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Definition of Postpartum Justice 

Postpartum Justice is the set of values forming the 
foundation of postpartum care that is fair and equitable. It is free 
from sexism, racism and a health care system that is based on 

profit. Postpartum Justice recognizes society’s 
collective responsibility for all parents of new babies. It 

distills the postpartum wisdom of the past and transforms it to 
serve the future.

Mothers-to-Mothers Project 
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We are in a crisis.  

 
Morning Keynote Conversation: 

 

Afternoon Concurrent Breakout Session I: Black Maternal Health Equity 

Afternoon Concurrent Breakout Session II: Current Fights for Justice 

 

Afternoon Concurrent Breakout Session III: Forging a New Postpartum Culture 

 
SUMMIT ORGANIZERS: 
The Museum of the African Diaspora 

Mothers to Mothers Postpartum Project 

 
Summit Planning Committee: 
 

Postpartum Justice Summit Resource Handbook Edited by: 
Compiled by: 
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Author Dani McClain, Keynote Speaker 
 

Dani McClain reports on race and reproductive health. She is a contributing writer at 
The Nation and a fellow with Type Media Center (formerly the Nation Institute). 
McClain's writing has appeared in outlets including Slate, Talking Points Memo, 
Colorlines, EBONY.com, and The Rumpus. In 2018, she received a James Aronson 
Award for Social Justice Journalism. Her work has been recognized by the National 
Lesbian and Gay Journalists Association, the National Association of Black Journalists, 
and Planned Parenthood Federation of America. McClain was a staff reporter at the 
Milwaukee Journal Sentinel and has worked as a strategist with organizations 
including Color of Change and the Drug Policy Alliance. Her book, We Live for the 
We: The Political Power of Black Motherhood, was published this month by Bold 

Type Books (formerly Nation Books). McClain has a B.A. in history from Columbia University and a master’s 
degree from Columbia’s journalism school. 
 
Author and Celebrity Doula Latham Thomas, Keynote Speaker 
 

After giving birth to her son Fulano in 2003, Latham Thomas set out on a mission to 
help women reclaim birth.  A graduate of Columbia University and the Institute for 
Integrative Nutrition, Latham is a maternity lifestyle maven, world renown wellness 
leader and master birth doula on the vanguard of transforming the wellness 
movement.  Named one of Oprah Winfrey’s Super Soul 100, Latham is bridging the 
gap between optimal wellness, spiritual growth, and radical selfcare and is the go-to-
guru for modern holistic lifestyle for women.  She authored the bestselling book 
titled, “Mama Glow: A Hip Guide to a Fabulous and Abundant Pregnancy” and most 

recently published bestseller OWN YOUR GLOW: A Soulful Guide to Luminous Living and Crowning the Queen 
Within.  Latham serves on the Tufts University Nutrition Council and is also a member of the Well + Good 
Council where she provides expertise in women’s wellness, pregnancy and selfcare.  She teaches at 
universities and teaching hospitals around the country, helping to improve the patient’s labor and delivery 
experience. 
 
Dr. Karen A. Scott, Moderator of Session I 
 

Dr. Scott is an assistant adjunct professor in the UCSF Family Health Care Nursing 
Department and Project Director of the California Birth Equity Collaborative, a new 
quality improvement hospital-based initiative under the California Maternal Quality 
Care Collaborative to transform birth culture, care, and experiences for, by, and with 
Black mothers and birthing people through collaborations with Black women led 
CBOs and community-hospital partnerships.  She is a Reproductive Justice (RJ) 
informed obstetric epidemiologist, educator, and OB hospitalist, and her work is 
accomplished through the application of a RJ praxis in sexual and reproductive 
health education and health service provision. Dr. Scott’s clinical and research 
interests include the analysis of individual, institutional, and structural factors that 
inform health care quality and utilization, focusing on equitable patient-provider and 

community-hospital partnerships and shared decision making.  
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Activist Helen Arega, Panelist in Session I 
 

Helen Arega holds a MA in Urban Affairs and Public Policy with a concentration in 
Reproductive Health. After moving to California in 2014, she further pursued her 
passion and education for sacred birth and became a full-spectrum doula, ultimately, 
co-founding Roots of Labor Birth Collective. Helen is a traditional birth worker, 
activist, and educator. She is a member of Black Women Birthing Justice and 
currently serves as the Program Director for the ACTIONS Fellowship; focusing on 
reproductive health and justice at University of California San Francisco-School of 
Nursing. Helen was born in Ethiopia and immigrated to the US when she was 4 years 

old; while she has spent most of her life in the U.S. she is very passionate about reproductive health and 
justice on a global scale, specifically in Afrika. She has contributed to a few publications on reproductive 
justice; Battling Over Birth produced by Black Women Birthing Justice and a book chapter in Moving Life 
Course Theory Into Action edited by Sarah VerBiest DrPH, MSW, MPH; The Criminal Justice System’s Impact on 
Intergenerational Health.  
.   
 
Activist Starr Britt, Panelist in Session I 

 
As a catalyst for transformative change, Starr Britt has a history of engaging 
stakeholders from the grassroots level to the upper tiers of government. Through 
her birthing and reproductive justice work, she scales new heights in holistic Black 
and POC maternal, infant, and adolescent health. While Britt is adept at engaging 
vulnerable communities to organize constituents, her power lies in her ability to 
identify and strengthen leaders, and train powerful advocates and brand 
ambassadors. 
Britt currently serves on the Community Advisory Board at UCSF's Preterm Birth 

Initiative, is an active doula, and a member of Roots of Labor Birth Collective. She is a member of the Because 
She's Powerful Demands Team, National Bail Out Collective, and co-facilitated Essie Justice Group's Healing 
to Advocacy Cohort for women with incarcerated loved ones in 2018. Britt currently serves as a consultant to 
organizations seeking to bolster their capacity through innovative fund development, public relations, and 
policy initiatives. She successfully juggles self-care and healing while mothering her two daughters, Maya and 
Tay. Britt recently concluded a year-long storytelling and media fellowship centering Black mothers. She is 
excited to launch her capstone project. 
 
Activist Makia White-Goines, Panelist in Session I 
 

Makia White-Goines, RNC-OB, MSN, PHN, LE, is an active Certified Inpatient 
Obstetric Registered Nurse who works in two perinatal care centers in two of the 
largest medical systems in Northern California. A graduate of the University of San 
Francisco, Makia is an advocate for the underserved; working towards a more 
humane and just world. Her graduate work focused on Healthcare Systems 
Leadership and she is a previous Chair of the Professional Performance Committee of 
Alameda County Public Health Nursing. She is also a Public Health Nurse who served 
Alameda County as a home visiting nurse and a case manager in the Maternal, 
Paternal, Child, Adolescent Health program. She coordinated four Alameda County 
immunization clinics for uninsured and underserved populations, and partnered with 
the Women, Infants and Children program to improve breastfeeding rates in the 

African American community within Alameda County. Makia is a champion for birth equity and is honored to 
be a part of the California Birth Equity Collaborative. 
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Policy Director Brittni Chicuata, Panelist in Session II 

 
Brittni Chicuata is a Policy Director at the San Francisco Human Rights Commission, 
the civil rights agency for the City and County of San Francisco, where she focuses on 
dismantling systemic racism and inequity through policy. Brittni is an adventurous 
traveler who uses her global perspective to shape and guide the way she translates 
the experiences that connect us, the social and health needs of the most vulnerable 
communities, and the role of government to talk critically and act with intention to 
improve opportunities and outcomes. 
  

Prior to joining the Human Rights Commission, Brittni worked as a Legislative Aide to San Francisco Board of 
Supervisors President Malia Cohen, where she initiated legislation regulating flavored tobacco, banning the 
use of city resources to create a registry based on religion, ethnicity or national origin, and designing the 
city’s cannabis equity program. She also helped to create a program providing doula care coverage for moms 
on Medi-Cal. 
 
Dr. Sara Whetstone, Panelist in Session II 

 
Sara Whetstone is an obstetrician and gynecologist at UCSF's Mount Zion campus. 
She specializes in the care of underserved women, medical education, health 
disparities, workforce diversity, family planning, fibroids, patient-centered clinical 
care and minimally invasive gynecologic surgery.  She is also a clinical instructor of 
obstetrics, gynecology and reproductive sciences at the UCSF School of Medicine, as 
well as the assistant residency director in the obstetrics and gynecology department.  
Whetstone completed her B.A. in community health at Brown University in 
Providence, R.I., her medical degree at Yale University School of Medicine in New 
Haven, Conn., and did her residency at UCSF. 
 

 
Activist Fabiola Santiago, Panelist in Session II 

 
Fabiola Santiago is a mother, activist, and campaign manager at PL+US: Paid Leave 
for the US. She works directly with people who are most affected by the lack of paid 
family leave and uses her public health lens to frame paid family leave as a public 
health issue. Fabiola earned her Master of Public Health degree with an emphasis in 
maternal and child health from UCLA in 2012. In addition to her academic 
background, Fabiola was involved with a community group made up of midwives, 
doulas, bodyworkers, nutritionists, healers, and scholars. She was inspired by them 
and also completed trainings to be a birth, postpartum, and abortion doula. While 
she enjoyed this work, she has chosen to focus her energy on supporting public 
policies that moves society towards health, economic, and racial equity. Fabiola’s 

passion to reduce health inequities is rooted in her lived experiences as a formerly undocumented immigrant 
and in her indigenous Zapotec identity. 
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Perinatal Services Coordinator Therese McCluskey, Panelist in Session II 
 

Therese McCluskey promotes reproductive justice using a public health approach. As 
the Perinatal Services Coordinator in Alameda County, she supports pregnancy 
care providers to deliver quality services for Medi-Cal eligible women and 
families.  Her Master's degree in Public Health is from UCLA, and she worked for 11 
years in San Francisco before moving to Alameda County in 2000. Current special 
projects include co-leading the African American Women's Health Subcommittee, 
managing the Health Advancement for Pacific Islanders program, and guiding the 
electronic health record template for Comprehensive Perinatal Services Program in 
EPIC. 

 
Therapist Lakia Davis, Moderator of Session III 
 

Lakia Davis was born and raised in the Bay Area. Lakia is a child and family 
psychotherapist who works with communities to improve the future of their 
children.  Although Lakia has moved through many movement spaces, Lakia had 
never heard of the term postpartum in any other context besides postpartum 
depression. This speaks to the invisibility of the postpartum experience in our 
society.  Lakia was introduced to the concept of Postpartum Justice through a 
series of lectures at Cal last fall.  Recognizing the need to promote Postpartum 
Justice in research, policy and services, Lakia is dedicating herself to building a 

movement to honor all those who give birth. 
 
Activist Angelita Borbon, Panelist in Session III 

 
Angelita Valencia Borbón (Indigena Yaqui) is recognized as an Indigenous thought leader 
and dialogue facilitator who applies ecological thinking to solve systemic issues. She is a 
Grandmother with deep capacity and wide experience awakening consciousness 
and mobilizing authentic collective action. She is a co-founder in 2015 of the Cihuapactli 
Collective helping families and birth workers on their journey towards wellness through 
ancestral knowledge, and is a founder of the SisterWeb Community Doula Network in San 
Francisco, where she now lives. 
 

