experience of black patients and community partners helps teams
develop targeted, antiracist interventions that can be tested and refined through plan-do-
study-act cycles and potentially implemented in the future.

Antiracism in Research

Although there has been an explosion of health disparities literature in the last decade,
research has predominantly focused on identifying or understanding disparities. (80)
Conversely, research aimed at achieving health equity, especially in the field of pediatrics,
has significantly lagged. (80) Antiracism in research requires an understanding that
conducting studies focused on exploring health disparities is not necessarily synonymous
with anti-racist health equity—driven research. That is because health equity requires

the creation and application of concrete goals and processes to move society toward

the elimination of health disparities. (80) This requires prioritizing “third- and fourth-
generation” research that seeks to solve existing disparities and evaluate the effectiveness
of interventions, respectively. (81)

Antiracist research requires thoughtful use of race as a variable in human studies. Clear
standards for how to use race in research studies are lacking and as such, it has been
frequently interrogated in ways that are conflicting, ineffective, and even misleading. (82)
Race and the related, though distinct, concept of ethnicity, are important variables that

must be understood as proxies for socioenvironmental systems, processes, interactions,
opportunities, or ancestral heritages that are more challenging or impossible to measure. (69)
(82) Until recently, there has been no expectation that scientists and authors state the reasons
for exploring racial/ethnic differences in their study outcomes, or name what upstream driver
of health might be represented as a proxy by race. (82) Given the increasing realization of
the dangers of such uncontextualized research questions in upholding racial health inequities
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or even bolstering implicit bias, some journals have begun to update guidelines with respect
to reporting on race and ethnicity. (83)(84)(85)

Neonatal researchers should ensure that conceptual frameworks are grounded by an
understanding not only of what race may be serving as a proxy for but also that they

are informed by the academic experience of scholars of color and the lived experiences

of people of color. (82)(86) Work framed in this way is critically needed in the perinatal
space; there are many unanswered questions regarding the impact of racism on neonatal
health care delivery and neonatal outcomes. Few articles specifically examine racism in the
NICU, (36)(73)(87) and none evaluate best practices or interventions for how to dismantle
structural, institutional, interpersonal, or internalized racism that affect NICU patients and
their families. Finally, antiracist research also necessitates that findings be connected back
to the communities and people whose lives the study aimed to describe or improve. (80)
Science dissemination efforts are critically important to antiracist research, both for the
purposes of feedback and also to increase the likelihood that scientific findings translate into
measurable changes in peoples’ lives.

Antiracism in Academic and Health Care Administration

One of the most important ways to engage in antiracist work in a health care setting

or academic institution is by diversifying every level of the workforce. The benefits of
diversifying the medical workforce are well-documented: it increases group performance;
(88) promotes cultural awareness and humility; increases access to racially and culturally
concordant care; increases overall health care coverage of marginalized patient populations;
mitigates provider bias issues; and improves patient experiences and satisfaction in health
care systems. (89)(90)(91) In short, creating a diverse workforce is foundational to
repairing the hard-earned mistrust of medicine and institutional health care that exists
among many minoritized communities. (89)(91) It is important to remember that there

are various mechanisms that interrelate to create a nondiverse workforce; in particular,
administrative committees should examine whether they are experiencing low applicant
diversity, appointment biases, departure biases, or a combination of all 3. (88) Addressing
retention issues and departure biases in particular will require critical evaluation of the
workplace culture that exists within divisions and an acknowledgment that micro- and
macroaggressions are a common experience for people of color in health care. (92) Each of
these factors will require its own distinct set of strategies along with leadership buy-in to
enact such strategies, including protected, recognized time to do so, especially given how
often underrepresented minoritized health care professionals and academicians get called to
do such work at the expense of time for their own individual career goals and promotion
metrics. (93) It will also require a distinct look at the diversity of people in subsectors of a
division or department, such as the diversity of those who hold leadership positions, receive
lecture invitations, or are invited to sit on expert panels.

Documenting both historical and ongoing trends in workforce diversity is an important first
step. A survey conducted in 2018 of over 500 neonatologists across the country found that
only 10% self-identified as belonging to a racial/ethnic group that is underrepresented in
medicine. (94) According to the most recent data released by the Accreditation Council
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for Graduate Medical Education, the percentage of neonatal-perinatal medicine fellows in
the 2019-2020 academic year who self-identify as a race or ethnicity underrepresented in
medicine was 14%,; disaggregated data show an especially severe lack of representation
from American Indian/Alaska Native and Native Hawaiian/Pacific Islander communities
(Fig 2). (95) However, these cross-sectional data belie the fact that the proportion of
underrepresented minoritized neonatal-perinatal medicine fellows may be diminishing over
time, as was shown by Montez et al in a recent examination of racial/ethnic trends among
pediatric trainees from 2007 to 2019. (96)

Finally, workplace diversity does not exclusively apply to physicians in neonatology but
also to all health care personnel (or staff) within our field. Given the critical roles that all
members of large neonatal multidisciplinary teams play, workforce diversification should
also be prioritized among advanced practice professionals, nurses, pharmacists, respiratory
therapists, occupational/physical/speech therapists, social workers, lactation consultants,
dieticians, and all other allied health professionals. Administrative committees should thus
endeavor to collect and continuously track more comprehensive data on the diversity of all
personnel who work in NICUs.

