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Abstract

Maternal mortality is on the rise in the United States and it disproportionately affects black 

women. The reasons for this staggering discrepancy hinge on three central issues: First, black 

women are more likely to have pre-existing cardiovascular morbidity that increase the risk of 

maternal mortality. Second, black women are more likely to experience adverse pregnancy 

outcomes which puts them at risk for developing long-term cardiovascular disease. Third, racial 

bias of providers and perceived racial discrimination from patients (the elephant in the room) 

impacts black patients’ trust in their providers and the medical community at large. Reducing 

black maternal mortality involves a multi-tiered approach involving the patient, provider and 

public health policy.
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The Problem

Black maternal mortality is on the rise in the United States and cannot be fully explained by 

socioeconomic factors and limited access to care.

Solutions

Obstetric providers will encourage more African American women to engage the health care 

system if they treat black women with respect and compassion while delivering continuity of 

care. Other interventions aimed at reducing maternal mortality at large will also reduce black 

maternal mortality. Preconception, maternal comorbidities that lead to peripartum and 

cardiovascular complications (obesity, chronic hypertension, Type 2 diabetes) should be 

medically optimized. During pregnancy, women who have heart disease should be cared for 

via a team-based approach using “cardio-obstetrics” [1]. Additionally, it is incumbent on 

obstetricians who are often the primary care providers for reproductive aged women to 

highlight to the broader medical community of primary physicians that pregnancy 
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essentially is a “stress test” and a window into the future health of those women. Black 

women who experience pregnancy complications (GDM, Preeclampsia, SGA, preterm birth) 

are at greatest risk for cardiovascular disease and should be linked with primary providers in 

the immediate post-partum period while in the hospital. Patients that have state and federally 

sponsored health care benefits beyond the immediate post-partum period should have 

extended benefits for their entire lives. Hospitals that serve black women should have 

expansion of resources to improve their quality of care to this population.

Presentation

Entry into motherhood is one of the most basic natural processes that is the foundation of 

humankind existence. The Millennium Development aspired a 75% reduction in maternal 

mortality worldwide [2,3]. This led to an international effort in both developing and 

developed countries to concentrate efforts on the reduction of maternal mortality [2,4].

Contrary to other wealthy nations countries, the United States has a disturbing trend upward, 

with a staggering incidence of 26.4/100,000 compared to other first world countries such as 

Italy (4.2/100,000), Denmark (4.2/100,000) and Finland (3.2/100,000) who have the lowest 

maternal mortality rates [5]. Moreover, when assessing the national black maternal mortality 

rate, it is quadruple [6] that of non-Hispanic white women5. Even in states such as 

California that appeared to buck the national trend (8.3/100,000), Black women still died at 

triple the rate (26.6/100,000) in that state (Figure 1) [6].

Commonly cited reasons for the disparity observed include lower socioeconomic status and 

lack of prenatal care [7]. While each of these factors do contribute to the increase in 

maternal mortality overall, the disparity between maternal mortality between blacks and 

white mothers cannot be fully explained by these factors alone.

Black women are more likely to have perinatal complications that confer a higher risk of 

cardiovascular disease despite similar socioeconomics. For example, in a cohort of10,755 

women all whom were on Medicaid insurance who gave birth during calendar years 1994–

2004, compared to whites, Hispanic women had a lower odd for preterm birth. However, 

African-American women had a greater odd for preeclampsia, small for gestational age 

infants and preterm birth [8]. These women presumably had similar socioeconomic status 

but had differential perinatal outcomes. Furthermore, Berg et all evaluated 4,693 maternal 

deaths from 1998–2005 and determined that for whites, being married conferred protection 

against maternal mortality but was not protective for black women [9]. Early access to 

prenatal care is associated with reduced risk of maternal death and the lack thereof is 

associated with increased risk of maternal death [9]. However, even when black women have 

prenatal care and seek it early, the disparity of maternal death persists. In this same study 

that evaluated the risk of maternal deaths with the onset of prenatal care, blacks had four 

times the risk of maternal death even when presenting for prenatal care in all trimesters 

compared to whites.