 
Author Michele Lee, Panelist in Session III 
 

Michele E. Lee is the author of the recently published book, "Working The Roots: Over 
400 Years of Traditional African American Healing” - a journey that took 22 years to 
produce.  Born into a family of traditional healers from the south, Lee began 
documenting the medicinal practice whose legacy reaches back 7 generations in 
Mississippi and Louisiana.  Her family tree also weaves in and out of the south eastern 
Native communities and also includes the Mississippi Chinese.  And then for 4 years, 
she lived down a dirt road in rural North Carolina seeking out more knowledge and 
wisdom from traditional healers and root workers throughout the south. Michele 
Elizabeth Lee has worked for over 30 years in the integrated arts as a researcher, 
writer, visual artist, administrator, curator and educator.  She has a MFA from the 
University of Southern California and a BA from Antioch College. She currently lives and 

works in her native Oakland where she teaches art in a public school.  She has two adult children, Milon and 
Nora. 
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Doula Lyanne Jordan, Panelist in Session III 
 

Lyanne Jordan is a practicing doula with her private practice Doula Lyanne, also a 
founding member and the Executive Director of Maroon Calabash - a Black woman led 
reproductive justice organization in Wisconsin.  Lyanne has been actively engaged in 
Maternal and Child Health organizing and direct service since 2014. As a Kenyan 
immigrant raised in the suburbs of southeastern Wisconsin, Lyanne’s pursuit and 
dedication of equitable representation and access drew her into the birth field. A 
champion for Black reproductive justice and wellness, Lyanne began a private practice 
as a trained doula, lactation care provider and photographer. She provides continuous, 
culturally aware and non-judgemental support to families in the Milwaukee area. Her 
mission as a practitioner and reproductive justice advocate is focused on supporting 
Black families in their journeys to conceive, terminate, birth, heal and meet their goals 

with power, information and without fear. Through Maroon Calabash, Lyanne advances in her work to demand 
equitable access, unbiased care, and systemic change for Black individuals and families around reproductive 
justice and wellness.  
 
Activist T’Amentanefer Camara, Panelist in Session III 

T’Amentanefer  Lumukanda Camara-(TaNefer) is an International Board Certified 
Lactation Consultant (IBCLC), infant feeding specialist/educator, certified doula and 
maternal health strategist. She has a BS in Psychology and Health education and Masters 
in Health Care Administration. Over the last 12 years she has developed and 
implemented programs to address health disparities in birth and breastfeeding 
throughout Alameda County.  As a lactation consultant at Highland hospital she provides 
comprehensive lactation and breastfeeding care and has played an integral role in the 
Baby Friendly designation process. In addition to local efforts she has led national and 
international efforts to address issues of equity and racism within the field of lactation. 
In 2016, she was awarded the Rising Star in Lactation award by the California 
Breastfeeding Coalition for her dedication and commitment to eliminating barriers to 

breastfeeding. TaNefer is a founder and co-lead of the African American Breastfeeding Cultural Outreach Task 
Force. She also leads the African American Perinatal Health sub-committee in Alameda County and is a 
community advisory board member to the UCSF Preterm Birth Initiative. She is world renown for her song and 
viral video “Teach me how to breastfeed”.  As a wife and mother of 3 she balances activism and motherhood 
through leading by example with selfcare practice, exercise and nutrition. She recently founded Urban Matriarch 
International a non-profit organization dedicated to maternal healing, social support and economic 
advancement. 
 
Artist Yemanya Napue, Performer at the Summit’s Opening Ceremony 
  

Yemanya Napue has been educated from Nicodemus, Kansas to San Francisco, 
California. As a small child, she was chosen by the elders of her family (the women of 
Nicodemus) to be given all the gifts & knowledge they each could pass on to her by 
age 15. As a healer/intuitive, aka the Golden Honey Owl Medicine Woman, she has 
proudly trained to facilitate "attitudinal healing connection". This concept is devoted 
to building strong healthy communities. She has been facilitating women's womb, 
family (intergenerational) and racial healing circles at UC Davis Health Medical 
Facility and campus. She has implemented over 20 community gardens in 14 
counties and teaches edible landscape, plant & edible medicine weed identification, 
food safety, preparation, marketing and tasting. Miss Napue has been on stage since 

the age of three and has continues to teach theatre and all aspects of production i.e. costuming, television 
broadcasting, stage design, lighting and sound tech.  She is also a multi-faceted dancer, gymnast, national 
quilter/textile/recyclable artist/doll maker.  
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Activist Dominique Fernandez, Moderator of Session II and Co-Organizer of the Postpartum 
Justice Summit 
 

Dominique Fernandez is a passionate doula, photographer, curator and creative. She 
is invested in creating spaces and opportunities for her community to practice self 
care through meditation, movement, creativity, and laughter. She hosts gatherings 
regularly to bring women together over fellowship and food. Dominique has an 
Urban Studies degree from UC Berkeley and is a world traveler. She is dedicated to 
global learning as a means for creating cultural understanding and internationalizing 
her outlook on life. Dominique facilitated UC Berkeley's Traditional Postpartum 
Wisdom - Implications for Contemporary Postpartum Justice in Fall 2018, which was 
the incubator for the Postpartum Justice Summit. As co-organizer of the Summit, she 
is grateful to all those who have paved the way and have provided guidance for her 
advocacy journey in postpartum justice! 
 

Author Bryant Terry, Co-Organizer of the Postpartum Justice Summit 
 

Bryant Terry is a James Beard Award-winning chef, educator, and author renowned 
for his activism to create a healthy, just, and sustainable food system.  He is 
currently in his third year as Chef-in-Residence at the Museum of the African 
Diaspora (MoAD) in San Francisco where he creates programming that celebrates 
the intersection of food, farming, health, activism, art, culture, and the African 
Diaspora.  His work has been featured in The New York Times, The Washington 
Post, The San Francisco Chronicle, and All Things Considered among many other 
publications.  In December 2017 San Francisco Magazine included Bryant among 11 

Smartest People in the Bay Area Food Scene.  A year earlier, Fast Company included Bryant among 9 People 
Who Are Changing the Future of Food.  Bryant currently serves on the advisory board for Mothers to 
Mothers, an undergraduate student project based at UC Berkeley that initially focused on the postpartum 
food wisdom of immigrant and refugee Asian American Pacific Islander women. 
 
Dr. Marilyn Wong, Co-Organizer of the Postpartum Justice Summit 

Dr. Marilyn Wong is a retired physician whose justice work in the past decade 
centers on the promotion of diversity in the healthcare workforce and the redefining 
of a post-partum culture that will be based on the principle of justice.  She founded 
the AAPI Health Research Group (AAPIHRG) at UC Berkeley in 2008 to support 
students from immigrant and refugee communities to enter the field of community 
health.  In 2014, she founded the Mothers to Mothers Project to explore the wisdom 
of cross-cultural postpartum traditions.  She looks forward to learning from and 
collaborating with community members to forge a new postpartum culture to 
mitigate the destructive forces in the current maternal health crisis.  Dr. Wong 
received her MD from UC San Francisco and an MPH from Johns Hopkins where she 

also completed her residency in Preventive Medicine. 
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Articles and References 
This collection of articles is a sampling of readings shared with us by 
collaborators on the journey to defining postpartum justice, and is a 
continually growing list. Due to space constraints, reference lists for arti-
cles can be accessed through the QR code. 

Advocacy and Services 
Use the QR code for access to an interactive map of maternal health 

services and advocacy organizations in the Bay Area. This map is not an 
exhaustive list. We encourage you to check in periodically for updates. The 
M2M Team welcomes your feedback and suggestions, please feel free to 
contact us!

Resources

Books



12

 

 

• 
• 
• 
• 

• 
• 
• 
• 

 

• 
• 
• 

• 
• 
• 

 

• 
• 

• 
 



13

Suggested Readings 

 

Medical Bondage: Race, 
Gender and the Origins 
of American Gynecology 
by Deirdre Cooper Owens 
 
 
 

Working the Roots: 
Over 400 Years of 
Traditional African-
American Healing  
By Michelle E. Lee 
 

Battling Over Birth: 
Black Women and the 
Maternal Health Care 
Crisis  
by Julia Chinyere Oparah, 
Helen Arega, et al.  
 
 

The Big Letdown: How 
Medicine, Big Business, 
and Feminism 
Undermine 
Breastfeeding  
by Kimberly Seals Allers 

We Live for the We: The 
Political Power of Black 
Motherhood 
by Dani McClain 

Delivered by Midwives: 
African American 
Midwifery in the 
Twentieth Century 
South  
by Jenny M. Luke 

Birthing Justice: Black 
Women, Pregnancy, 
and Childbirth 
by Julia Chinyere Oparah 
and Alicia Bonaparte 

First Forty Days: The 
Essential Art of 
Nourishing the New 
Mother 
by Heng Ou and Amely 
Greeven, et al.  

From Mothers to 
Mothers: A 
Collection of Traditional 
Asian Postpartum 
Recipes 
 

Own Your Glow: A 
Soulful Guide to 
Luminous Living and 
Crowning the Queen 
Within  
by Latham Thomas 

Books
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Articles

Session I: Black Maternal Health Equity 
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Setting the Standard for Holistic Care of and For 
Black Women  
Black Mamas Matter Alliance  
 
Lead Author: Sunshine Muse, with contributors Elizabeth Dawes Gay, Angela Doyinsola 
Aina, Carmen Green, Joia Crear-Perry, Jessica Roach, Haguerenesh Tesfa, Kay Matthews, 
and Tanay L. Harris  
 
 
“When race stops being the precursor to how people will be received into the health care 
and other systems, the outcomes will be different… If we would lean on the voices, 
experiences, traditions, leadership, and ingenuity of Black women to create solutions and 
strategies, we would begin to successfully address this issue.” 
 – Marsha Jones  
 
 
The pervasive crisis of Black maternal mortality is making headlines. Nationally, Black 
women are three to four times more likely to die from pregnancy-related causes than 
white women. Black infants are over two times more likely to die in their first year of life 
than white infants. This epidemic of Black mothers and infants having the highest risk 
for maternal and infant mortality has persisted for years. In fact, Black women’s risk of 
maternal mortality has remained higher than white women’s risk for the past six 
decades.  In the United States overall, the rate of maternal mortality has increased for all 
women despite advances in medical technology and increased spending on health care. 
Racial differences in maternal mortality are still occurring, even in states like California 
where there have been recent reductions in overall maternal mortality rates.  
 
New data from the U.S. Centers for Disease Control and Prevention (CDC) show that Black 
women who die from pregnancy-related causes are most likely to die from heart and 
cardiovascular conditions or events such as a heart attack, hemorrhage or excessive 
bleeding, and preeclampsia and eclampsia, which are conditions associated with high 
blood pressure. Black women are also more likely than white women to experience 
severe maternal morbidities, or serious pregnancy-related health events such as an 
infection, blood clot, or stroke. 
 
 A growing body of evidence indicates that stress from racism and racial discrimination 
influences maternal mortality and morbidity among Black women, regardless of their 
socioeconomic status. Black maternal health outcomes are not influenced solely by age, 
education, income, health care access, or health behaviors. Racism, racial discrimination, 
systemic inequities, and social determinants of health contribute to poor maternal health 
outcomes in the Black community. For example, it is important to note that African 



18

immigrant women have healthier birth outcomes upon arrival in the United States than 
their Black counterparts, but mirror Black rates of adverse birth outcomes over time. 
Something about being Black in America is making us sick and shortening our lives.  
 
