
Addressing racial disparities:
Time for action

Events over the last two years, including the Black Lives Matter movement
and the COVID-19 pandemic, have brought racial disparities to the forefront
and placed a spotlight on the link between systemic racism and health. These
pivotal events have culminated in renewed focus and sincere efforts to
address racial disparities across health disciplines including maternal health.
In response, the American College of Obstetricians and Gynecologists
(ACOG), Royal College of Obstetricians and Gynaecologists, UK (RCOG),
and the Society of Obstetricians and Gynecologists of Canada (SOGC)
have committed to eliminating racial disparities in women’s healthcare. We
in the Obstetric Medicine care-provider and research community must join
these efforts. In this editorial, we outline an agenda for our community, for
real-world action to address racial disparities.

Defining the problem: racial disparities
and maternal health outcomes
Health and health care disparities are differences in health, quality of
health care and access to health care between groups that stem from
broader inequities such as social, economic, and/or environmental
disadvantage. Globally, racial disparities in maternal health out-
comes are pervasive and have been widening in countries like the
United Kingdom (UK) and United States (US). The most recent
Confidential Enquiry into maternal deaths in the UK MBRRACE
(Mothers and Babies Reducing Risk Through Audits and
Confidential Enquiries) 2021 report on maternal mortality, found
that compared with White women, maternal mortality was four
times higher among Black women, and twice as high among each
of Asian and mixed-ethnicity women.1 In the US, Black women
have the highest pregnancy-related mortality rates, followed by
Indigenous women and Hispanic women.2 A 2016 study of 10 popu-
lations carried out by the Lancet-Lowitja Institute Global
Collaboration found that globally, Indigenous women consistently
had higher maternal mortality rates.3 In addition, rates of severe
maternal morbidity and other pregnancy complications, such as
preterm birth and hospital re-admission, are also higher in racial
and ethnic minority pregnant and postpartum women.4–6

Understanding the contributors of racial
disparities
Disparities are a complex and multi-dimensional phenomenon with mul-
tiple pathways contributing to their occurrence. There is mounting evi-
dence that race is not a reliable proxy for genetic difference. Simplifying
disparities in outcomes to genetics only without deeper examination
ignores the fact that relationships between race and health reflect enmeshed
social and biologic pathways. Systemic racism, structuring opportunity and
assigning value based on race that unfairly disadvantages some individuals
and communities and advantages others, has entrenched racial and ethnic
minority women in cycles of marginalization and inequality. Racial and
ethnic minority women disproportionately experience social, structural

and environmental stressors that are frequently rooted in historic and
present-day racism.

Physiologically, as a consequence of the cumulative effects of racism
and its associated stress, racial and ethnic minority women experience
“weathering” or early health deterioration putting them at higher risk for
poor obstetric outcomes.7

Racism has emerged as a social determinant of health that may
explain unmeasured factors that mediate the relationship between eth-
nicity and outcome that persists after adjustment for traditional con-
founders. For example, in New York City, a Black woman with a
college degree is nearly three times more likely than a White woman
with a high school degree to develop a severe maternal morbidity
during her delivery hospitalization, demonstrating that some social
determinants of health like education do not fully explain the differ-
ence in outcomes.8 A growing body of research is now focusing on
racism, discrimination and bias in maternal health care and their asso-
ciation with lower quality of care delivered. A recent national cohort
study and confidential enquiry from the UK compared the quality of
care received by women from different racial and ethnic groups and
found multiple areas of bias including microaggressions affecting
their care.9 Recently, there have also been reports of Indigenous preg-
nant women in Canada experiencing mistreatment and racism and not
receiving adequate and timely care resulting in maternal and infant
deaths.10,11

Actionable steps
Below we present six areas for action. While these can apply across dis-
ciplines of medicine, we highlight strategies specific to Obstetric
Medicine.

Implicit bias education and training
Developing awareness of inequalities within our own services and ques-
tioning whether the way we deliver care unconsciously disadvantages dif-
ferent groups of women is an important and immediate action that we can
take. It is critical for each of us to have formal unconscious bias training,
now readily available online through different organizations if not already
part of one’s mandatory annual training. At a minimum, Obstetric
Medicine fellowship programs should reinforce this training as part of
their curricula and strive towards making it a professional competency.
Recently, states like California and Michigan have introduced legislation
to make implicit bias training mandatory for healthcare professionals
such as nurses.

It has been recognized that racism is embedded in medical educa-
tion, and therefore, we should all take steps to examine our curricula,
to ensure that they do not perpetuate racialized stereotypes and to be
more inclusive, such as by using examples and photographs of racial
and ethnic minority? women. We need diverse contributors to
develop and review medical education curricula. Alongside, it is
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important for us to understand the prevalence of issues of racism in our
learning environment and work towards building a work culture of
equity.

Diversity and inclusion
It is essential that Obstetric Medicine faculty and trainees represent a range
of perspectives, backgrounds, and life experiences, and reflect the diversity
of the women we serve. Lack of racial concordance between physicians
and women has been linked to health disparities and inequities.12

Encouraging and supporting a collective of Obstetric Medicine providers
from racial and ethnic minorities can be an important step towards building
collaboration and a means for advocacy for the communities they serve.
The Association of Black Cardiologists in the United States is an
example of a successful collective.

