
Tackling racism in maternal health
Approaches are needed that tackle the root causes, including the structural drivers of health, argue
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Inequalities in maternal health outcomes for ethnic
minority and Indigenouspopulationsacross theglobe
are driven by cultural, structural, and interpersonal
racism. Strategies to mitigate this racial injustice
require government commitment, structural policy
changes, and community led solutions. Biomedically
driven interventions alone will not fix this, and novel
systemic approaches are required to tackle the social
determinants.

Maternity care provides a unique setting for
understanding the links between social determinants
and health inequity through its focus on the
experiences at a critical transitional period of life. We
focus here on high income countries, where our
experiences mostly lie and where data tend to be
more widely available. In this context, there is a clear
andalarmingpatternof people fromracialisedgroups
(that is, those who are disadvantaged based on their
skin colour or indigeneity through thenormalisation
and legitimisationof anarray of dynamics that favour
white people1) experiencing worse maternal
outcomes.2

Inequities inmaternalmortality showhowdisparities
in social determinants are shaped by racism and
colonial legacies and give rise to inequalities in social
conditions and health risk factors that cost women´s
lives. Maternal mortality is a barometer of more
widespread inequalities experienced by racialised
and Indigenous populations, including adverse birth
outcomes, morbidity, access to care, and experience
of the services.3 4 Data driven technologies are
increasingly used to identify inequalities in access,
experience, and allocation of resources, but current
health datasets lack consistency and completeness
of ethnicity recording.5 Inmost high incomecountries
the gulf of inequity is not decreasing, and it has been
exacerbated by the covid-19 pandemic.6 7

Importance of structural determinants
Evidence shows that different pathways link racism
to inequities in society and health,7 but the extensive

role of colonialism is often neglected.8 The denial of
Indigenous peoples’ sovereignty during European
colonisation was anchored in persistent and racist
beliefs of cultural, economic, and political
inferiority.8 The social implications of white
supremacist foundations of colonialismpersist today
in widespread stereotypes and biased attitudes that
devalue, ostracise, and subordinate non-white
populations. Discrimination is a type of stressor that,
in addition to creatingobstacles to equitable andhigh
quality care, is related to a broad range of adverse
physical and mental health outcomes.

Another major pathway for inequity is structural
racism.9 Racism is deeply embedded in the policies
and practices of societal systems, including
educational, health, and economic systems, to
empower the dominant group and differentially
allocate desirable opportunities and resources (fig
1). Not only does racism directly affect health, it
intersectswithother structural determinants ofhealth
such as socioeconomic status, including its
components (eg, education and income).8 Current
inequalities in income for Indigenous peoples in
well-resourced settler colonial countries such as
Canada, Australia, and New Zealand can be traced
back to dispossession of their traditional lands and
livelihoodsandexclusion frompolitical andeconomic
power.10 In the US, the over-representation of black
women in low income jobs is a considerable legacy
of slavery and post-slavery occupational restriction
to manual and lower prestige occupations.11 Income
inequality within states is significantly associated
with maternal mortality among black people but not
white and contributes to increasing racial inequity.12
A black-white gap in educational attainment, where
black students perform worse in national exams and
are more likely to be excluded from school, remains
in theUSandUK.13 Furthermore, thenegative relation
betweenmaternal educational attainment and infant
mortality varies considerably bymaternal ethnicity.14
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Fig 1 | Structural determinants of health and ethnic inequities in maternal health outcomes

Women from racialised groups experience numerous intersectional
disadvantages. Unequal gender norms in most societies mean
women receive or are employed in labour forces with lower pay,
partly driven by a “motherhood penalty.” Furthermore, women

disproportionately carry the burden of unpaid caring
responsibilities, and this burden is unequally distributed among
women from racialised groups; an important manifestation of
structural racism is differential access to paid parental leave. The
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reasons behind these inequalities are complex and include
occupational segregation to jobs with less eligibility to paid leave
but also differential information sharing, which prevents women
from racialised groups from benefiting from entitled leave.15

Limitations in reproductive rights further intersect with racism to
propagate inequities. Black people in the US disproportionately
experienced adverse birth outcomes associated with restrictive
abortionpolicies.16 In Canada, Indigenouswomen face the prospect
of imposed sterilisations during obstetric care, a form of colonial
violence that persists to this day.17