Building a Movement to Birth a More Just and Loving World, a March 2018 report from 
the National Perinatal Task Force, asserts that “prioritizing the impacts of the social 
determinants of health is an essential part of addressing this unfair and avoidable 
disparity in health status and outcomes.” Like other reports and articles examining this 
issue, it highlights the facts that the health inequities that Black people and women face 
over the life course, including before, during, and after pregnancy, are interrelated and 
impacted by the intense and unequal racialized conditions that Black people experience 
on a daily basis in the United States.  
 
Renowned public health author, Thomas LaViest, states that “Black people live sicker and 
die younger than any other ethnicity in this country.”Research indicates that this is not a 
genetic flaw or inherent biological inevitability; instead, it is directly related to 
“weathering,” toxic stress, and inadequate and disrespectful health care. These factors 
wrap themselves around the very real lives and bodies of Black people in America, 
squeezing the life out of them through systemic, institutional, and individual bias and 
neglect. For Black women, these forms of systemic oppression have manifested as 
historical experimentation on Black women’s bodies, forced sterilization, discriminatory 
health policies, the removal of traditional birth practices in Black communities, and 
other coercive reproductive practices that impact the current maternal mortality 
disparity rates in the United States. While there are many factors contributing to racial 
disparities in maternal mortality and morbidity rates, and the solutions to these issues 
may seem vast and hard to tackle, one major area of consideration is to focus on 
identifying and amplifying the maternity care knowledge, legacy, and work of Black 
women. The Black Mamas Matter Alliance centers Black Mamas to advocate, drive 
research, build power, and shift culture for Black maternal health, rights, and justice. As 
the United States begins to acknowledge and address Black maternal and infant health, it 
is essential that all strategies involve the authentic leadership, ingenuity, research, and 
voices of Black women. The expertise of Black women must directly determine best 
practices for our own care. 
 
 

According to the Black Mamas Matter Alliance, Holistic Care:  
● Addresses gaps in care and ensures continuity of care  
● Is affordable and accessible  
● Is confidential, safe, and trauma-informed  
● Ensures informed consent  
● Is Black Mama-, family-, and parent-centered and patient-led 
● Is culturally informed and includes traditional practices 
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● Is provided by culturally competent and culturally congruent providers 
● Respects spirituality and spiritual health  
● Honors and fosters resilience  
● Includes the voices of all Black Mamas 
● Is responsive to the needs of all genders and family relationships  
● Provides wraparound services and connections to social services  

 
This Black Paper provides a summary overview of holistic care recommendations using a 
reproductive justice and human rights framework. The components of this Black Paper 
will be described further in a later report.  
 

Recommendations:  
● Listen to Black women  
● Recognize the historical experiences and expertise of Black women and families  
● Provide care through a reproductive justice framework  
● Disentangle care practices from the racist beliefs in modern medicine  
● Replace white supremacy and patriarchy with a new care model  
● Empower all patients with health literacy and autonomy  
● Empower and invest in paraprofessionals  
● Recognize that access does not equal quality care  

 
 

Listen to Black Women  
 
“What’s missing from the care of Black women is their centered voice, validation of 
experience, and freedom to choose and be informed. Black women need respectful care 
that is free of implicit and explicit bias. It is the provider’s responsibility to address those 
biases. To address the issue of maternal mortality we need care that originates from and 
is defined by Black women-led organizations, practitioners, and community 
members…care that centers our voices and evidence-based processes. This care has to 
encompass and be led by the voices of Black women as we see ourselves in relationship 
to our care. We have the ability to make decisions for ourselves, to process information 
and to question it.”  
– Jessica Roach 
 
Historically, Black women’s voices and talents have been pushed aside or regulated out 
of modern medicine. The expertise of Black midwives is a prime example of the way that 
Black women caring for one another in childbirth has been erased by modern medicine 
and replaced by the incorrect notion that Black women do not value midwifery or 
understand prenatal care. The facts are that Black women brought the tradition of 
midwifery with them to the United States and doctored one another through centuries of 
enslavement, Jim Crow, and segregation. 
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Black people were not allowed into hospitals that treated white patients and relied on 
one another’s experience and traditions for medical care for centuries in the United 
States. Medicine did not originate in the absence of Black women’s expertise and 
participation. In fact, modern day gynecology was founded, in part, on non-consensual 
experimentation on Black female bodies. Black women know their bodies and 
understand what ails them. The voices of Black women must be heard in individual care 
visits, in policy decisions, and in the design of all medical interventions targeted for 
Black women.  
 

“Most medical providers don’t know Black history, don’t know female Black  
history and aren’t required to. Consequently, it’s easy for providers to make a lot  
of racial and racist assumptions about Black women’s conditions and 
knowledgebase (or lack thereof). This way of providing care results in providers 
and staff being prescriptive in ways that have very little to do with understanding 
Black women’s reality. This type of care is not holistic or honoring. A prerequisite 
baseline knowledge of who Black women are and what we know would be 
helpful. Providers learning to ask is really important. Reverence for our profound 
experience as healers and as community leaders needs to emerge to redefine how 
Black female patients are approached and how providers hold Black female 
patients in their care.”  
– Sunshine Muse 
 

 

Recognize the Historical Experiences and Expertise of Black 
Women and Families  
 
“Ahistorical care is (part of) how we get to a place of mistreatment and inadequate care.” 
– Dr. Joia Crear-Perry 
 
In order to be accountable to Black women patients, providers must know and 
acknowledge the history of medical apartheid in America and the history of extensive 
non-consensual medical experimentation on Black people and Black women in 
particular. Black women have a long history of being subjected to reproductive 
violations, coercion, and non-consensual acts of medical violence. That history, more 
recent than many suspect, influences how Black people interact with health care systems 
and providers.  
 
Black women also have an extensive history of being traditional and effective healers, 
midwives, lactation, birth and childcare advocates and experts. In the absence of 
knowing about and acknowledging this robust, inspiring, and at times heart-breaking 
history, Black women patients are not recognized for who they are throughout their care 
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experiences. Improving Black women’s health outcomes requires holistic care. It is the 
traditional model of care for people of African descent, though it may be unknown by 
most western medicine providers.  
 

“Prenatal care that does not also take into consideration the unique experiences of  
a woman/person, her/their community, and the specificities of her/their cultural 
background cannot produce the highest quality outcome.”x 
– Building a Movement to Birth a More Just and Loving World 
 
 

Provide Care Through a Reproductive Justice Framework  
 
Holistic care must be centered on Reproductive Justice because our lives require full 
acknowledgment of all that we are and all the ways the past and current inequities 
impact our lives as Black women.”  
– Dr. Joia Crear-Perry 
 
Reproductive Justice, a term coined by Black women, is the human right to maintain 
personal bodily autonomy, have children, not have children, and parent the children we 
have in safe and sustainable communities. Its goals are to analyze power systems, 
address intersecting oppressions, center the most marginalized, and unify communities 
across issues. Reproductive Justice recognizes the right to health and safety and defends 
the needs of women of color and other marginalized women.  
 
Consent is at the crux of the patient-provider relationship, where interpersonal 
interactions, authority and power collide throughout the care experience. The 
patient-provider relationship requires trust for the critical flow of information, a flow 
that dries up when the personhood of a mother or family is disregarded. Care through a 
Reproductive Justice lens will always prioritize consent over provider bias. In order to 
distinguish bias from care, providers must adopt this framework and engage patients in 
their own care through conversation, collaboration, care partnership, and culturally 
congruent care provision. Anything less may be a death sentence for Black women and 
other disenfranchised people who, regardless of access to care, are dying at 
disproportionate rates.  
 

“Informed consent consists of two pieces that must interlock in order to be  
successful. ‘Informed’ does not refer just to the receipt of a generic, one-size-fits 
all information sheet. A care provider must be prepared (at the very least) to have 
a conversation and have the ability to address concerns without applying 
pressure or imposing power. We cannot have true consent if we lack transparent 
and engaged information provision. We cannot have true consent if the consenter 
feels unseen, unheard, or is experiencing pressure or some other unnamed 
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disempowering social or power dynamic in the exchange. True consent cannot be 
granted on un-level playing fields between strangers that do not have a common 
aim, which should be comprehensive information provision, mutual respect, and 
empowered decision making (with and not for our patients)” 
 – Haguerenesh Tesfa 
 

Disentangle Care Practices from the Racist Beliefs in Modern 
Medicine  
 
“Leave your socialized behaviors at the door and listen to what I am saying, follow 
through accordingly in partnership with me.” 
 – Jessica Roach  
 
“All women are different and require a different approach that is only in response to 
their medical condition- not to the color of their skin.” 
 – Kay Matthews 
 
Sterility and hierarchy as a practice or expectation across care provider roles limits the 
client/provider interaction and suggests or demands a continued hierarchy, which 
undermines partnership between patients and providers in care. It undermines the 
expertise of paraprofessionals, patients, and their family’s lived experience, and 
ultimately causes harm to patients and entire communities of people. 
 
In order to provide holistic care, providers must have the time, interest, and cultural 
congruency to know what questions to ask. Class, race, gender, education, and prior 
experience all influence a patient’s ability to define their own needs and desires in the 
presence of their provider and medical team. Any of these variables can weaken a 
patient’s voice. When working with Black women patients, it is essential that providers 
and staff adopt a lens to see more than the racialized stereotypes associated with the 
patient in front of them. Seeing Black women as whole, educated, loved, valued, and 
valuable is essential to good care. Black women deserve high quality care and must be 
treated as such.  
 

“Care partnership is an essential part of building trust and effective two-way  
education. Providers need patients to educate them about their bodies, concerns, 
medical history, conditions, desires and lived experiences. In order to do that, 
patients need providers who listen.” 
 – Sunshine Muse 

 
 
“Part of providing holistic care is being able to support the validity of the 
questions our patients ask and to work with our clients to find appropriate 
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answers for themselves as individuals. We are not monolithic. At the core, holistic 
health includes our patient’s ability to define what they want and need included 
in their own individual care.”  
– Jessica Roach  
 
“Holistic care must be centered on reproductive justice because when it is not, 
Black women are left out of the conversation and our histories and burdens are 
seen through a distorted lens of shortsighted assumptions and blame. When we 
say ‘inclusive care’ we mean care that includes and acknowledges the multiple 
everyday factors and influences that shape our individual and collective health at 
the conscious, unconscious and sub-conscious levels.”  
– Haguerenesh Tesfa 

 

 
Replace White Supremacy and Patriarchy with a New Care Model  
 
“Care that addresses the gaps must become the norm and not a setaside program. Care 
that addresses the gaps for Black women looks like centering us in its creation and its 
accountability metrics. It is the only way forward.”  
– Dr. Joia Crear-Perry 
 
The non-consensual aspects of historical medical provision for and on people of color 
still influences how patients are treated today. For example, research has shown that 
beliefs among medical students that Black people have higher pain tolerance than their 
white counterparts affects care provision, patient experience and satisfaction. Studies 
show that the strongest indicator for whether a patient receives pain medication or not is 
race, and that Black patients are less likely to receive pain medication than white 
patients. Racist beliefs about Black people directly impact how care is provided to Black 
women, but these beliefs do not have to be the norm.  
 
