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Abstract

Following decades of decline, maternal mortality began to rise in the United States (U.S.) around 

1990— a significant departure from the world’s other affluent countries. By 2018, the same could 

be seen with the maternal mortality rate in the U.S. at 17.4 maternal deaths per 100,000 live births. 

When factoring in race/ethnicity, this number was more than double among non-Hispanic Black 

women who experienced 37.1 maternal deaths per 100,000 live births. More than half of these 

deaths and near deaths were from preventable causes, with cardiovascular disease being the 

leading one.

In an effort to amplify the magnitude of this epidemic in the U.S. that disproportionately plagues 

Black women, on June 13, 2020, the Association of Black Cardiologists (ABC) hosted the Black 

Maternal Heart Health Roundtable, a collaborative task force to tackle the maternal health crisis in 

the African American community. The Roundtable brought together diverse stakeholders and 

champions of maternal health equity to discuss how innovative ideas, solutions and opportunities 

could be implemented, while exploring additional ways attendees could address maternal health 

concerns within the healthcare system.

The discussions were intended to lead the charge in reducing maternal morbidity and mortality 

through advocacy, education, research and collaborative efforts. The goal of this roundtable was to 

identify current barriers at the community, patient and clinician level and expand on the efforts 

required to coordinate an effective approach to reducing these statistics in the highest risk 

populations.

Collectively, preventable maternal mortality can result from or reflect violations of a variety of 

human rights— the right to life, the right to freedom from discrimination and the right to the 

highest attainable standard of health. This is the first comprehensive statement on this important 

topic. This position paper will generate further research in disparities of care and promote the 

interest of others to pursue strategies to mitigate maternal mortality.

Introduction

Despite being one of the more advanced healthcare systems in the world that spends 

approximately $111 billion per year on maternal, prenatal and newborn care, the U.S. has 

some of the worst rates of maternal and infant health outcomes1. Globally, maternal 

mortality rates are decreasing; however, in the U.S., the maternal morbidity and mortality 

rates are rising2. One of the key factors driving the rise is due to maternal deaths endured by 

non-Hispanic Black women, who have more than double the rates at 37.1 per 100,000 live 
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births compared to non-Hispanic White (14.7), and Hispanic (11.8) women. This is 

consistent with earlier data3. The leading cause of mortality includes cardiomyopathy and 

cardiovascular conditions such as coronary artery disease, pulmonary hypertension, acquired 

and congenital valvular heart disease, vascular aneurysm, hypertensive cardiovascular 

disease (CVD), Marfan Syndrome, conduction defects, vascular malformations, and other 

forms of CVD, with preeclampsia, eclampsia, chronic hypertension and superimposed 

preeclampsia categorized separately. Collectively, this makes up 39.2% of mortalities, out of 

which 63-68% are preventable depending on one’s race/ethnic make-up.

There is no singular reason for the increase in maternal mortality disproportionally seen in 

African American (AA) communities. Lack of access to quality and affordable health care 

along with long-standing health disparities plays a role. However, for AAs and communities 

of color these factors are compounded by systemic discrimination and implicit racial bias in 

medical treatment that can lead to suboptimal care. Recent societal events have emphasized 

these health disparities that have plagued AAs for centuries. This includes the 

disproportionately higher rates of severe illness from Coronavirus Disease 2019 

(COVID-19) in the AA community, and the over-policing and brutality against AAs that the 

nation has witnessed in the media. These events, among others, bring reason to the historical 

legacy of mistrust that still remains today and negatively affects care delivery.

The Association of Black Cardiologists, Inc. (ABC), founded on the premise to address the 

disproportionate burden of CVD and inequities in cardiovascular care for AA’s has made a 

commitment to lead initiatives centered around underrepresented minorities. With the 

maternal health crisis disproportionately affecting this group, ABC is proud to be the 

cardiovascular (CV) society at the forefront in addressing the disparate maternal morbidity 

and mortality crisis.

In an effort to do so, the ABC hosted the Black Maternal Heart Health Roundtable, a 

collaborative task force to tackle the maternal health crisis in the AA community. The 

discussions from the roundtable, which convened on June 13, 2020, were intended to lead 

the charge in reducing maternal morbidity and mortality through advocacy, education, 

research and collaborative efforts. Below is a summary of topics discussed. Central to the 

discussion was the impact the social determinants of health (SDOH) have on healthcare 

delivery, along with the current barriers seen at the community, patient and clinician level. 

With that, the goal of this position paper is to summarize these discussions and coordinate 

effective solutions to reduce these statistics in our highest risk populations.

At the Heart of the Black Maternal Health Crisis: Critical Risk Factors

The U.S. maternal mortality rate, defined as the number of maternal deaths per 100,000 live 

births, has increased from 7.2 to 17.4 per 100,000 live births (approximately 150% increase) 

between the years 1987 and 20164. As described, leading these rates are peripartum 

cardiomyopathy (PPCM)5. Thereafter, we see embolic events, hemorrhage, and 

hypertension. Additional studies have demonstrated that chronic comorbidities, and chronic 

heart disease are the greatest culprits6,7. The vast majority of these conditions and 

comorbidities include advanced maternal age along with preventable causes that 
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disproportionately affect women of color, such as hypertension, obesity, diabetes, poor 

physical activity, unhealthy eating habits, and constant societal stress. With these, AA 

women are three to four times more likely to die a pregnancy-related death as compared with 

Caucasian women8.