Site of care has been evaluated as a potential culprit in the disparity of severe maternal 

mortality. The majority (75%) of black pregnant women are cared for by a (25%) minority 
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of hospitals [10]. The hospitals that treated a high volume of black patients were also more 

likely to be urban in location and a teaching hospital. The patients were also more likely to 

have co-morbid conditions such as prior cesarean delivery blood disorders, hypertensive 

disorders of pregnancy, asthma, multiple gestations, placental disorders, gestational diabetes, 

obesity and cardiac disease. After correction of co-morbidities, the site of care seemed to 

translate to a higher rate of severe maternal morbidities in African American women. The 

authors concluded that improving the quality of care at these hospitals would reduce the 

racial disparity of severe maternal morbidity [10]. Hospitals should be given the requisite 

education and resources to address common causes of severe maternal morbidity and 

mortality or should have well-established pipelines for referral and transport to appropriate 

tertiary care settings.

Racial disparity exists in maternal mortality despite correcting for commonly cited reasons. 

Thus, it is imperative to explore other potential etiologies for the disparities including racial 

bias. Sentinel events including the Tuskegee Syphilis Trial have served as evidence too many 

to blacks that the medical community cannot be trusted. One must give weight to the 

perception that many black pregnant women believe that their lives are not valued to the 

degree of their white pregnant counterparts. Twenty-nine black women who underwent 

focus questionnaires describe differential treatment by staff based on their insurance status 

(public versus private) and describe a lower quality of prenatal care based on racism from 

providers. Furthermore, they describe their interactions with their doctors or supporting staff 

as prejudiced. Many experiences were placed in the context of life experiences of systematic 

racism [11]. On the contrary, physicians and other healthcare providers and workers would 

likely challenge the notion that they treat patients differently solely based on their race or 

socioeconomic class. While there may not be evidence that differential treatment of black 

pregnant patients leads to maternal death, literature does support that black patients do 

receive differential treatment. For example, black cancer patients needing chemotherapy 

were less likely to be counseled about fertility preservation [12]. Furthermore, in a pediatric 

cohort of patients with confirmed appendicitis, black patients were less likely to receive 

analgesia despite similar pain scores [13]. In the minds of many black women, the 

perception of racial bias is their reality and may impact their willingness to engage with OB 

providers. In order to eliminate this disparity, courageous self-reflection about racial bias can 

be the first step in tackling this systemic and pervasive problem [14].

It is Time to Act

Maternal mortality has both acute and long-term consequences on the mother’s family, 

leaving her relatives to grow up in a single-parent home or orphaned which leads to cyclical 

poverty [15,16]. Each maternal death leads to the psychological and economical burdens for 

the remaining family which affect her local community. The crisis of black maternal 

mortality and the persistent disparities threatens to widen the perception of racism between 

people of color and the medical community. The international implications are such that as 

global positions shift, our relatively high maternal mortality rate challenges the dogma that 

the United States as a country is the champion of human rights. The consequences of 

maternal death are illustrated in Figure 2.
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Entry into motherhood is a human right and strategies to prevent maternal death must be 

tailored to the preventable underlying causes. Implementing strategies to reduce maternal 

death will also affect the reduction of death in black women. In addition to focusing on 

optimizing pre-existing medical conditions, reducing obesity, identification of at women 

with cardiovascular risks after pregnancy complications have occurred (preeclampsia, GDM, 

SGA), we must address racial bias in the delivery of obstetric care.

Using Social Determinants of Health to Individualize Health Care

The social determinants of health are the conditions in which we are born, live, learn, work, 

play, worship and age according to Healthy People 2020. Utilization of prenatal care in some 

blacks may be undermined by the social determinants of adverse maternal health. Black 

women are disproportionately subject to unsafe housing, lack of affordable transportation, 

lack of insurance, and lack of partner support as black men are more likely to be 

incarcerated. Addressing psychosocial factors are likely to improve utilization of pregnancy 

care. However, this alone is insufficient in addressing racial disparities. We must delve 

further into bias and discrimination as a factor in poor maternal outcomes.