Models of care exist in communities of color as an alternative to hierarchical, rushed, 
and profit-centered models of care that are impacted by unconscious bias and 
historically racist beliefs. Some of these models are pioneered by Black women and must 
be included as part of a comprehensive approach to care. 
 
The JJ Way® is an example of a community-based model of health care delivery 
featuring innovative but adaptable components. Developed by midwife Jennie Joseph 
(“JJ”), the primary purpose of the model is to ensure that every woman has a full-term, 
healthy, and positive pregnancy experience and baby. Developed over the span of 25 
years, the JJ Way® provides wrap-around care that allows pregnant women, family, and 
friends to participate fully in a woman’s care utilizing a trauma-informed approach that 
prioritizes four main tenets: access, connections, knowledge, and empowerment. These 
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tenets are central to the model and embedded in every aspect of the JJ Way®. The model 
has been shown to improve birth outcomes. 
 
Research indicates that peer-to-peer education and accountability in maternal health 
care produces results, including a reduction in the likelihood of suboptimal prenatal 
care, significantly better prenatal knowledge, increased patient readiness for labor and 
delivery, and greater patient satisfaction with care. Breastfeeding initiation and duration 
is often higher in women who have received group care, or another peer-to-peer support 
model, and the impact on Black health in particular is notable. 
 
MommyUp, Mamatoto Village, and the Black Midwives Care(r) Model are three models of 
providing holistic care to Black women. 
 

“We want to help Black Mamas be their best selves. We do this through offering  
intentional space and place for moms to open up the world of possibilities to  
holistic well-being. From parenting, education, advocacy, organizing, 
entrepreneurship, perinatal and postpartum care, children’s health, community 
health, doulas and midwifery, mental health, and wellness. In providing the 
information, space, and place, we look at what we have in community and we put 
that in front of the mothers and we also ask the mothers what they need from 
community as well. The goal is to not have dreams deferred but to actualize the 
dreams. We do this by utilizing communal economic and social resources to 
achieve the best practices for mothers to be whole, and having that manifest into 
our children, families, and the larger community.”  
– Tanay Harris 
 

 

Empower All Patients With Health Literacy and Autonomy  
 
“Women like me are dying. I need to take all precautions to ensure that I do not become 
a statistic. My life depends on me being informed.”  
– Kay Matthews  
 
“It is essential that Black female patients – and all patients ideally – feel comfortable and 
empowered in this exchange to ask questions, get clarification, or challenge the 
information provided with their own research, traditions, and/or personal beliefs. 
What’s missing from the care of Black women is depth, caring and trusted exchange.” 
 – Haguerenesh Tesfa 
 
The daily churn of patients and the US model of health care limits the amount of time 
that medical providers and support staff can spend with patients, but time spent lends 
itself to care partnerships that foster trust, honesty, and increased value perception. 



25

Provider productivity and rushed or dismissive care provision can contribute to patient 
dissatisfaction and poor outcomes. Practitioners seeking to provide holistic care should 
avoid being dismissive, correcting beliefs out of cultural superiority or bias, and rushing 
through visits. Care providers should also be willing to refer women to all the services 
they need as determined by a thoughtful interaction. 
 
A 2018 study by Dr. Monica McLemore and colleagues examined the pregnancy-related 
health care experiences of women of color. These women described their health care as 
disrespectful and stressful, and recommended that care providers listen to patients more 
and give more attention to patient birth plans. 
Empowering Black women with clear information about their health status, risk factors, 
and various options for disease prevention and management could help to mitigate a 
system that often dismisses their care concerns as incorrect or undereducated. Care 
partnership – where Black female patients plan for their care alongside their provider – 
is the only way forward. 
 

“Black women have a right to be informed when it comes to our bodies and a right  
to be informed if there are health issues that we are at risk for.”  
– Kay Matthews 
 

 

Empower and Invest in Health Paraprofessionals  
 
“The work is being done by the paraprofessional. They can suggest the navigation points 
that make care plans realistic. It’s not just poking bellies and listening to heartbeats. The 
staff as a team creates a patient centered model.” 
 – Jennie Joseph  
 
An interdisciplinary team approach is what Black women need for high quality, holistic 
care. There are several reasons why many people of color function as paraprofessionals, 
such as: 

● Lack of access to advanced degree options and financial and time constraints to 
obtain the degree; 

● A desire to work “the front lines” or perform “community work” in a specific and 
less prescribed way; 

● Needing a more flexible schedule to parent or pursue multiple career interests; 
and  

● Racial discrimination or discouragement in educational and professional settings.  
 
Whatever the reasons, the presence, commitment, and frequent cultural congruency of 
many paraprofessionals allows them to form bonds with their patients that providers 
often don’t have the time, skills, or cultural competency to cultivate.  
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For Serena Williams, Childbirth Was a 
Harrowing Ordeal. She’s Not Alone. 

 
After giving birth in September, Serena Williams was bedridden for six weeks from a string of medical 
complications. Credit: Martin Dokoupil/European Pressphoto Agency 
 
By Maya Salam  
Jan. 11, 2018 

Not even the tennis dynamo Serena Williams is immune from the complications and challenges 
new mothers face during and after childbirth. 

In a Vogue cover story published online on Wednesday, Ms. Williams, who holds 23 Grand Slam 
titles — some call her a superhero, others a queen — shared her agonizing postnatal experience, 
including an episode in which hospital employees did not act on her concern that she was 
experiencing a pulmonary embolism, a sudden blockage of an artery in the lung by a blood clot. 
She is prone to such clots, a condition that nearly killed her in 2011. 

“Serena lives in fear of blood clots,” the Vogue article said. 

On Sept. 2, the day after giving birth to her daughter via cesarean section, Ms. Williams was 
having trouble breathing and “immediately assumed she was having another pulmonary 
embolism,” the article says. 

She alerted a nurse to what she felt was happening in her body and asked for a CT scan and a 
blood thinner, but the nurse suggested that pain medication had perhaps left Ms. Williams 
confused, according to Vogue. Ms. Williams insisted, but a doctor instead performed an 
ultrasound of her legs. 

“I was like, a Doppler? I told you, I need a CT scan and a heparin drip,” Ms. Williams, 36, said 
she told the medical team. 

When the ultrasound revealed nothing, she underwent a CT scan, which showed several small 
blood clots in her lungs. She was immediately put on the heparin drip. “I was like, listen to Dr. 
Williams!” she told the doctors. 
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A spokeswoman for Ms. Williams declined to comment beyond the Vogue article. 

The need to ensure that medical professionals are responsive to new mothers’ concerns has 
gained attention in recent years. The “Stop. Look. Listen!” campaign, for example, which was 
introduced in 2012, aims to empower women to report pregnancy-related medical issues and to 
increase awareness and responsiveness among health care practitioners. 

About 700 women die each year in the United States as a result of pregnancy or delivery 
complications, according to the Centers for Disease Control and Prevention. Complications 
affect more than 50,000 women annually. And the risk of pregnancy-related death is three to 
four times as high for black women as it is for white women, the C.D.C. says. 

Even more troubling, the numbers have increased steadily from 7.2 deaths per 100,000 live 
births in 1987 to a high of 17.8 deaths per 100,000 live births in 2009 and 2011, according to the 
C.D.C. 

Serena Williams with her daughter in September. Credit: via Instagram 

 

The “Stop. Look. Listen!” campaign — a collaboration between the Tara Hansen Foundation and 
the Robert Wood Johnson Medical School at Rutgers — was developed to honor the life of Tara 
Hansen, a young mother who was sent home after delivery despite raising concerns about how 
she felt. She died six days later from an undiagnosed infection. 

The campaign has prompted New Jersey to designate Jan. 23 as Maternal Health Awareness 
Day, the first state to designate a day to the cause. 

For Ms. Williams, the clots were only the beginning of her complications. In the days after she 
gave birth, bouts of severe coughing — a result of the embolism — caused her C-section wound 
to open. She returned to surgery, during which doctors found a large hematoma, a collection of 
blood outside of the blood vessels, in her abdomen. She was then back in the operating room for 
a procedure to help prevent more clots from dislodging and traveling to her lungs. 

Ms. Williams was bedridden for her first six weeks of motherhood. 
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Life-threatening complications in the delivery room, and during recovery, are all too common — 
particularly for black and Hispanic women. 

A series last year by the nonprofit investigative journalism organization ProPublica and NPR 
explored why black women disproportionately suffer complications around pregnancy and 
childbirth. 

ProPublica analyzed how different medical facilities in New York, Illinois and Florida treated 
women who experienced hemorrhages during childbirth. It found, as has other research, that 
women who hemorrhage at disproportionately black-serving hospitals are significantly more 
likely to experience severe complications like birth-related embolisms and emergency 
hysterectomies. 

Poverty, access to care, culture, communication and decision-making all contribute to 
disparities, Dr. Elizabeth Howell, professor and director of the Women’s Health Research 
Institute at the Icahn School of Medicine in New York, said on Wednesday. Still, the problem is 
often attributed incorrectly solely to poverty, she said. 

“Everyone always wants to say that it’s just about access to care and it’s just about insurance, but 
that alone doesn’t explain it,” said Dr. Howell, whose research focuses on quality of care and 
racial and ethnic disparities in maternal and child health. 

Dr. Howell and ProPublica both pointed to a 2016 analysis that found that black college-
educated mothers who gave birth in New York City hospitals were more likely to suffer severe 
complications during pregnancy and childbirth than uneducated white women. 

New York City is increasingly confronting the role that racism plays in health outcomes, Dr. 
Howell said. “There’s more and more emphasis to thinking about the ways bias shapes the way 
we hear our patients,” she said. 
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How Hospitals are Failing Black Mothers  
A ProPublica analysis shows that women who deliver at hospitals that 
disproportionately serve Black mothers are at higher risk of harm.  

 
By Annie Waldman, Dec 17 2017, 8 AM EST  
 
NEW YORK — When Dacheca Fleurimond decided to give birth at SUNY Downstate 
Medical Center earlier this year, her sister tried to talk her out of it. 

Her sister had recently delivered at a better-rated hospital in Brooklyn’s gentrified Park 
Slope neighborhood and urged Fleurimond, a 33-year-old home health aide, to do the 
same. 

But Fleurimond had given birth to all five of her other children at the state-run SUNY 
Downstate and never had a bad experience. She and her family had lived steps away 
from the hospital in East Flatbush when they emigrated from Haiti years ago. She knew 
the nurses at SUNY Downstate, she told her sister. She felt comfortable there. 

She didn’t know then how much rode on her decision, or how fraught with risk her 
delivery would turn out to be. 

It’s been long-established that black women like Fleurimond fare worse in pregnancy 
and childbirth, dying at a rate more than triple that of white mothers. And while part of 
the disparity can be attributed to factors like poverty and inadequate access to health 
care, there is growing evidence that points to the quality of care at hospitals where a 
disproportionate number of black women deliver, which are often in neighborhoods 
disadvantaged by segregation. 

Researchers have found that women who deliver at these so-called “black-serving” 
hospitals are more likely to have serious complications — from infections to birth-related 
embolisms to emergency hysterectomies — than mothers who deliver at institutions that 
serve fewer black women. 

Still, it’s difficult to tell from studies alone how this pattern plays out in real life. The 
hospitals are never named. The women behind the numbers are faceless, the specific 
ways their hospitals may have failed them unknown. 