Another critical venue for antiracist work is academic reform, specifically the paths

to promotion, tenure patterns, and existing success metrics. Racial/ethnic disparities in
scientific publications, teaching evaluations, and extramural funding have contributed to the
lack of diversity in senior positions in academic medicine and health care institutions. (97)
(98) This may be due in part to the “minority tax” experienced by many underrepresented
faculty, which refers to the time spent assisting with institutional diversity, equity, and
inclusion work at the expense of time invested in other activities traditionally prioritized

by promotion and tenure committees. (93) Relatedly, underprioritization and underfunding
of the advocacy, service, mentorship, community outreach, and media/dissemination efforts
that underrepresented minoritized individuals are more likely to conduct can also affect their
long-term academic success to the detriment of diversity goals in academic medicine. (97)
The ongoing COVID-19 global pandemic has highlighted the need for clear public health
messaging, strong community engagement, and trust-building efforts between the medical
community and the lay public. (99) As such, these types of activities merit comparable
consideration and weighting by promotion and tenure committees. (97) Neonatal divisions
can evaluate metrics of success and search for evidence of disproportionate penalization of
their underrepresented team members with respect to service, promotion, or compensation.
However, this will require departmental/unit-wide buy-in. Prioritizing the antiracist work
that neonatologists and other neonatal health care professionals are doing through academic
policy reform is antiracist work itself.

Antiracism via Community Engagement

Central to antiracist work is the lived experiences of the groups experiencing racism. The
voices of racialized families and community stakeholders are thus essential to making
antiracist projects authentic and effective. (100) Projects can (and often do) miss the
mark when such perspectives are not incorporated at every step, beginning with project
conception. Furthermore, NICU parents may be particularly motivated to participate in
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research as a way to cope with their own experiences and contribute to positive change.
(101) However, meaningfully integrating families and community partners into scholarly
projects requires 2 main components. The first is to take concrete steps to create an inclusive
environment to ensure that stakeholders feel valued, respected, and welcome. This may
require eliciting feedback about ways in which academic or health care environments have
not felt inclusive in the past. Secondly, antiracist integration of community partners also
means that all stakeholders benefit from the work in tangible and intangible ways. For
instance, family and community partners could be included as coauthors on abstracts,
talks, and scientific papers. Most importantly, they should be compensated for their time,
expertise, and perspectives. This will entail building in funding for such compensation
into departmental budgets and grant proposals. For example, funders can formalize an
expectation of including family and community stakeholders by requiring applicants to
describe how they will collaborate with and compensate diverse community members as
research partners. (86)

Importantly, family and community alliances can help bridge the differences between

health care sectors and the communities experiencing racism in ways that build trust

and ensure academic projects and institutional initiatives are responding to community
needs in safe and respectful ways. Community collaborations have been most widely

used by the primary care sector. (102) However, neonatologists and other neonatal care
professionals engaged in research, policy, and QI work can and must begin to conceptualize
ways in which diverse family and community voices can be included to improve upon

the perinatal work undertaken in hospitals, newborn nurseries, and NICUs. For instance,

the perspectives of minoritized outpatient doulas, lactation consultants, birthing support
people, and birth parents can be invaluable to EF-QI initiatives aimed at improving inpatient
postpartum breastfeeding support. (79) Ultimately, collaboration with family and community
stakeholders can bolster every aspect of antiracist work discussed in previous sections if
concrete steps are taken to ensure that it is done in an equitable, inclusive, and just manner.

CONCLUSIONS

Racism affects health and health care in various ways, from macrostructural forces related
to governmental policies down to the ways in which interpersonal discrimination and bias
become internalized in individuals and communities of color. The field of neonatology

and the care provided to infants in newborn nurseries and NICUs are not immune to

these processes; rather, a comprehensive view of racism helps explain the pervasive

and recalcitrant perinatal and neonatal health disparities that exist among minoritized
communities. As such, it is incumbent upon neonatologists and other neonatal professionals
to acknowledge, understand, and intervene on the various pathways by which racism affects
health. Actions and interventions that tackle racism at all 4 levels (structural, institutional,
interpersonal, and internalized) can be incorporated into all aspects of work undertaken

by all neonatal health care professionals in practical and measurable ways (Fig 3). (3)
When such work is approached with an attitude of cultural humility that prioritizes lifelong
self-evaluation and critique, rather than an expectation of learned cultural competency;,
(103) the impact is magnified. In short, choosing to integrate antiracism into the work
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we do for infants is synergistic to our field’s mission to provide high-quality, equitable,
family-centered care to optimize outcomes.
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Figure 1.
Sectors of neonatal-perinatal medicine and health care through which care providers can

contribute to antiracism.
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Self-Reported Race/Ethnicity of Neonatal-Perinatal Fellows vs. Pediatric
Residents, 2019-2020
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Figure 2.
Self-reported race/ethnicity of active neonatal-perinatal medicine fellows and pediatric

residents in the United States in the 2019-2020 academic year.
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STRATEGIES TO TACKLE RACISM AT EVERY LEVEL
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Figure 3.
Strategies neonatal clinicians can undertake to tackle each level of racism within

neonatology.
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