Intermediary determinants
Adverse social conditions driven by structural racism and
colonisation, includingpoverty, forced relocation, anddispossession
from traditional homelands, force many women from racialised
groups to live in poor and segregated neighbourhoods with low
quality housing, high crime rates, lack of health resources, and
harmful environmental exposures.18 Water insecurity for Indigenous
populations living on Indigenous reserves and racialised groups
living in segregated areas in North America is a current example of
environmental racism negatively affecting maternal health.19 20

Beyond deprivation in material resources, employment
opportunities, transportation, and access to services, these
neighbourhoodshavehigher exposure to environmental pollutants.
People fromracialisedgroupsdisproportionately experienceadverse
birth outcomesdue to air pollution.2122 Additionally, rates of preterm
birth, decreased gestational age, and low birth weight remain
significantly higher in areas once classified as hazardous for
investment under thehistoricalUS redliningpolicy,wherebypeople
in neighbourhoods with high numbers of residents from racialised
groups were denied financial services.23 Similar disparities in
adverse birth outcomes have been associated with inequalities in
neighbourhood social capital and ethnic minority density in some
European countries.24

Women from racialised populations are also much more likely to
be exposed to neighbourhood crime in pregnancy, leading to
increased levels of prenatal maternal stress and mortality from
obstetric related causes.25 Intimate partner violence is also more
likely to occur in areas with high rates of community violence and
socioeconomic deprivation, and it disproportionately affects people
from racialised groups.26 Structural inequalities have toxic
consequences for family structures. Systemic social devaluing and
undermining of mothers from racialised groups is commonly
multigenerational and rooted in colonial policies.27 For over 100
years, from the mid-19th century to the 1990s, Indigenous children
in Canada and the US were involuntarily taken from their parents
and sent to residential and boarding schools, where they endured
forced acculturation and abuse.28 This cycle of externally imposed
Indigenous family disruption persists today through removal of
Indigenous children by child protection agencies. There are
currently more Indigenous children in foster care in Canada than
were removed from parents at any one time during the residential
school era.28

A hypothesised mechanism by which structural factors affect
pregnancy outcomes is related to the direct, biological adverse
effects of psychological distress createdby“unsafe environments.”29

Biological mediators of psychological distress trigger
neuroimmunological and endocrine pathways that can affect fetal
growth. The “weatheringhypothesis,” first proposedbyGeronimus,
highlights that the health of women from racialised groups begins
deteriorating in early adulthood as a physical consequence of
cumulative socioeconomic disadvantage and racism30 with

important implications for maternal and infant health. Indigenous
people in countries with colonial histories also have
disproportionate burdens of disease, includinggestational diabetes,
compared with non-Indigenous people.31

Access to care
For women and birthing people from racialised populations who
experience higher rates of physical and mental multimorbidity,
access to high quality integrated care should be a priority. Lack of
universal free healthcare accentuates the effects of social
deprivation, and black women in the US are more likely than white
women to be uninsured and face greater financial barriers in
accessing services.32 Even in countrieswith free healthcare at point
of access barriers to admittance to antenatal care exist for racialised
groups.33 Migrant women in high income countries generally
experience worse maternal health outcomes than the host
populations,with thosewithout legal permits and recentnewcomers
experiencing language barriers being the most vulnerable.34
Indigenous women face further structural barriers to accessing
services, including fear of racismand linkedmistreatment, including
involuntary procedures such as forced sterilisation,35 lack of
community participation in the design and delivery of maternity
services, and lack of nearby birthing facilities.36

Experience of services
Racial bias manifests in healthcare delivery at both institutional
and interpersonal levels through the alienation and stigmatising
of patients from racialised groups, perpetuating racial fault lines.37
For those accessing services, poor quality and discriminatory care
are too common.38 Clinicians often undertreat pain during labour
and in the postpartum period in women from racialised groups.39
Racial discrimination often intersects with transphobia to create
further inequities,38 and trans and non-binary birthing people from
racialised groups experience poorer outcomes than those who are
white and than racialised cis women. Discriminatory and culturally
inappropriate care perpetuates a cycle of mistrust that contributes
to reluctance to seek further help for physical and mental health
problems.