ProPublica did its own analysis, using two years of hospital inpatient discharge data 
from New York, Illinois and Florida to look in-depth at how well different facilities treat 
women who experience one particular problem — hemorrhages — while giving birth. 

We, too, found the same broad pattern identified in previous studies — that women who 
hemorrhage at disproportionately black-serving hospitals are far more likely to wind up 
with severe complications, from hysterectomies, which are more directly related to 
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hemorrhage, to pulmonary embolisms, which can be indirectly related. When we looked 
at data for only the most healthy women, and for white women at black-serving 
hospitals, the pattern persisted. 

Beyond this bird’s-eye view, our analysis allowed us to identify individual hospitals with 
higher complication rates, to look at what kinds of protocols they have and to examine 
what went wrong in specific cases. 

We found, for example, that SUNY Downstate, where 90 percent of the women who give 
birth are black, has one of the highest complication rates for hemorrhage across all three 
states. On average, 34 percent of women who hemorrhage while giving birth at New 
York hospitals experience significant complications. At SUNY Downstate, it’s 62 percent. 

SUNY Downstate officials defended the hospital’s handling of obstetric hemorrhages, 
saying it has extensive protocols for responding to them and gets exemplary results 
despite handling deliveries involving mothers with higher-than-average numbers of 
health problems like diabetes, obesity and high blood pressure. They would not comment 
on Fleurimond’s case, citing patient privacy. 

Fleurimond was admitted to Downstate on Aug. 9. 

Pregnant with twins, her doctor noticed she was in preterm labor at her 34-week 
checkup and prepped her for an unplanned cesarean section. When they cut into her 
womb to deliver the babies, Fleurimond’s uterus didn’t fully contract as it should have. 
She began to bleed. By the time the doctors controlled the hemorrhage, she had lost more 
than a liter of blood, requiring two transfusions. 

At first, it seemed she’d be fine. She awoke the following morning thinking the worst was 
over, eager to see her new sons. 

She wouldn’t survive the day. 

 

Every year in the United States, between 700 and 900 women die from causes related to 
pregnancy and childbirth. For every woman that dies, dozens more experience severe 
complications, which affect more than 50,000 women annually. 

The U.S. rate of maternal mortality is substantially higher than those of other affluent 
nations and has risen over the past decade. Outcomes for black women have led the way, 
intensifying efforts by medical experts and academics to understand what’s driving the 
racial disparity. 

A complicating factor in understanding how hospital care figures in is that hospitals take 
on different proportions of tough cases — patients who have less access to consistent, 
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quality prenatal care or have chronic health issues, like diabetes or heart disease, that 
make pregnancy and childbirth riskier. 

Some prominent researchers are using a methodology for analyzing birth outcomes that 
attempts to even the playing field. 

The California Maternal Quality Care Collaborative, which studies maternal deaths and 
develops techniques to prevent them, looks at how well hospitals respond to obstetric 
hemorrhage, typically defined as losing more than 500 milliliters of blood during a 
vaginal birth or a liter of blood during a cesarean section. Why hemorrhages? Because 
women of all races experience them at roughly the same rates and their likelihood is less 
affected by factors like race or economic status, said CMQCC medical director Dr. Elliott 
Main. 

CMQCC evaluates hospitals by calculating what percent of women who hemorrhage 
during birth wind up with major complications. Researchers count both the 
complications more directly related to hemorrhages, like hysterectomies and blood 
transfusions, and those that could be indirectly related, including embolisms, blood clots, 
heart attacks, kidney failure, respiratory distress, aneurysms, brain bleeds, sepsis and 
shock. Ultimately, this approach measures how often doctors prevent complications 
when a hemorrhage occurs, and when looked at over time, can show if a hospital has 
been able to improve. 

ProPublica used the metric to analyze inpatient hospital discharge data collected by New 
York, Illinois and Florida for 2014 and 2015, examining all obstetric cases that were 
coded as involving hemorrhages — about 67,000 cases in all. 

We also put each hospital into a category based on the concentration of black mothers 
who gave birth there, defining facilities as low, medium or high black-serving. We 
crafted our analysis so that it reflected the racial distribution of mothers delivering in 
each state. In New York, if black mothers represented roughly a third or more of the 
deliveries at a hospital, we considered the hospital high black-serving. In Florida, we 
considered a hospital high black-serving if about 40 percent of the mothers were black. 
In Illinois, we considered a hospital high black-serving if at least half of its mothers were 
black. 

In New York, we defined a hospital as low black-serving if less than eight percent of the 
women delivering there were black. In Illinois, the cutoff was 14 percent. In Florida, it 
was 18 percent. 

Across the three states, about one in 10 hospitals in our analysis was high black-serving 
— in some cases, extremely high. Ninety-nine percent of the mothers who gave birth at 
Jackson Park Hospital and Medical Center in Chicago were black. 
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While a handful of low black-serving hospitals had high complication rates, our analysis 
found that, on average, outcomes at hospitals that served a high number of black 
patients were far worse. 

In New York, on average, high black-serving hospitals had complication rates 21 percent 
higher than low black-serving hospitals. In Illinois and Florida, high black-serving 
hospitals had complication rates 11 percent higher. 

When we limited our patient pool to only mothers of average birthing age — between 25 
and 32 — who did not have any chronic conditions like heart disease or diabetes, the 
pattern remained largely the same. This bolstered the notion that differences in care, 
along with patient characteristics, affected outcomes. 

Deeper analysis of the data for each state underlined this finding. At low black-serving 
hospitals in New York, just under a third of the women who hemorrhaged had 
complications. At high black-serving hospitals, that rate climbed to about half. 

Dr. Elizabeth Howell, a professor of obstetrics and gynecology at the Icahn School of 
Medicine at Mount Sinai Hospital, has taken a more refined look at racial disparities 
among New York City’s hospitals. She found black mothers were twice as likely to suffer 
harm when delivering babies than white mothers, even after adjusting for patients’ 
differing characteristics, suggesting that some of the racial disparity may be due to 
hospital quality. In a separate study, she estimated that the rate of harm for black 
women would fall by nearly 50 percent if they gave birth at the same hospitals as white 
women. 

She’s also considered the same dynamic nationally. Because three quarters of black 
mothers deliver in about a quarter of the country’s hospitals, Howell believes that racial 
disparities could be reduced if hospitals that disproportionately serve black women 
improved their care.  

There is clear evidence hospitals can make such improvements. 

In California, complications related to obstetric hemorrhage decreased by about 20 
percent in  hospitals that adopted protocols promoted by Main’s group, which include 
keeping carts stocked with supplies to stave off massive bleeding and holding drills to 
simulate severe hemorrhage events. “It creates improvement in the team, increases 
communication and improves your response to all emergencies,” Main said.  

 
Still, Main’s protocols haven’t been universally adopted in California, let alone elsewhere 
in the U.S., and many hospitals go their own way. 

The spokesperson for SUNY Downstate — where more than 14 percent of women 
hemorrhage during birth, an average of one mother every other day — said the hospital 
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“has already developed their own ‘best practice’ protocols for hemorrhage that other 
hospitals should be following.” These include a special “Code Mom” that details steps 
doctors and nurses need to take when responding to a hemorrhage. And women with 
placental problems are monitored by ultrasound, so that doctors can anticipate the most 
complex cases before beginning cesarean surgeries. 

According to public documents posted in an online repository of the hospital’s policies, 
the obstetric and gynecology department’s emergency response policy on hemorrhage 
does not explicitly follow some of Main’s recommendations, such as having pre-fab kits 
to respond to hemorrhages and doing staff drills to prepare for them. SUNY Downstate 
did not respond to questions about these differences. 

Dr. Ovadia Abulafia, the chair of the hospital’s department of obstetrics and gynecology, 
noted that SUNY Downstate serves a particularly “underserved” and “high-risk” 
population. More than 80 percent of women who deliver there are obese, a spokesperson 
said, and the hospital sees a higher incidence of diabetes, blood pressure disorders and 
placental separation problems compared to the rest of the nation. 

But Dr. Allison Bryant Mantha, a high-risk obstetrician and health care disparities 
researcher at Massachusetts General Hospital, said hospitals shouldn’t use demographics 
or patient characteristics to excuse poor outcomes. Instead, they should hone their 
practices to deliver the care their patients need. 

“Hospitals have to own the conditions that women walk in with,” Bryant said. “You have 
to give patients what they need to get to a quality level of care. We are doing a good job 
of equal care, but not adjusting for needs.”   

Fleurimond awoke in good spirits in the labor and delivery unit on Aug. 10, the day after 
her delivery. Her biggest concern that afternoon was what she was going to eat. “What is 
Jell-O going to do for me?” she complained to her sister Merline Lamy, who responded, 
“This is your two-day diet, baby girl.” Fleurimond rolled her eyes. 

She might not have felt it at the moment, but Fleurimond was still at risk of serious 
complications related to her hemorrhage, including pulmonary embolism, typically 
caused when a blood clot travels from a patient’s leg to a lung artery, blocking blood flow 
to the lungs. 

Her blood was already predisposed to clotting, a biological mechanism that likely 
evolved in pregnant women to prevent hemorrhage during birth. Carrying twins can put 
extra pressure on the vessels around the uterus, further constricting blood flow. The 
cesarean surgery, like all surgeries, substantially increased her risk, as did the 
transfusions. 
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On top of that, Fleurimond weighed 260 pounds and was being treated for high blood 
pressure. 

To prevent clotting, nurses had put compression boots on her legs. Just after 3 p.m., 
according to family members who were visiting Fleurimond, a nurse unfastened the 
boots, helped Fleurimond into a wheelchair and took her to visit the twins, Jayden and 
Kayden, in the neonatal intensive care unit. She’d held them only briefly in the operating 
room and craved another look. They had her round cheeks, which shone like polished 
apples. 

Experts say compression boots lose their deterrent effect about 15 minutes after they are 
removed. Fleurimond spent about 90 minutes in the NICU with her aunt, who recalled 
her sitting in her wheelchair the whole time, her legs hanging down. Shortly after her 
aunt left, she complained that she felt unwell, but three hospital employees who spoke to 
ProPublica on the condition of anonymity say that she waited at least 40 minutes for a 
transport aide to wheel her back to her room. There is no evidence in her medical record 
that anyone came to assess her when she returned. 

Doctors also did not prescribe heparin, a blood-thinning medicine being used at other 
hospitals to prevent pulmonary embolism in mothers with high risk factors, for whom 
compression boots are unlikely to be enough. 

In the United Kingdom, protocols that advocate more aggressive use of blood thinners, 
particularly after C-sections, helped reduce embolism deaths by more than half within 
three years. 

In the United States, a chorus of medical trade groups and maternal safety organizations 
have begun to promote more widespread use of blood thinners during pregnancy and 
childbirth, but not all hospitals have made it their practice. 

“There are some experts who feel that it’s not worth the time, trouble and cost to avoid 
relatively rare events,” said Dr. Alexander Friedman, an assistant professor of obstetrics 
and gynecology at Columbia University Medical Center. 

Friedman’s hospital on the edge of Harlem typically administers the drug to high-risk 
mothers, but Fleurimond wouldn’t have had to travel that far. Three miles away from 
Downstate, at a Brooklyn hospital that has a smaller concentration of black patients and 
a lower complication rate related to hemorrhages, Maimonides Medical Center gives 
blood thinners to nearly all of mothers who undergo cesarean sections or have other risk 
factors. 