Expand Inter-Conception Maternity Coverage

Expanding coverage outside of the immediate post-partum period to our most vulnerable 

population will ensure that patients who are at the highest risk of cardiovascular sequelae be 

plugged into the health care system immediately after the adverse perinatal event. Since 

most reproductive aged women have OBGYNS as their sole primary provider, obstetric 

providers are uniquely positioned to link women with risk factors for cardiovascular disease 

with physicians skilled in treatment of cardiovascular disease who prevent and manage 

complications long-term. Black women are least likely to follow up in the post-partum 

period [17]. Since post-partum follow-up at 6–8 weeks among recently delivered patients is 

inconsistent and ranges from 30–80%, the immediate post-partum period may be a more 

ideal time to influence long-term cardiovascular health of black patients who have had the 

complication of preterm birth, preeclampsia or gestational diabetes [1,18–20]. Since 

maternal health in linked to long-term cardiovascular health, it stands to reason that federally 

or state sponsored insurance should cover a mother during her entire life as opposed to 

truncating her insurance 6–12 weeks after the birth of her child. Obstetric providers 

connecting the pregnant patient to primary care providers to address cardiovascular issues.

Addressing Perceptions of Racial Prejudice

Whether it is due systemic issues such as racism, implicit bias in the medical community 

amongst its providers or suspicion of the medical establishment (which has not always been 

transparent to people of color) [21], we must acknowledge that the conversation must not be 

truncated at socioeconomic factors alone. If we intend to change the narrative that black 

pregnant patients are discriminated against, we must employ measures to ensure that black 

women are being listened to. For instance, Hwa et al. describe 204 African American 

pregnant patients and their 21 ethnically diverse providers demonstrated that patient-

provider communication had a positive effect on trust in provider and on prenatal care 

Lister et al. Page 4

World J Gynecol Womens Health. Author manuscript; available in PMC 2020 July 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



satisfaction [22]. In a qualitative study of 22 African American Women, the qualities 

important to effective communication were (a) demonstrating quality patient-provider 

communication, (b) providing continuity of care, (c) treating the women with respect, and 

(d) delivering compassionate care [23]. Thus collectively, effective communication from the 

provider to the patient improves patient’s trust, engagement and adherence which may 

ultimately lead to improved perinatal outcomes and reduce maternal mortality.

Conclusion

Maternal mortality is a growing problem in the United States. Black maternal mortality is 4x 

higher and is a public health crisis. It is a problem for Black American women and cannot be 

explained by socioeconomic factors alone. Reducing black maternal mortality involves a 

multi-tiered approach involving the patient, provider and public health policy. Black 

pregnant patients should be educated about optimizing their comorbidities prior to 

pregnancy and understand that pregnancy complications can translate to future 

cardiovascular health risks. Obstetric providers should educate primary health providers that 

pregnancy complications, such as preeclampsia and gestational diabetes, are associated with 

cardiovascular complications such as Type 2 Diabetes Mellitus, chronic hypertension, 

metabolic syndrome and stroke [24]. Obstetric providers can engage black patients with 

respect, providing continuity of care and compassion while delivering care. Public policy 

can ensure that black patients who suffer pregnancy related complications that are linked to 

adverse long-term cardiovascular health receive life-long coverage.
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Figure 1: 
A. State by state comparison of the overall incidence of maternal mortality ratio/100,000 live 

births. B. State by state comparison of the overall incidence of black maternal mortality 

ratio/100,000 live births. (Reproduced with permission from the Preeclampsia Foundation).
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Figure 2: 
Maternal mortality has a starburst effect on her family, local community and affects the 

national and international dialog.
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