Furthermore, race, ethnicity and SDOH can increase the risk for such conditions as 

gestational diabetes, PPCM, cesarean deliveries, preterm deliveries and a low birth weight 

infant, while independently increasing the risk of future CVD9. SDOH or conditions in 

which people are born, grow, live, work and age, are the biggest drivers of health beyond the 

scope of health care alone. These factors such as socioeconomic status (SES), education, 

neighborhood and physical environment, employment, social support networks, and access 

to healthcare make up 60% of health outcome contributing factors, ultimately impacting 

healthcare organizations and the delivery of care10. Studies demonstrate that although 

SDOH can have a significant impact on such CVD risk factors, some of them, such as SES, 

cannot explain the Black maternal health crisis3. For example, although low income women 

are at the highest risk of poor outcomes, AA women across the income spectrum have the 

highest mortality overall. In a study done in New York City, AA women were actually at a 

higher rate of harm than their Caucasian counterparts even when they were college educated, 

and were from the cities wealthiest neighborhoods11.

Evidence strongly supports the impact structural racism continues to have on our healthcare 

sector8,12. This has been demonstrated best by the strong Black woman or Superwoman role. 

This is a phenomenon and multidimensional culture-specific framework characterizing 

psychosocial responses to stress among AA women13. It works to counteract negative 

societal characterizations of AA woman, and highlight attributes that exist through ongoing 

oppression and adversity. Recently, Allen et al. examined whether this Superwoman schema 

modified an association between racial discrimination and allostatic load (i.e., cumulative 

biologic stress). The results demonstrated several aspects which could have a negative 

impact and contribute to AA women’s susceptibility to health problems. As an example, 

having an intense motivation to succeed and feeling an obligation to help others seemed to 

worsen the physical harm already endured from racism-induced stress14. As such, the legacy 

of strength in the face of stress might have something to do with the current health 

disparities that disproportionately plague AA women. A formal descriptive framework 

identifying the mechanisms between stress and health in this population would enhance the 

understanding of the Superwoman role and the potential causation to the maternal health 

crisis.

Ways to Incite Change: A Collaborative, Community Approach to Maternal 

Care

Preconception Counseling

Preconception counseling is defined as health education and promotion. The goal of 

preconception care is risk assessment, and intervention before pregnancy to reduce the 

chances of poor perinatal outcomes. Preconception counseling targeted at the mother, father, 

and family has been shown to reduce maternal and infant morbidity and mortality15.
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A study examining preconception risk factors most associated with adverse birth outcomes 

found that the majority of women (52%) had at least one risk factor and nearly 20% had two 

or more of these risk factors16. These risk factors including obesity, at-risk drinking, 

smoking, diabetes, and frequent mental distress remain to be modifiable and preventable, 

emphasizing its importance.

Structural racism has left AA women vulnerable, marginalized and most susceptible to the 

SDOH that place them at the highest risk of these conditions. Optimizing these risks are an 

important step in improving health disparities and long-term outcomes through health 

education and promotion. Despite the fact this education usually starts with the clinician, it 

should not end there; the local and national community must play a pivotal role.

Community Outreach Programs

Outreach programs that involve the community in a team-based care delivery model are 

proven strategies to impact outcomes. For instance, the barbershop-based National Heart, 

Lung, and Blood Institute (NHLBI)-funded study demonstrated an effective intervention 

among AA male barbershop patrons with uncontrolled hypertension. By incorporating 

health promotion from their barbers in the community, there was a larger blood pressure 

reduction when coupled with medication management by specialty-trained clinical 

pharmacists17. This approach, although proven effective, involves meeting the community 

on their own turf, and instilling a sense of comfort and trust by the patrons in their care 

provider and local pharmacist.

Faith-Based Community Partnership

Trust is an important factor needed for a successful patient-provider relationship. On the 

other hand, medical distrust may play a role in decision-making. Fortunately, the faith-based 

community can help AA women bridge this trust with their providers. Churches and other 

facilities of worship can serve as a point of contact to house, and disseminate the promotion 

of pertinent information. It can serve as a reference to the communities, and fill the gaps in 

care, as to best address access, and change the status quo.

The Media’s Role

From the conventional media’s standpoint, it is critical to recognize that resources provided 

to readers, especially geared towards AA women, can help expose and address disparate 

issues. An example of this was emphasized by the successful Black Maternal Mortality 
Series published by SELF Magazine in 2020. The objective of this eleven-part editorial was 

to provide information to Black mothers-to-be regarding the preconception, antepartum and 

postpartum periods18. The personal experiences of the editors, many of whom were women 

of color, led to the recognition of the importance of writing about this topic and gave a 

deeper understanding of the crisis. This is just one example and a proof of concept as to why 

the media needs to become more diversified.