Friedman, who reviewed Fleurimond’s medical records at ProPublica’s request, said she 
should’ve received the drug. 
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Dr. Douglas Montgomery, an obstetrician-gynecologist and director of the Maternal Fetal 
Medicine Department at California’s Kaiser Permanente Riverside Medical Center, said 
he would prescribe the drug to any patient who had Fleurimond’s risk factors. 

At around 6 p.m., Fleurimond called the father of her twins. She sounded short of breath. 
She said she was in pain and asked him to come to the hospital, then hung up and 
waited, alone. 

At about 6:25 p.m., Fleurimond screamed, medical records show. A doctor and nurse 
entered her room and found her gasping for air. More responders came. They couldn’t 
find a pulse. After more than an hour of resuscitation attempts, she was pronounced 
dead at 7:45 p.m. 

Because Fleurimond died “during diagnostic or therapeutic procedures or from 
complications of such procedures,” as Downstate’s website puts it, she was referred to 
the New York City medical examiner’s office for an autopsy. Her cause of death, 
according to the autopsy report: pulmonary embolism, also known as “venous 
thromboembolism,” a condition that almost always has a chance of being prevented. 

In an emailed statement, Abulafia said SUNY Downstate “follows the proven [American 
College of Obstetricians and Gynecologists] protocols for obstetric hemorrhage, severe 
hypertension and venous thromboembolism.” SUNY Downstate has not had a maternal 
death related to hemorrhage in the past 15 years, a spokesperson said. 

Such assurances provide little solace to Fleurimond’s relatives, who have sought an 
attorney to represent them. 

“Dacheca Fleurimond was clearly at high risk to have a blood clot and there weren’t 
adequate preventative measures,” said the attorney, Eleni Coffinas. “The obesity, the 
hypertension, and the fact that she hemorrhaged after her C-section were all high-risk 
factors and she needed to be monitored for that.” 

 

New York City occupies a unique place in the discussion of racial disparities in maternal 
mortality as both a hub of groundbreaking research on the subject and one of the 
nation’s starkest examples of such gaps. 

In addition to the work by Howell, the New York City Department of Health and Mental 
Hygiene has published a couple of reports, including one documenting how, as the 
mortality rate of expectant and new mothers overall across the city has dropped, the 
disparity between black and white mothers has grown. 

Even when accounting for risk factors like low educational attainment, obesity and 
neighborhood poverty level, the city’s black mothers still face significantly higher rates 
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of harm, the agency found. Of note, black mothers who are college-educated fare worse 
than women of all other races who never finished high school. Obese women of all races 
do better than black women who are of normal weight. And black women in the 
wealthiest neighborhoods do worse than white, Hispanic and Asian mothers in the 
poorest ones. 

The health department has even mapped where the most maternal harm occurs, 
dividing the city into community districts. The highest rates of complications are 
concentrated in a swath of land in Central Brooklyn, in an area largely untouched by the 
wave of gentrification that has swept other parts of the borough. Here, mothers face up 
to four times the complication rates of neighborhoods just a few subway stops away. 
Fleurimond lived in one such danger zone, in a public housing development in eastern 
Crown Heights. 

At three medical centers in this area that deliver babies — Brookdale University Hospital 
Medical Center, Kings County Hospital and SUNY Downstate — more than half of 
mothers who hemorrhaged during delivery experienced complications, ProPublica’s data 
analysis shows. More than three quarters of the women who give birth at Brookdale are 
black, as are nearly 90 percent of the women who deliver at Kings County Hospital. 

Officials at Brookdale, a private nonprofit hospital, would not respond to questions from 
ProPublica. The New York City Health + Hospitals Corporation, the public benefit 
organization that operates Kings County Hospital, gave a detailed response laying out its 
protocols for obstetric hemorrhages, including some recommended by Main’s group. 
Robert de Luna, a spokesperson for the city’s hospital operator, said in an email that 
while hemorrhage is a good proxy indicator for maternal harm, “some of our patients 
come from all over the world (self-referred), a good number coming to us too late to 
benefit from our prenatal care services.” (Read the full response here.) 

Some of the women who deliver at these hospitals are well aware of their reputations. 

Brookdale, for example, was recently rated an ‘F’ by Leapfrog, the healthcare quality and 
safety nonprofit, one of only 15 hospitals in the country to receive a failing grade. 

But proximity sometimes takes precedence over choice. That was the case for Merowe 
Nubyahn, a 37-year-old hospice aide. 

In March 2013, when Nubyahn was 24 weeks pregnant, she was overcome with intense 
nausea and vomiting, and unexpectedly, her water broke. When emergency medical 
technicians arrived at her East New York apartment, she begged them to take her 
anywhere but Brookdale. She hadn’t liked what she had heard about the hospital and 
had been getting her prenatal care elsewhere. The ambulance took her to Brookdale 
anyway because it was closest. 
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At the hospital, she was rushed in for a cesarean section. Her daughter, delivered at 
what’s considered the edge of viability, barely clung to life in the hospital’s NICU. When 
Nubyahn awoke in the recovery room, layers of gauze covered her belly and her throat 
felt like sandpaper. Disoriented, she said she asked a nurse what had happened, but the 
words felt garbled leaving her mouth. Two of her teeth had been knocked out when she 
was intubated for anesthesia, according to her medical records. Nubyahn recalled that 
when she asked the doctor about them, he gave her an incredulous look and asked, “Are 
you sure you had teeth when you came in here?” 

A bigger threat to her health emerged the morning after she was discharged from the 
hospital. As she sat in bed, she says she felt sharp cramping pains and a warm, viscous 
feeling. She looked down at her belly and saw dark, clotted blood — “plums and prunes” 
— bursting out of her cesarean incision. 

Her wound had become infected — a common complication — and had begun to come 
apart. Still wearing her hospital bracelet, she was shuttled back to Brookdale and told 
she’d also developed a hematoma, a mass of blood, around her incision site. 

While Nubyahn was being treated in one part of the hospital for her various 
complications, her baby died in another. Overcome with grief and stung by her 
treatment, Nubyahn checked herself out and vowed to never return. “All the horror 
stories that I have heard about Brookdale … I totally have my own now,” she said. 

Khari Edwards, the vice president of external affairs at Brookdale, said the hospital 
would not comment on Nubyahn’s case due to privacy laws. 

Recognizing that hospitals in Central Brooklyn have some of the highest maternal 
complication rates in the city, the health department has begun to target the area with 
services in recent years. It supports the By My Side initiative that pairs up women with 
doulas who can advocate for them during birth. The department also supports prenatal 
programs in the area based on a model of assessment, education and support, also 
known as CenteringPregnancy. 

“We are data driven and we look to where the outcomes are the worst,” said Dr. Deborah 
Kaplan, the assistant commissioner for maternal, infant and reproductive health at the 
department. 

This month, the city convened a new committee to review deaths and severe 
complications related to pregnancy and childbirth. One of its priorities will be to figure 
out why — despite years of research and attention — the city’s racial disparities have 
persisted and even grown. 

“We used to say we are not sure why we are seeing these racial disparities. Now we say 
unequivocally that racism causes these problems,” said Kaplan. She emphasized that this 
encompassed not only health care but all aspects of life in the city, from housing to 
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schools. “If we provide equally to everyone, we could widen the inequity. We have to 
prioritize putting resources in neighborhoods with the highest rates of severe maternal 
morbidity and the least access.” 

Just three months after Fleurimond died at SUNY Downstate, another black woman died 
there, hours after giving birth. 

Tanesia Walker, a 31-year-old flight attendant, had originally planned to deliver at New 
York-Presbyterian Brooklyn Methodist Hospital in Park Slope, where she had her first 
son. But a week before her scheduled cesarean, her doctor changed her delivery to 
Downstate, where he also had privileges. 

Walker grew nervous after reading negative reviews of the hospital online, family 
members said. They tried to calm her down. Hers was not a high-risk pregnancy, they 
reminded her. She wasn’t overweight and her blood pressure was fine. 

Walker seemed okay after a C-section at SUNY Downstate on Nov. 27, holding her 
newborn son Tyre close to her chest as her family spent the afternoon with her. Then, at 
2 a.m., she sent a text message to her fiancé saying she had a pain in her side, he told 
ProPublica. 

A few hours later, she was dead. 

As family members trickled into the hospital that morning, shocked and confused, 
doctors couldn’t say why she died, said her father Junior Walker. They mentioned the 
possibility of blood clots in her lungs, he added. 

The family has requested her medical records from the hospital. As with Fleurimond, the 
city medical examiner’s office has done an autopsy, but has not yet released its report. 

Walker’s death haunts her younger brother Dwayne, who kept in touch with her nonstop 
as she traveled. He can’t stop thinking, why her? She was educated, had a criminal 
justice degree from John Jay College. She was healthy, didn’t drink or smoke, ran track in 
high school. She was financially stable, quit a management job at Chase Bank to see the 
world aboard American Airlines. 

“I just want to know why she died,” he said, eyes wet with tears. He keeps sending her 
text messages, even now that she is gone. “She was a healthy woman who shouldn’t have 
died from a cesarean section.” 

Fleurimond’s family is doing its best to survive without her. 

Her sister, Merline Lamy, took in Fleurimond’s six youngest children, blending them into 
her own household, but that meant squeezing 12 people into a three-bedroom 
apartment. The landlord threatened to evict them. 
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Fleurimond’s brother and his wife have tried to collect money for the children on 
GoFundMe, but so far have only raised about $250. (ProPublica reporter Nina Martin, 
who was not involved in the reporting or preparation of this story, donated $100 three 
months ago.) 

Fleurimond’s 58-year-old mother has become the principal surrogate parent — changing 
diapers, cooking dinners and breaking up sibling spats. She sleeps no more than a couple 
of hours each night, her eyes permanently rimmed with dark shadows. 

The kids, too, are struggling to settle into their new life. 

On a recent evening, Joshua, 9, tried to tune out the noise in Lamy’s packed apartment 
and concentrate on his math homework. Berlynda, 10, comforted a twin in each arm. 
Aiden, 2, climbed on the couch with a runny nose. 

Like all toddlers, his mood teeters between buoyancy and despair. But when he calls for 
“mama,” his siblings have to remind him she will not come. 
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An inconvenient truth: You have no answer that 
Black women don’t already possess.  
 
by Karen A. Scott, Stephanie R. M. Bray, Ifeyinwa Asiodu and Monica R. McLemore, October 31st 
2018 
 
In April 2018, the Black Mamas Matter Alliance sponsored the first ever Black Maternal 
Awareness week to highlight the shameful tragedy of preventable maternal deaths of women 
during childbirth – a burden disproportionally experienced by Black women. This event was the 
culmination of a conversation that many have been having amongst themselves including birth 
workers, clinicians, researchers, public health experts, funders, perinatal & systems re-designers 
and policymakers, but NOT with each other. The resulting actions from this awareness week 
include three pending pieces of legislation from Representative Robin Kelly (D-Ill), Senator 
Kamala Harris (D-CA), and a bipartisan bill from Jaime Herrera Beutler (R-WA), Diana DeGette 
(D-CO), and Ryan Costello (R-PA). Additionally, several states including New Jersey, Vermont, New 
York and others have proposed to expand access to doulas by allowing them to be reimbursed by 
public insurance as a potential mitigation strategy for poor birth outcomes. As four Black women 
- a board-certified OB/GYN, a CEO of a non-profit committed to lifting families out of poverty, and 
two clinician-scientists, nurses, and public health scholars – we have been cautiously optimistic 
about the possibility of new resources being available to combat these appalling disparities. 
  