How can systems change and transform?
Key to addressing mistrust is providing disenfranchised
communities with equitable, high quality, and respectful care and
ensuring community voices are heard and drive change. We need
more accurate data systems for healthcare records with valid and
inclusive identification of ethnicity. Data inform services, which is
why organisations such as the UK’s NHS Race and Health
Observatory are calling for investment in translational maternal
health research to reduce inequities. The research should include
health inequality impact assessments and more comprehensive
analysis of available linked electronic health records data within
maternal and neonatal services to pinpoint differential access,
experience, and outcomes along the care pathway and across
systems.40 Furthermore, the needs of local populations and
community assets canbebetter understood through increasingpeer
and lay representation within local health and wellbeing
programmes as part of maternity voice partnerships. These
approaches are highlighted in the NHS England Patient and Carers
Race Equality Framework, which emphasises co-developing
culturally appropriate advocacyprogrammes andprovidingpatient
and carer feedback mechanisms to fully embed ethnic minority
voices in service planning, implementation, and learning cycles.41

In the US, the Centers for Disease Control and Prevention set out
the Enhancing Reviews and Surveillance to Eliminate Maternal
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Mortality (ERASE MM) programme to facilitate an understanding
of the drivers of maternal mortality and pregnancy complications
across states as well as perinatal quality collaboratives to improve
the quality of maternity care.42

Internationally, a coalition of researchers from Australia, New
Zealand (Aotearoa), the US, and Canada have made an urgent call
for adequately funded, Indigenous led solutions to perinatal health
inequities for Indigenous families in these settler colonial countries,
citing strong evidence that Indigenous leadership in service design
and implementation improves Indigenous maternal and child
wellbeing and supports use of health, education, and support
services.43 The core pillars of successful Indigenous models align
with recommendations in theRaceandHealthObservatorymaternal
health report and are applicable to other racialised populations.
These include favouring co-produced knowledge and solutions, a
culturally appropriate and skilled workforce representative of the
community, self-determination and empowerment, continuity of
midwifery care, and focusing on family wellbeing.43

What more needs to be done?
In the UK, as part of the covid-19 response, NHS England issued
guidance setting urgent priorities to tackle health inequalities,44

including ensuring all providers accurately record ethnicity in
maternity information systems; integratingmaternity, psychology,
and reproductive health services; and improving staff experience
through the NHS Workforce Race Equality Standard.40 Current
efforts, although welcomed, do not target more upstream structural
determinants and place the onus to change outcomes on health
systems. Complex interventions that incorporate local
socioeconomic and environmental contexts are urgently required
to move the focus away from the individual and towards the
communitieswhere they live and the institutions andhealth systems
they navigate in accessing care.

For real change to occur, sustainedgovernment funding for national
programmes to reduce inequities, such as ERASE-MM, anddetailed
national policy analysis is required to ensure specific policies
targeted at reducing structural inequalities in maternal health are
co-developed and consider the different effects on people from
racialised groups,40 prioritising a life course and intersectional
approach. Laws restricting reproductive rights are likely to
perpetuate inequities, and their reversal is a matter of racial
justice.45 Local governments need to invest in community led
solutions to make neighbourhoods with a high density of ethnic
minority people healthier and support solutions that strengthen
economic infrastructure andeducation.Greater availability of public
supported affordable housing46 and access to paid maternity pay47

improve maternal health.

In tandem with efforts to improve recording of ethnicity in health
and social care systems, research funding bodies should strive to
include diverse and representative perspectives into research
governance and development of interventions. There is evidence
that building a diverse workforce that represents the community
and supports community led models of care, including doulas and
midwives, improves outcomes.48 Racial discrimination affects staff
retention and morale; organisations need to promote inclusive
environments and offer training and support for all staff.49

Investment in high quality pre-pregnancy and postpartum care is
also essential but requires ongoing commitment to positive and
open organisational cultures where racism can be challenged.

To undo racism and its toxic consequences on maternal health we
need strong advocacy, including from the medical profession,
alongside the structural and policy changes. Multiple forms of

oppression must be named as major contributors to health
vulnerability and susceptibility to premature death. Babies and
their mothers having a poorer chance of survival based on where
they are born, the colour of their skin, or their indigeneity should
be a serious concern for us all. The onus is on all of us regardless
of background, skin colour, or ethnicity to take immediate and
corrective evidence based action to start the process of improving
the situation formothers andbabies,wherever they are in theworld.

Key messages

• Ethnic minority and Indigenous populations experience large
inequities in maternal health outcomes across the globe

• These inequities are globally driven by larger structured social
disparities in health determinants (including systemic, institutional,
interpersonal racism, historical, and current colonial policies) and
health service access

• Interventions must be designed and led by the communities they are
designed to serve and ensure the voices of racialised populations are
heard and acted on
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