Although there has been progress to this effect, women, especially women of color, 

unfortunately are less likely to be on staff at major media publications. Steps to encourage 

diversity should include ensuring that more women of color have a seat at the table. In 
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addition, measures need to be taken to ensure their colleagues are open to publishing such 

inclusive stories. These various steps are methods that can be instilled in the workforce, to 

ensure representation of the diverse audience within the U.S is met.

Additionally, it’s imperative that the media and healthcare sector collaborates. This can be 

executed by highlighting stories of public figures. These figures can bring a common face to 

the condition, and raise awareness for the number of women of color who idolize them. 

Such highly influential AA women who have been open and honest about their maternal 

struggles, include Serena Williams, Beyoncé Knowles-Carter, and the former first lady of 

the U.S., Mrs. Michelle Obama. In her autobiography Becoming19, Mrs. Obama addresses 

her fertility problems and eventual use of in vitro fertilization (IVF). Although a topic 

associated with stigma, especially in the AA community where it may be perceived as taboo, 

it’s becoming an increasingly used procedure to help with fertility and assist with 

conception.

The reality is that infertility is more likely to affect minorities, the poor, and those with less 

formal education. In fact, AA women, who have higher rates of uterine fibroids, are almost 

twice as likely as Caucasian women to suffer from infertility20. Despite this, AA women 

wait twice as long as Caucasian women to seek medical insight on their condition, and are 

less likely to consider treatment options21. One reason for these disparities is that outreach is 

less likely to target the AA community, perhaps as many clinicians have internalized the 

stereotype assuming that Caucasian women are most at risk for infertility. As a result, AA 

women are less likely to be referred to a reproductive endocrine specialist. This makes the 

news of Mrs. Obama’s miscarriage and eventual IVF treatment especially significant. Even 

more so, as infertility and failed fertility therapy are suggested to be risk factors for future 

CVD.

ABC’s Path to Tackling the Maternal Health Crisis: Past, Present & Future 

Overview

ABC & Black Maternal Heart Health

In the year 2000, Bristol Myers Squibb donated $2 million to the ABC to establish the 

Center for Excellence in Women’s Health and the Center for Epidemiology. The mission of 

these centers, were to address women’s health and expose and address disparities. Since that 

time, registries were developed to build data and statistics from real-world experience of the 

providers at the front line. As a culmination of their efforts, the ABC Cardiovascular 

Implementation Study (CVIS): A Research Registry Integrating Social Determinants to 

Support Care for Underserved Patients was published in 201922. The study demonstrated the 

importance of integrating real world electronic health data, with an emphasis upon 

incorporating patient engagement during practice and day-to-day care. The key to impacting 

the maternal crisis is incorporating the same approach with quality, education and outreach, 

and gathering data in a repository to answer relevant questions for these women.

Given its long-term focus on policy and CVD in women, more recently in 2020, the ABC 

became one of the stakeholder organizations within the Black Maternal Health Caucus 
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(BMHC). The Caucus was launched by Congresswoman Alma Adams (of North Carolina) 

and Lauren Underwood (of Illinois) to increase awareness of Black maternal health and to 

develop strategies to provide more culturally-competent care. As a result of their work, 

members of the BMHC introduced the Black Maternal Health Momnibus, eleven new bills, 

each addressing unique dimensions of the Black maternal health crisis23. The ABC 

continues to support this legislative effort, and uses its various platforms to advocate for 

ongoing congressional provision.

Roundtable Discussion: Key Steps to Improving Black Maternal Health

Multiple issues must be addressed when undertaking the societal racism, institutional 

racism, and need for more available prenatal care services. A patient-centered approach is 

one way to tackle these issues.

Acknowledge Black Mother’s Concerns—According to the organization 4Kira4Mom
— founded with the mission to advocate for improved maternal health policies, regulations 

and education— the core reason AA mothers receive suboptimal care, is that their symptoms 

are being disregarded. A prime example is reflected with the passing of Mrs. Kira Johnson, 

who was admitted to the hospital for a routine cesarean section, and thereafter had 

complications of intractable intraabdominal pain due to severe postpartum hemorrhage. 

Unfortunately, her complaints and symptoms were dismissed for twelve hours while 

awaiting a CT scan; she ended up dying as a result. The story, theme, and unfortunate 

outcomes are consistent. However, the patient changes from one AA woman to another. The 

thread that connects these cases is the fact that AA women are not treated to the same degree 

as non-African American women are treated. One can conclude, that had Kira been 

Caucasian she would still be alive. Standardized, high-quality health care must be 

implemented, while implicit bias, and racism abolished. For AA and other women of color, 

from Beyoncé Knowles-Carter to Serena Williams, their experiences with being 

systemically minimized or dismissed due to racism and bias, clearly go beyond the 

socioeconomic boundaries.