To develop diverse Obstetric Medicine divisions, it will be critical to
mentor medical students as well as senior trainees from racial and ethnic
minorities to pursue Obstetric Medicine. Similarly, ensuring equitable
representation of racial and ethnic minority trainees and faculty in hospital
committees, professional societies and clinical initiatives will be an import-
ant step in building diverse and inclusive divisions. Finally, we have to
support racial and ethnic minority scientists and researchers to collaborate
with and lead Obstetric Medicine research.

Studying disparities
In our research and quality improvement efforts, we need to accurately
capture race and ethnicity data and report outcomes and quality metrics for
different racial and ethnic groups. Specific to Obstetric Medicine, research
is needed to examine the intersection between Obstetric Medicine and
racial and ethnic disparities. To best serve our global obstetric medicine com-
munity, research focused on comparisons between countries will be useful.

Many of us participate in local, regional and national mortality and
morbidity review committees and we should insist that contribution of
racial discrimination is included in the review process. In the US, structural
racism, interpersonal racism, and discrimination have all been added to the
Maternal Mortality Review Information Application (MMRIA) to allow
the systematic tracking of the contribution of racism to maternal mortality
and allow a greater standardization of its identification.13

Throughout, it is critical that we directly engage racial and ethnic groups
and communities in addressing their key health concerns and in interpreting
our findings, at minimum through public and patient involvement and
engagement, as well as through formal qualitative methodologies.

Delivering contextually tailored care
The core of addressing, reducing and eliminating racial disparities is to recog-
nize that care should be tailored to the specific needs of the woman. The recent
national cohort study and confidential enquiry from the UK identified lack of
individualized care as a contributor to maternal mortality and found that racial
and ethnic minority women were treated inappropriately due to deliberate and/
or unintentional lack of recognition of their cultural needs.9 When delivering
care to racial and ethnic minority women, we need to consider the broader
sociopolitical environment within which they live, and the role of their families
and community networks in optimizing their health and wellbeing. For
example, birthing on or near traditional territories in the presence of
family and community is of foundational cultural and social importance
for Indigenous Peoples in Canada yet long-distance travel for birth is a
reality for many because of closures of obstetrical services in rural areas.14

While in the short term, we can work on delivering contextualized and
tailored clinical care, our long-term goal should be to ensure that our

organizational policies and clinical guidelines reflect the needs of different
racial and ethnic minority women.

Strengthening postpartum care
We, in Obstetric Medicine, are in the unique position to care for women
through the continuum from pre-conception to the postpartum period.
After women have completed their six-week postpartum care with their
maternity providers, we continue to follow them for their medical needs
for weeks to months and it is in the time that we can make a significant dif-
ference in addressing racial disparities and improving health outcomes in
the long term.

Data from the US shows that attendance of postpartum visits by racial
and ethnic minority women is low.15 A large proportion of racial and ethnic
minority postpartum women, especially low-income women, face barriers
such as housing insecurity, lack of transportation, and child-care concerns
to name a few.16,17 A first step in addressing this would be to implement
routine screening for these barriers during our clinical visits so that we
can identify women who need support. Broadening our collaboration
with patient care navigators, community health workers, and social
workers will be integral to addressing these barriers and coordinating com-
prehensive postpartum care. Literature from other areas of medicine such
as cardiology and pediatrics has demonstrated that non-English speaking
patients have worse outcomes. Therefore, it is important to ensure appro-
priate translator services during postpartum visits.

Culturally responsive and community-driven home visiting programs
and mobile van programs can allow us to “meet women where they are”.
We can harness the experience from the COVID-19 pandemic and offer
the option of virtual visits, remote self-monitoring, and other innovative
routes of communication. This is of particular importance postpartum, to
facilitate the transition to primary care given that racial and ethnic minority
women are disproportionately affected by long-term medical problems,
including obesity, hypertension and diabetes mellitus.

Advocacy
There are many ways for us to be involved in advocacy beyond our indi-
vidual patient care, teaching, and research. These may include contributing
our expertise on relevant committees, writing Op-Ed/opinion pieces in our
local media, or getting involved on social media platforms our patients use.
Stories are powerful tools to raise awareness and mobilize for change. We
can engage with policy makers by providing subject matter expertise that
can help create just legislation and the development of women centered
policies especially around affordable and accessible postpartum care.
Vaccine hesitancy among marginalized groups is another obvious area of
need as racial and ethnic minority groups may have a deep-rooted mistrust
of the medical establishment which stems from historical trauma, oppres-
sion, and mistreatment in the research and medical realm.

Conclusion
In this editorial, we have offered several actionable steps to address racial dis-
parities. These strategies can also be used to address maternal health disparities
in other marginalized groups such as the LGBTQIA+ community, refugees,
women with disabilities and those with lower socio-economic status.
However, the data is clear that racial disparities are widening and worsening.
Many women of color live at the intersection of other marginalized identities.
Thus, in our efforts to address diversity and inclusion, we must make sure that
we give adequate time and attention to these persistent racial disparities.

While this agenda may seem aspirational, we encourage our colleagues
to reflect on these ideas and continue the conversation at upcoming meet-
ings. We can start by implementing one or two steps either individually or
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within our institutions. We can also learn from the successes of other pro-
fessional organizations as they carry forward their agendas to address racial
disparities . While the pandemic has shone a light on racial and ethnic dis-
parities, we can use this window of opportunity now to effect change.
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