In determining how those resources are invested, we must question the frame of various 
stakeholders (i.e., birth workers, clinicians, funders, perinatal & systems re-designers and 
policymakers) currently participating in conversations about Black women and maternal health. 
This frame is too often defined by a default that is not based on Black women’s experiences or 
that of Black people. As a consequence, assumptions about Black women’s inability to know what 
they need drive where resources are invested and in whom. More often than not, problems and 
solutions end up being defined by people who are not Black. The lack of inclusion of Black voices 
further perpetuates a default standard that begets inadequate and irrelevant analyses and 
solutions. In short, there is no answer to solving this crisis that Black women do not already 
know. It is in their lived experiences and resilience that drives innovation and belonging - and we 
as stakeholders should take heed. 
 
The lack of focus on and investment in human-centered-designed solutions to address Black 
women’s poor birth outcomes stems from the perpetuation of default standards and systems 
steeped in patriarchal white supremacy and divorced from those experiencing the greatest 
burden. When the default human to protect and affirm - in human design thinking - is a white 
woman, the solutions prop up existing structures and ultimately will fail. When the healthcare 
workforce does not reflect the population being served, it matters. When healthcare providers do 
not listen to or trust Black women, it can have life-threatening consequences for everyone. When 
the reflexive response in health care and public health is to devalue, demoralize and pathologize 
Black womanhood and motherhood, then entire generations suffer from statistical discrimination 
and bias leading to inappropriate assessment and ineffective policies. When solutions are 
designed without the input of those we purport to help, we stifle innovation and maintain 
inequities. 
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Even more frustrating are the barriers to truly unleashing the power of Black women’s 
innovation. These barriers include structural factors grounded in a gendered racism that 
continue to center descriptions of social determinants of health and health disparities, without 
acknowledging an asset based-understanding of the values and strengths that Black women 
possess. Additionally, without accompanying funding, training, or investment in diversification of 
the workforce, we diminish our capacity to mitigate the effects of these social determinants of 
health and health disparities. 
  
For example, the DIVESTMENT from the social safety net creates a supremacy of clinical services, 
which in turn reinforces a broken system aimed at fixing what is sick as opposed to fostering all 
that is well. Furthermore, prioritization of medical care as the leading determinant of health 
perpetuates a false narrative and hierarchy of power, knowledge, and distribution of resources 
that emphasizes curing common diseases over caring for diverse human beings (or populations). 
In other words, no investment in prevention leads to increased spending on treatment and costly 
interventions - a simple principle highlighted by public health scholars. 
 
The current maternal health system in the United States functions in a manner that decenters the 
sanctity and normalcy of birth. For some, birth represents opportunities to reimagine themselves 
or to reconcile past traumas.  However, the current education and training of 
obstetrician/gynecologists (OBGYNs) prioritizes medicalization and risk stratification of birth as 
opposed to honoring Black women’s bodily and spiritual memory, integrity and autonomy. 
Although OBGYNs bring a level of medical and surgical specialization that some birthing persons 
may require, many more could benefit from the level of advocacy, intimacy and cultural humility 
provided by midwives throughout birth, particularly Black Midwives. In addition to midwives, 
culturally-concordant doulas provide an additional skill set and support also needed during birth. 
While OBGYNs are trained to manage time and multiple births usually outside of the hospital, 
Doulas are trained to move with time and the bodies of Black women during the entire birth. 
There is a unique way of being with birthing families that Doulas cultivate that OBGYNs and 
midwives cannot, given the current rigid infrastructure and chaotic operations of the maternal 
health system.   
  
The birth culture within many hospitals continues to reinforce cultural arrogance the prioritizes 
births by OBGYN as the norm at the exclusion of births with Midwives and doulas in the home or 
birthing centers. Furthermore, high level risk designation sometimes requires many Black women 
to obtain healthcare services at multiple prenatal care sites, high risk consultation, weekly 
antenatal testing, periodic ultrasounds and blood tests, and receipt of weekly medications. Many 
of the sites do not utilize compatible online platforms that allow for communication across sites 
and systems. Thus, the privacy of pregnancy and childbirth is transformed into a public 
experience in which Black women’s performance of motherhood comes under the surveillance 
and scrutiny of practitioners and politicians. Moreover, private foundations then capitalize on the 
opportunity to do what public payers and health systems have failed to by strengthening the data 
monitoring and quality improvement processes, only to fund individuals and groups who look 
nothing like the bodies most affected by disparities and inequities in maternal health. The 
chronicity of unethical approaches to maternal health services research and workforce 
diversification must no longer be tolerated in silence. 
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So, what is the way forward? How can and should a broken maternal health system be redesigned 
to serve the needs of all pregnant people? And what responsibilities do birth workers, clinicians, 
funders, perinatal & systems re-designers and policymakers have to the people experiencing the 
greatest burden of these conditions? 
  
First, for birth workers and clinicians there must be authentic engagement with Black women. 
This is hard work and requires investment in cultural brokers, those who are known and trusted 
by Black women including Black women themselves. It requires a change in thinking who has the 
best solutions to fostering and improving health. 
  
Second, it requires the will to see Black women as an investment in a future workforce. And it 
requires that all current legislation and funding be directed toward investment in Black women 
and girls including education, employment, affordable housing, and dismantling of mass 
incarceration, child protective services, and other punitive structures that are used to control and 
assimilate Black people according to a default standard. 
  
Third, it requires unapologetic support of Black women in paid, leadership and research roles, to 
drive the agenda for all stakeholders at every level. It also requires that not only do Black women 
have a seat at the table during systems redesign or initiation of research projects, but that they 
also lead those processes. In so doing, Black women will likely dismantle the hierarchy of 
language and resources utilized in order to best translate Black women’s wisdom into 
evidence-based practices and policies that are more culturally relevant, responsive, and 
relational. 
  
Finally, policymakers need both reinvest in the social safety net, claiming these investments as 
social and public health goods - as opposed to our current understanding of them as 
“entitlements.” A collective approach is necessary for reductions in poor pregnancy related 
outcomes as opposed to multiple bills that address pieces of this problem. Elected officials should 
follow the lead of the Black Mamas Matter Alliance and establish a center of excellence in Black 
women’s livelihood to set the standards and best practices in the care of and research with, for, 
and by Black women. 
  
Together this change can happen; however these efforts must be led by Black women. 
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What blame-the-mother stories get wrong about 
birth outcomes among black moms 
 
by Monica McLemore, March 14th 2018  
 
Amid the recent media attention to the increases in maternal morbidity and mortality in 
the United States, many think pieces and editorials have inadvertently contributed to the 
phenomenon known as “mother blame.” 
 
Mother blame is the notion that individual characteristics or behaviors such as smoking, 
late entry to prenatal care, being older during pregnancy, or other chronic health 
conditions during pregnancy are exclusively responsible for poor birth outcomes. More 
specifically, for black women, who as a group have the highest rates of maternal 
morbidity and mortality, people incorrectly assume that they become pregnant while 
being sicker, older and fatter, and so conclude they’re responsible as individuals for their 
adverse outcomes. 

Such assumptions are incorrect and dangerous for three important reasons. First, 
addressing individual risk factors to improve pregnancy outcomes has not been shown 
to be successful or effective. In fact, epidemiologic data show that when studies control 
for factors such as education and income among black women, the same rates of adverse 
birth outcomes persist for rich and educated women as for poor women. The recent birth 
story told by Serena Williams highlighted was scientists have known for a long time — 
this is a problem that affects black women across the socioeconomic spectrum. 

Second, focusing on a mother’s individual characteristics or behaviors avoids the 
uncomfortable truth that health care service delivery systems, namely hospitals and 
clinics and the people who work in them, contribute to these poor outcomes. As a 
clinician-scientist, I know both from my clinical work and my research that there are 
significant areas of improvement that the current workforce need to address. In particular, 
areas such as diversifying the health care workforce, expanding doula support, paying 
close attention to birth plans, and decreasing our reliance on the criminal justice system 
for pregnant people with mental health issues. Finally, there is nothing inherent about 
black skin that increases risks during pregnancy — except perhaps over-exposure to the 
real culprit, racism, which can harm a mother’s body in real, measurable ways. 

Focusing on a mother’s individual characteristics or behaviors avoids the 
uncomfortable truth that health care service delivery systems, namely hospitals 
and clinics and the people who work in them, contribute to these poor outcomes. 
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Research on the social determinants of health has shown that several factors have a 
significant impact on health. According to the University of Wisconsin Population Health 
Institute, at the population level, health behaviors and clinical care only account for 
approximately 50 percent of health outcomes, while the other half is explained by social 
and economic factors as well as the physical environment in which people live. 

So what is successful in lowering risk and improving pregnancy outcomes? Years of data 
that show that successful public health interventions such as Black Infant Health, Nurse 
Family Partnership and Centering Pregnancy improve birth outcomes. All of these 
programs are grounded in team-based approaches to support moms and deliver superior 
outcomes for both mothers and babies. These programs are built on several principles, 
including culturally relevant care, peer-to-peer learning, and establishing cohorts among 
the women. The emotional support and resilience skills developed when mothers learn 
from other mothers is one of the most valued parts of these programs. 

But it’s important to remember that the health delivery system — and more specifically 
the people who provide that care — are part of the problem. Several studies and recent 
reporting from ProPublica and NPR have shown that black and brown pregnant women 
experience high levels of stress, disrespect, and racism during pregnancy, and these in 
turn are associated with poor outcomes such as premature birth, maternal morbidity 
and mortality, and increased risk of death for infants in the first 1,000 days of life. One 
factor that could help protect pregnant women of color from such stresses in the 
healthcare system is surveillance, which simply means that pregnant women are rarely 
or ever alone with health care providers. That in turn can decrease the chances that 
these women experience stressful interactions with staff, disrespect, or racism and its 
impacts. 

To improve birth outcomes for black women, I would suggest that we begin listening to 
the needs of mothers. That’s why my recent work has focused on new methods such as 
having women generate, rank, and prioritize the research questions that matter most to 
them — this has allowed funders and researchers to hear from women at high social and 
medical risk for preterm birth to determine what their priorities for care are. We need to 
start partnering with patients to meet their social and clinical needs — particularly for 
women who have complex needs such as the coordination of specialists and specialty 
care. More importantly, we need to build a health care delivery system that keeps the 
needs of black and poor women front and center. Ultimately ensuring these women 
receive high quality, culturally relevant care throughout their reproductive lives should 
improve birth outcomes and help curb the shameful disparity that now exists. 