Hospital Data Collection & Value-Based Models—Insurance companies must hold 

institutions accountable by collecting and reviewing data on patients’ morbidity and 

mortality outcomes, including the race/ethnicity of the provider. Research has shown that 

patient-physician racial concordance has led to improved quality of care with greater 

interpersonal trust, satisfaction with care, loyalty and satisfaction with the physician, self-

reported health improvement, and willingness to give the physician control in the 

relationship24. To this point, the hospitals should provide lists that include the race/ethnicity 

of the provider, as this allows the patient the flexibility to choose a provider they best 

identify with. Ultimately, information on the quality of care should also be collected and 

must be evaluated to establish if patients are being treated equally. In the end, a value-based 

arrangement may be a potential method to hold providers accountable with quality metrics 

that can be evaluated across the patient care continuum. This model has been proposed by 

the Black Maternal Health Momnibus, which advocated for efforts to improve data 

collection processes and quality measures along with the promotion of innovative payment 

models to incentivize high-quality maternity care23. To promote support from insurance 
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companies, there should be encouragement to increase the pipeline of diversity by having 

every insurer involve AA, Hispanic, and other diverse leaders that represent the diverse 

patient demographic that makes up the U.S.

Strategies to Improve Awareness at a Digital, Industry and Clinician Level

Prenatal/Antepartum Care

The reproductive period is a very important transitional time, whereby multiple adverse 

pregnancy outcomes (APO) may emerge. The placenta is a representation of endothelium, 

and reflects the vasculature of the maternal patient. To this point, it is hypothesized to cause 

some of these APO’s, such as preeclampsia (PE); PE with severe features; eclampsia and/or 

PE superimposed on chronic hypertension25. The American Heart Association (AHA) has 

already recognized these conditions as independent risk factors for CVD and introduced 

these complications of pregnancy in the algorithms for the evaluation of future 

cardiovascular risk scores26. These are classified as hypertensive disorders of pregnancy 

(HDP), in addition to gestational hypertension, defined as new-onset hypertension after 20 

weeks’ gestation, or chronic hypertension. Other APO’s include small for gestational age or 

fetal growth restriction as well as preterm birth, placental abruption, and stillbirth. Any one 

of these APO’s that mothers may be systemically exposed to during their reproductive time, 

could lead to underlining pathophysiology that impacts maternal prenatal and antepartum 

care and makes them more vulnerable to future CV events.

New Models of Antepartum Care (Cardio-Obstetrics and Potential Extenders)

The development of toolkits which improve the quality of care and impact maternal 

outcomes have a proven track record. The California Maternal Quality Care Collaborative 

(CMQCC) is a multi-stakeholder organization committed to ending preventable morbidity, 

mortality and racial disparities in California maternity care27. CMQCC uses research, 

quality improvement toolkits, state-wide outreach collaboratives and its innovative Maternal 

Data Center to improve health outcomes for mothers and infants. Founded in 2006 at 

Stanford University School of Medicine together with the State of California in response to 

rising maternal mortality and morbidity rates, CMQCC demonstrated maternal mortality 

decline by 55 percent between 2006 to 2013, while the national maternal mortality rate 

continued to rise.

On a national level, a collaborative with the AHA and the American College of Obstetrics 

and Gynecologists (ACOG) to mitigate the rising maternal morbidity and mortality crisis in 

the U.S., lead to the joint publication of a presidential advisory on recommendations to 

reduce disparities28 via early identification of traditional and sex-specific risk factors for 

future CVD. With CVD the leading cause of death in women, the advisory was considered 

an urgent call to action, especially among providers who primarily deliver care to this 

population. The advisory suggested to screen for conditions that pose a greater future risk to 

patients, along with the promotion of collaborative management with a maternal heart team.

This team should include obstetricians, perinatologists, cardiologists, anesthesiologists, and 

depending on the case, geneticists and intensivists. This should be extended to also include 
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primary care and family medicine clinicians, who can prevent any gaps and promote 

ongoing care in the postpartum period. Similarly, the early engagement of pediatricians who 

can help focus on primordial prevention in early adolescents, may lead to further optimal 

health. Just as important is the collaboration with emergency medical (EM) professionals 

who see this patient population in the acute period. By ensuring the EM professionals feel 

comfortable with the alarming signs, symptoms and diagnosis of CVD during pregnancy and 

the postpartum period, this allows for rapid diagnosis and improved management of this 

vulnerable cohort. To help with this, CMQCC created algorithms that best identify when 

higher level of care and/or consultative services with cardiology and/or perinatology may be 

required27.

Postpartum Care

Postpartum care is important for monitoring the health of women with chronic illness and as 

a means to link vulnerable women with the health system. Having limited to no prenatal care 

and late entry into antepartum care are correlated with patients being less likely to attend the 

postpartum visit29. As such, caring for the patient throughout the care continuum (from 

preconception to postpartum) is important.

AA women are more prone to barriers that limit effective postpartum care. These include 

cost, transportation, childcare, lack of meaningful communication with providers and thus 

limited health literacy. These barriers, in addition to the constant structural and systemic 

stressors experienced, can translate into premature biological aging and poor health 

outcomes. To mitigate this, institutions have targeted more modernized approaches to the 

delivery of care. With hypertension affecting 1 in 10 pregnancies, and often persisting in the 

postpartum period, the use of self-monitored ambulatory blood pressure (BP) machines may 

be a consideration. This was looked at in a randomized clinical trial30, and was proven 

effective with better control even through 6 months postpartum. A study took ambulatory 

self-monitoring one step further, and focused on the possibility of racial differences31. What 

it showed was that the use of a text message–based remote BP monitoring program in the 

early postpartum period was effective in the Black population (33% of participation from 

patients undergoing BP readings in the office setting (RR= 1.95; 95% CI: 1.3-2.93) vs. 93% 

of participation of patients undergoing BP readings using text message (RR= 0.99; 95% CI: 

0.87-1.11).

Another important aspect is ensuring patients have close and extended postpartum follow-

up. As of May 2018, the ACOG recommended an ongoing process of postpartum care32. 

This process known as the ‘fourth trimester’, would work by replacing the traditional 

recommendation of a single follow-up appointment at six weeks postpartum to that of a 

follow-up within three weeks postpartum and another more comprehensive visit twelve 

weeks thereafter. This comprehensive visit would be a time to readdress any APO and 

include screening for mental health concerns.

Moreover, this comprehensive visit allows us to capture the patients at greatest risk. It also 

provides an opportunity for referral to a cardiologist so the patient can be seen within three 

months if they experienced an APO33.
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The fourth trimester has been recommended to extend up to one year postpartum, as 33% of 

maternal mortality can occur up to 1 year after delivery4. As a result, several key 

organizations, including the ABC, the BMHC and Momnibus have supported the legislation 

of extending insurance coverage, such as Medicaid services which normally covers only 

through sixty days postpartum 32.

Industries Role

Governments, multilateral organizations and nongovernmental organizations have been 

expanding efforts in standardizing and improving maternal care. However, the private 

sector’s role should drive change as well. To address the maternal health issues, Merck 

launched the Merck for Mothers initiative. Both nationally and globally, Merck for Mothers 
is a $500 million initiative that leads and collaborates with partners to improve the health 

and well-being of women during pregnancy, childbirth and the postpartum period.

From a policy perspective, currently there is a window of opportunity. Many organizations, 

including Black Mamas Matter, the Black Women’s Health Imperative, and the 

Preeclampsia Foundation, have demonstrated extraordinary efforts in educating lawmakers 

about Black maternal health and making it possible for caucuses such as Reps. Underwood 

and Adams’ BMHC. Prior to this movement, the Congressional Caucus on Black Women 

and Girls discussed these issues for several years largely due to the advocacy work and 

diverse coalition of many such organizations bringing attention to the disparities in maternal 

mortality rates in the U.S. The outcome has impacted dozens of maternal health bills in 

recent years, and resulted in opportunities for some bipartisan and bicameral work. Multiple 

2020 candidates who currently serve in Congress have introduced bills that have tried to 

target maternal mortality at the federal level, and they are building upon legislation that 

passed in 2019, which authorized more than $10 million for states to track maternal deaths.

WomenHeart: The National Coalition for Women with Heart Disease a non-for-profit 

organization focused on advocacy, national networking of patient support groups and 

elevation of patients voices and women’s experiences, has a similar dedication to the crisis. 

With the progression of the policy debate, there is a better understanding of the problems, 

with racism being at the core. The term racism has come forth and should be classified as a 

risk factor for healthcare disparities, specifically when it comes to maternal and heart 

health8,34. WomenHeart supports advocating for implicit bias training beginning in medical 

school curriculums, and extending well beyond to the healthcare workforce.

Medical Training: Diversifying the Field and Changing the Structured Curriculum

Diversifying the medical workforce is imperative to help with this crisis. Currently, although 

Black American’s make up 13% of the population, they comprise just about 5% of the active 

physician workforce. Black female physicians comprise even less, representing only 2% of 

physicians overall35. Furthermore, when evaluating female participation in specialties such 

as CVD, the statistics are just as staggering. The ABC has provided an advisory geared 

towards program directors within cardiovascular fellowship training programs calling for the 

promotion of diversity & inclusion. They have also created an ‘ABC Pipeline Program’ 

aimed to begin targeting middle/high school students and create transparent and plausible 
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paths in the cardiology profession36. To this same point, it’s imperative that as CV programs 

begin to change their standardized curriculum to include the expanding cardio-obstetrics 

field, that emphasis remains on the need to be sensitive when caring for certain patient 

populations such as racial and ethnic minorities.

Furthermore, modifying medical education is one way to help with these disparities. Societal 

racism has impacted our education, even as far back as grade school and needs to be 

revamped. To address implicit bias, the medical curriculum needs to incorporate additional 

education as a grass-roots approach to incite change. By exposing medical trainees to the 

history of mistrust their AA patients endured, this will allow the feeling of empathy as a way 

to become better allies to the diverse patient populations they care for. Providers who are not 

of color, should also receive ongoing cultural competency.

Nurses

Nurses are key players in the multidisciplinary team in the pursuit of lowering poor 

outcomes and promoting early diagnosis and management. Nurses are encouraged to stay 

abreast of these issues by identifying the state of maternal health in their respective 

communities. Nurses wishing to improve maternal outcomes can do so by helping to identify 

high-risk populations and working with their respective institutions to develop educational 

programs, outreach initiatives, and quality standards for maternal care. As health care 

providers, nurses are well-suited to work with multidisciplinary teams to disseminate best 

practices as well as advocate for sound public policies focused on alleviating poor maternal 

outcomes. Additionally, nurses can work with professional/specialty organizations to 

identify what organizations are doing to address maternal mortality.

Doulas

The use of a doula is invaluable and provides nonclinical, physical, emotional, and 

informational support. Doulas have been shown to lead to positive outcomes, particularly for 

women of color37. They help birthing individuals navigate the complex health care system, 

as well as help lessen the experience of discrimination many AAs face by advocating for 

their clients38. Given the doulas’ ability to understand the needs, values, and cultural 

congruent care, they ensure birth justice in their training. They help with navigating the 

tortured and deconstructed health care system and reach patients at their level and 

community. Unfortunately, doulas are not routinely covered by insurance and are thus 

underutilized due to inaccessibility. Thus, another approach to improving AA maternal 

outcomes includes expanding the coverage of doulas.

Midwives

African American midwives were historically known as the "granny midwife", and 

identified as individuals who were highly valued, first by their slave owners, then by their 

community. In the 1920s, the American Medical Association (AMA) targeted these 

midwives, eventually leading to the reduction of midwifery births and the increase of 

hospital-based deliveries39.
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Currently, according to the American College of Nurse-Midwives (ACNM), there are three 

types of certified midwives in the U.S. These include certified nurse midwives, certified 

midwives, and certified professional midwives.

Research shows that midwife care improves maternal and newborn health, reduces rates of 

unnecessary interventions and saves money40,41. It can also fill gaps in care by connecting 

patients to social services, providing nutritional assistance and using clues and evidence 

collected to assess a client’s living conditions.

For one, the practice of nurse-midwives has not been based on midwifery. One of the 

challenges has been the 'hybridization’ of nursing and medical knowledge in nurse 

practitioner education, with the marginalization of nursing knowledge due to the dominant 

focus of medicine42. Secondly, while advance practice nurses (including nurse practitioners 

and nurse-midwives) developed historically as a community-based, public health need, most 

only find training and employment in an out -of- hospital or medical office setting. This has 

led many to feel as though they are only a "physician extender," who although trained in 

practice from the medical model, cannot fulfill the full extent of their education and training 

goals43. Policies need to be created to formally tackle these obstacles which prevent them 

from playing an integral role in the healthcare delivery.

Vulnerable Populations

Historically, the most vulnerable populations see the greatest burden of disease. These 

populations include women of color ranging from veterans or active military, those who live 

in rural communities, low-income neighborhoods, and/or correction institutions.

Women Veterans—Veterans and active military members have one of the greatest health 

disparities with previously limited access to maternal care. Han J and colleagues published a 

‘Call to Action’ in Circulation in 2019 focusing on CV care in women veterans. Per Han et 

al, this growing population is estimated to consist of two million women by the year 202544. 

Data demonstrates that women veterans have a high prevalence of traditional and non-

traditional CV risk factors. Similar to solutions laid out by Han, The Black Maternal 

Momnibus requested a comprehensive study of the unique maternal health risks facing 

women veterans and investing in veteran’s maternity care coordination. To the same effect, 

the Momnibus supported the improvement of maternal health care and support for 

incarcerated women23.

Rural Communities—Hospitals and obstetrics units are shutting down across rural 

America, creating a shortage of care that may be contributing to the countries rising 

maternal mortality. The use of certified professional midwives, nurses and doulas, who can 

provide maternal and newborn care in homes or other out-of-hospital settings, may be one 

solution to this problem. Evidence shows that when these healthcare members are integrated 

into the system, there are improved outcomes. One further solution to this could be the use 

of innovative technologies, such as telehealth, that may close these gaps and allow women to 

interact with specialists’ miles away.
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Digital Technology

Telehealth—Tools that support virtual care and diagnosis can benefit some patients with 

heart disease, while helping clinicians work more efficiently. Despite this, telehealth may not 

be as valuable to the maternal cohort of women as there is a fear it may contribute to a level 

of distrust in an already vulnerable population. Telehealth is important, but implicit bias may 

make it difficult for those without an established and strong patient-provider bond to use.

On the other hand, if done appropriately, telemedicine may help close the gap. For example, 

as shown by Hirschberg et al. remote ambulatory blood pressure monitoring can remove 

disparities31. By eliminating barriers to care and allowing for equitable gathering of data, 

more knowledge to the health care provider and patient can occur. Remote patient 

monitoring using self-monitored blood pressure and blood glucose has improved outcomes 

in patients with chronic health conditions, and should remain something that can help 

pregnant women with CVD even within their antepartum period45,46.

Digital Platforms and Networks—From a technology standpoint, forward-thinking and 

progressive companies like Mahmee, a HIPAA-secure care management platform, makes it 

easy for payers, providers, and patients to coordinate comprehensive prenatal and 

postpartum healthcare from anywhere. The silos between pediatric and obstetric 

communities are overcome as this platform extends beyond the postpartum period. As such, 

a community of providers who use this software can empower and deliver a stronger 

connection between themselves and their patients. Most importantly, this digital network 

provides the capability to flag and escalate concerns to the primary care provider’s attention 

and resolve the gaps in care and communication. This may be a good model to expand the 

communication to another specialist, including those in the cardiovascular field. The ABC 

CVIS Registry integrates patient engagement with remote monitoring22. This model has 

demonstrated improved outcomes in underserved patients, including federally qualified 

centers 22,47,48, and could support interventions in maternal mortality.

The Pandemic, Advancing Research Efforts and Collegial Support

Coronavirus Disease 19 (COVID-19)

Disasters and pandemics pose unique challenges to health care delivery. Though telehealth 

will not solve them all, it has become a well-suited scenario in which infrastructure remains 

intact and clinicians are available to see patients, thus making it one silver-lining amongst 

the pandemic. But as mentioned above, switching to a telehealth visit may impact the trust 

among the patient of their provider, particularly in a population that already has a degree of 

mistrust. In a fifty-state survey administered by the AMA, it was believed that a valid 

patient-physician relationship must be established before the provision of telemedicine 

services, through most notably a face-to-face examination49. As pregnancy is a unique time 

in a female’s life, it is hard to say if this will affect care in a positive or negative way. As 

such, more data needs to be evaluated.

To date, data demonstrates that the severe forms of COVID-19 are disproportionately 

affecting AA and other communities of color and may extend to several aspects of maternal 
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care. With COVID-19 layered on top of the health disparities there is no longer a crack in 

the earth, it is now a chasm. Discrimination and bias are unearthed and issues are now laid 

bare. Although disparity gaps made progress, the racial inequity gap widened. COVID-19 

increased a broader understanding of the SDOH and provided a path to drive action.

Collaborative Research and Registry Data in Cardio-Obstetrics:

HOPE Registry—Today, risk estimation through history, physical exam, and previously 

established risk models remain clinicians’ cornerstones of identifying which patients may 

require closer antenatal and postpartum surveillance given higher risk for major adverse CV 

or obstetric complications. There remain significant gaps in knowledge regarding how 

pregnancy affects CV conditions, and how CV conditions influence pregnancy, further 

highlighting the need for more data.

With the leading cause of morbidity and mortality during pregnancy and the postpartum 

period being CVD, there is a need to address critical gaps in knowledge and variability in the 

care of patients with heart disease in pregnancy. As part of a research collaborative and the 

need to standardize the management of patients with heart disease in pregnancy, an 

interdisciplinary care registry between cardiologists and obstetricians was developed, the 

Heart Outcomes in Pregnancy: Expectations (HOPE).

The HOPE Registry aimed to address key clinical questions surrounding the preconception 

period, antenatal care, delivery planning and outcomes, and long-term postpartum care and 

outcomes of these patients50. The HOPE registry was geared to help understand ways to 

improve quality of care in this specialized population. Lastly, HOPE’s scientific 

organizations, including the ACOG, the Heart Failure Society of America, the Society for 

Maternal Fetal Medicine, the American Heart Association, the American College of 

Cardiology, and others have worked collegially and collaboratively to support research 

dissemination arising from this cardio-obstetric subspecialty by inviting leaders from each 

field to present at national and international conferences. This support has contributed to 

further understanding and adoption of best practices in cardio-obstetrics.

NIH Office of Research on Women’s Health—The National Institutes of Health 

(NIH), a part of the U.S Department of Health and Human Services, is the nation’s medical 

research agency making important discoveries that improve health and save lives. Through 

its Office of Research on Women’s Health, there have been several initiatives centered 

around the improvement of maternal morbidity and mortality. For instance, the development 

of the Maternal Morbidity and Mortality (MMM) web portal which provides trustworthy, 

science-based information on ways to ensure a healthy pregnancy, delivery, and post-

pregnancy outcome for scientists, researchers, consumers, and advocates. Additionally, 

education centered on possible pregnancy-related complications and the impact of chronic 

conditions (e.g., hypertension and diabetes), and what actions women can take to promote a 

healthy pregnancy have been highlighted. As the primary government agency responsible for 

biomedical and public health research, the NIH has invested about $250 million in maternal 

health in fiscal year 2017. NIH supports significant research on different aspects of maternal 

health and has collaborated with many medical societies, including the ABC, to do so.
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He for She Allies—To further close the gap and improve maternal care, more male allies 

in the healthcare workforce are needed to build awareness and optimal health for women 

broadly. There should be an intentional partnership between academic, private-sector and 

community programs that engage, resonate and act with a diversity and inclusion advocate. 

The knowledge base within the healthcare system, media, industry partnerships and 

insurance companies can lead to effective action and encompass solutions for maternal 

health advocacy, regardless of gender.

Concluding Thoughts

Collaborative care has been shown effective in lowering the staggering numbers of 

morbidity and mortality seen during pregnancy and the postpartum period, which 

disproportionately affects Black mothers. A multidisciplinary team and efforts to support the 

patient during the preconception, prenatal, antepartum, and the postpartum period, with the 

primary care provider, obstetrician, cardiologist, nurse, emergency medical clinician, mental 

health therapist, ministry, family, doula, midwife and pediatrician needs to be a standard of 

practice [Figure 1].

Expanding insurance coverage beyond the immediate postpartum period is important. Given 

that one in eight maternal deaths occur between 42 and 365 days postpartum, extending 

insurance coverage, could be an important first step toward reducing these late maternal 

deaths, particularly among Medicaid recipients.

To better standardize and deliver high-quality health care, protocols should be utilized which 

combine laboratory tests, early consultations, delivery care models, and relieve the burden 

on a single clinician. Notably now with COVID-19, patients coming into the emergency 

department have a higher likelihood to lose their advocate. The burden now is upon the 

providers more than ever to open up the conversation and help fill that lost advocacy to 

support the patient. As such, extending and standardizing the use of midwives and/or doulas 

is essential. Doulas offer evidence-based birth support with current information on 

breastfeeding and education. The incorporation of community doula programs to healthcare 

systems may provide doula support for free, or at a reduced cost while we await policy 

changes for insurance coverage51.

Community education on prevention of CV risks, signs, and symptoms through newsletters, 

electronic-blasts, along with advocacy for public policy with community outreach to 

patients, providers, nurses is essential.

Finally, more research needs to be done, particularly in the rural, military, incarcerated and 

underserved communities. Given the current national situation, the curtain has been pulled 

back and positions the community well for legislative and regulatory actions. The policy 

window is now open to advance given policy objectives. We know that solving the Black 

maternal mortality crisis will take unwavering purpose, passion, and commitment and by 

having a blueprint in place it may make navigating this difficult crisis slightly easier.
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Appendix

A Special Acknowledgement to the Added Roundtable Participants and 

Organizations:

Moderator:

Tanzina Vega

Host, The Takeaway on WNYC/PRX

Ferris Professor of Journalism, Princeton University

Roundtable Participants and Contributors:

Angela Aina, MPH

Interim Executive Director

Black Mamas Matter Alliance

Rose Aka-James, MPH

National Membership Manager

Black Mamas Matter Alliance

Denise Bolds

Dona Certified Birth Doula

Owner, Bold Doula

Seyi Bolorunduro, MD, MPH, FACC, FSCAI

Interventional Cardiology

INOVA Fairfax Hospital

Camille Bonta, MHS

ABC Policy Consultant

Principal, Summit Health Care Consulting

Tammy Boyd, JD, MPH

Chief Policy Officer

Black Women’s Health Imperative

Stephanie Brown, MD, MPH
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Emergency Medicine , Sutter’s Atla Bates and Summit Medical Centers

Janine Clayton, MD

Director, NIH Office of Research on Women’s Health

Yvonne Commodore-Mensah, PhD, MHS RN, FAHA, FPCNA

Board of Directors, Preventive Cardiovascular Nurses Association (PCNA)

Assistant Professor, Community-Public Health Nursing

Mary-Ann Etiebet, MD

Lead & Executive Director

Merck for Mothers

Amy Friedrich-Karnik

Vice President Advocacy and Communications

WomenHeart

Linda Goler Blount, MPH

President and Chief Executive Officer

Black Women’s Health Imperative

Celina Gorre, MPH, MPA

Chief Executive Officer

WomenHeart

Charles Johnson

Founder

4Kira4Moms

Janet K. Han, MD, FACC, FHRS

Associate Professor of Medicine, Division of Cardiology

University of California Los Angeles/VA Greater Los Angeles Medical Center

Melissa Hanna, JD, MBA

Cofounder and Chief Executive Officer
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Mahmee

Jennifer Haythe, MD

Associate Professor of Medicine, Division of Cardiology, Center for Advanced Cardiac Care

Codirector, Cardio-Obstetrics, Program and Women’s Heart Center

Columbia University

Pamela D. Price

Deputy Director

The Balm In Gilead / Healthy Churches 2030

Dr. Pernessa C. Seele

Founder & Chief Executive Officer

The Balm In Gilead / Healthy Churches 2030

Leta Shy

Digital Director

SELF Magazine

Kim Smith

National Manager of Practice Operation Development and Transitions

Tenet Healthcare

Chair, Preeclampsia Foundation

Sharon Ann Taylor-Smalls, CNM

Nurse Midwife

Owner, Redeemed Creations Midwifery Services, PLLC

David Thompson

Vice President, Clinical Solutions

Cardiac Rhythm Management

Boston Scientific

Eleni Z. Tsiga
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Chief Executive Officer

Preeclampsia Foundation

Congresswoman Lauren Underwood

Black Maternal Health Caucus

Participating Organizations:

4Kira4Moms

The Balm In Gilead / Healthy Churches 2030

Black Mamas Matter Alliance

Black Women’s Health Imperative

Boston Scientific

Bold Doula

Heart Outcomes in Pregnancy Expectations (HOPE) Registry Mahmee

Merck for Mothers

Preventive Cardiovascular Nurses Association (PCNA)

NIH Office of Research on Women’s Health

Preeclampsia Foundation

Redeemed Creations Midwifery Services, PLLC

SELF Magazine

VA Greater Los Angeles Medical Center

WomenHeart

ABC Planning Committee:

Tierra Dillenburg

Project Manager

Association of Black Cardiologists

Alan J. Merritt

IT/Operations Consultant Association of Black Cardiologists
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Rachel Williams

Content, Communications & Community Engagement Association of Black Cardiologists
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Figure 1: 
A Summary of Problems and Solutions Across the Preconception to Postpartum Care 

Continuum
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