Monica McLemore is an assistant professor in the Family Health Care Nursing Department 
at the University of California, San Francisco. 
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Obstetric Racism: The Racial Politics of Pregnancy, 
Labor, and Birthing 
 

by Dána-Ain Davis, December 6th 2018  
Center for the Study of Women and Society, Graduate Center, City University of New 
York, New York, USA 
 
Abstract  
In this article, I analyze the birth stories of Black women living in the United States. Their 
birth stories describe various forms of racism during medical encounters while they 
were pregnant or during labor and delivery. In the global women’s health arena, the 
issues raised are viewed as obstetric violence. However, obstetric racism—as both an 
occurrence and analytic —best captures the particularities of Black women’s 
reproductive care during the pre- and post-natal period. Obstetric racism is a threat to 
positive birth outcomes. I argue that birth workers including midwives and doulas, 
mediate obstetric racism and stratified reproductive outcomes. 
 
One night in early 2018, Josie, a white doula I interviewed, sent me a text because she 
was distraught. She had witnessed her client, Michelle, a Black woman receiving 
Medicaid, being treated very badly during her labor and birth. Josie described that after 
Michelle was admitted to the hospital, she experienced being controlled by medical staff 
and was given Pitocin, the synthetic version of Oxytocin which is the body’s naturally 
produced hormone to induce contractions. A nurse told Michelle that her cervix was 
about five centimeters dilated, which justified the Pitocin, although Josie, an experienced 
doula and midwife in training, believed Michelle was probably closer to 8 cm dilated. 
According to Josie, the medical staff seemed to want to deny Michelle a birthing 
experience similar to one that another client of Josie’s was able to have. Hospital staff 
told Michelle that only one person would be allowed in the room with her, and that she 
would have to choose between her mother and Josie. “She chose me,” Josie said. But a 
week earlier, Josie told me, she had been at the same hospital with a white woman who 
had private insurance and six people in her room (Davis 2018).  
 
In the labor and delivery room, Josie said Michelle felt the urge to push, but the nurses 
and the doctor told her to stop: they said there was cord prolapse, which is when the 
baby’s head is very high in the birth canal and the umbilical cord has descended. But 
Michelle’s water had not broken yet, so it was unlikely there was a cord prolapse. 
Michelle eventually gave birth and although she did not experience a lot of bleeding, 
Josie was shocked when the doctor announced that Michelle had clots. Then, according 
to Josie, the doctor aggressively “went in” to remove the clots. In addition to being 
violent, aggressive entry after a birth can cause infection. Michelle was screaming, “Stop! 
Stop!” After the birth, Michelle’s son ended up in the NICU due to a congenital bowel 
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defect. Josie said the doctors made Michelle feel that the defect was her fault because she 
had delivered “too quickly.” Obviously, a congenital problem is not the result of birth. 
Josie described what she had witnessed as obstetric rape (Davis 2018).  
 
Because her son was admitted to the NICU, Michelle was one of the Black women in the 
United States burdened by an adverse birth outcome. According to Stacey D. Stewart, 
president of The March of Dimes—the international organization that seeks to decrease 
infant mortality and birth defects — in 2016 the preterm birth rate among Black women 
was 49 percent higher than the rate of all other women (March of Dimes 2017). These 
disparities are indicative of stratified reproduction in that the inequalities of race, as well 
as class, gender, culture, and status, produce differential reproductive outcomes (Colen 
1995). The differential outcomes that burdened Michelle produced, what I call, obstetric 
racism.  
 
Obstetric racism lies at the intersection of obstetric violence and medical racism. 
Obstetric violence is a form of gender-based violence experienced by people giving birth 
who are subjected to acts of violence that result in their being subordinated because they 
are obstetric patients. The term suggests that institutional violence and violence against 
women coalesces during pregnancy, childbirth, and postpartum (Women’s Global 
Network for Reproductive Rights 2017). Obstetric violence includes dehumanizing 
treatment and medical abuse such as birth rape, or violations experienced during 
childbearing. It expresses the explicitly harmful consequences caused by medical 
professionals when they exert reproductive dominance over women in countries such as 
Mexico and Argentina (Dixon 2015; Elmir et al. 2010; Vacaflor 2016). In the US, some 
scholars view obstetric violence as phenomenon experienced by particular women. For 
example, middle-class white women are “more exposed to the effects of medicalization 
and technology” due to healthcare access (Shabat 2015:232). Others examine the limits 
and legal possibilities of using the framework in the US in relation to human rights 
(Borges 2018; Diaz-Tello 2016).  
 
While obstetric violence is a potent analytic to understand how abuse is experienced at 
any time during maternal healthcare processes, it does not adequately take into account 
the contours of racism that materialize during Black women’s medical encounters. 
Drawing from Gilmore (2007), I define racism as the institutionally and state sanctioned 
practices that make particularly designated groups of people vulnerable to harm and 
premature death. The history of medical racism in the US deeply influences Black 
women’s medical encounters, and these encounters have been detrimental. Obstetric 
racism, I argue, is a threat to positive outcomes for obstetric patients.  
 
Medical racism occurs when the patient’s race influences medical professionals’ 
perceptions, treatments and/or diagnostic decisions, placing the patient at risk. Histories 
of medical experimentation on African Americans shows the profound disregard that the 
medical profession has displayed for Black lives, treating people as “clinical material” 
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(Hoberman 2012; Washington 2006). For example, Black patients have been subjected to 
racially stratified diagnoses resulting in the denial of pain medication, based on the 
belief that they withstand pain better than other demarcated groups (Fabien 2017; 
Hoffman et al. 2016). 
 
Negative ideas about Black women, such as them being licentious, reveal a gendered 
dimension of medical racism (Hoberman 2012). Medical racism is woven into the 
historical narrative of reproduction, gynecological, and obstetric practices in which 
Black women’s bodies have been valued as “medical superbodies” (Cooper Owens 
2017:77). A “superbody” is worthy enough for labor and experimentation—such as 
gynecological experiments to address vesicovaginal fistula—but the woman herself is not 
worthy of being treated humanely. There are numerous examples of reproductive abuse 
suffered by Black girls and women. The abuses range from capitalizing on Black 
women’s reproduction to sustain the slave economy and the use of enslaved women in 
the development of gynecology (Berry 2017; Cooper Owens 2017) to the case of the Relf 
sisters, ages 12 and 14. In the case of the Relf sisters, doctors sterilized the two poor 
young Black girls who lived in Alabama, without permission. Another example of 
reproductive abuse was the unauthorized use of the carcinogenic birth control drug 
Depo Provera on 4700 Black women (Washington 2006). A different form of reproductive 
abuse was the denigration of Black women’s role as midwives in the nineteenth and 
twentieth centuries as obstetric medicine became the established intervention to address 
parturition (Wilkie 2003). 
 
The term obstetric racism is an extension of racial stratification and is registered both 
from the historically constituted stigmatization of Black women and from their 
recollections of interactions with physicians, nurses, and other medical professionals 
during and after pregnancy. Obstetric racism is a threat to maternal life and neonatal 
outcomes. It includes, but is not limited to, critical lapses in diagnosis; being neglectful, 
dismissive, or disrespectful; causing pain; and engaging in medical abuse through 
coercion to perform procedures or performing procedures without consent. Informing 
women’s interpretations of those encounters is a fluency of historically constituted 
racism, segregation and policing. Obstetric racism emerges specifically in reproductive 
care and places Black women and their infants at risk.  
 
In this article, I elevate Black women’s interpretation of their interactions with medical 
staff when accessing prenatal care and during labor and birth, and in doing so, I point to 
the harm caused by obstetric racism. This article is based upon research showing that 
some Black women and birth workers viewed pre- and post-natal medical encounters in 
terms of racism regardless of whether women had public or private insurance. Women 
and birth workers recounted the ways in which racism haunted Black women’s 
pregnancies, labors, and deliveries. Based on their narratives, I argue that the 
reproductive practices and procedures that some women described exemplify obstetric 
racism. First, I situate this discussion in the context of the literature on adverse birth 
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outcomes, an anthropology of reproduction, and the subset of scholarship that explores 
the anthropology of race and reproduction in the US. Second, I describe the 
methodological approach of the study. Third, I present three case studies of Black 
women’s medical encounters during their pregnancies to elucidate the concept of 
obstetric racism. Finally, I explore the role of birth workers who seek to intervene and 
where possible reduce the medicalization of birth and decrease women’s obstetric racist 
encounters. 
 
Reproduction, race, and racism  
 
Race and class often cloud our understanding of pernicious birth outcomes in the United 
States. In other words, researchers are often likely to frame adverse births in term of 
being Black (or nonwhite), having a low income, low educational attainment, and risk 
behaviors such as smoking and alcohol consumption (Centers for Disease Control 2017; 
Florio 2014). Another framework suggests that Black women’s reproductive capacity 
wears down over time. Known as the “weathering hypothesis,” this framework posits 
that an overall early deterioration of health—from an accumulation of various aspects of 
disadvantage, contributes to prematurity and low birth weight (Geronimus 1996). Other 
scholars suggest that genetics contributes to Black women’s risk for poor birth outcomes 
(Amini et al. 1994). However, several researchers argue that overcommitting to genetic 
explanations underemphasizes socio-economic causes and that disparities are a 
biological expression of race relations (Krieger 2003; Non and Gravlee 2016). 
 
Complicating the dominance of the socio-economic basis of negative birth results is 
research showing that Black women with the highest levels of educational attainment 
have worse birth outcomes than do white women with the lowest levels of educational 
attainment (New York City Department of Health and Mental Hygiene 2016; Schoendorf 
et al. 1992). Consequently, it is reasonable to view racism as a mediating factor in 
exploring Black women’s reproductive outcomes. Stated differently, race is not genetic or 
biological, but racism can contribute to such health issues as high blood pressure or 
elevated cortisol levels (Richman and Jonassaint 2008). 
 
Heeding Ginsburg and Rapp’s call to place reproduction at the center of social theory 
(Ginsburg and Rapp 1995), feminist scholars have taken up the project of theorizing 
reproduction—from considerations of how the fetus has been elevated over the mother 
(Casper 1998) to cultural analyses of reproductive technology (Franklin 2013). Feminist 
inquiry has also centered on the increased use of reproductive technology, which has 
resulted in important critiques and explorations of transnational reproduction 
(Deomampo 2016; Twine 2011). Other scholars have examined stratified reproduction to 
illuminate how inequalities are instantiated in social reproduction processes and the role 
that racism plays in social and biological reproductive outcomes (Colen 1995; Mullings 
1995). 
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Informed by this feminist scholarship, in this article I am concerned with the 
overlapping issues of reproduction and racism. I draw from Roberts (1997) analysis that 
shows the ways in which racist history, policy, and practices have disrupted and 
controlled Black women’s reproduction since enslavement. More recently, Mullings and 
Wali (2001) theorize the relationship between racism and reproduction shedding light on 
the impact of racism and the structural constraints Black women face with regard to 
housing, income, caregiving, among other issues, all of which increase the likelihood of 
mortality and morbidity. Gutíerrez (2008) reveals how racial anxieties inform nativist 
rhetoric that position women of Mexican origin as hyperfertile: rhetoric that led to 
coercive sterilization in the 1970s. Bridges (2011) takes up the institutionally sanctioned 
procedures that result in racializing pregnant women who are recipients of Medicaid, 
the public health insurance for low-income people. To varying degrees, these studies 
attend to the cultural aspects of birth outcomes in relation to race and racism. 
 
One of the first studies examining the biological consequences of racism on birth 
outcomes was reported in 2000 (Collins et al. 2000), and was followed by other studies 
showing that psychological stress associated with racism may increase the risk of 
preterm delivery (Rich-Edwards et al. 2001). Intersectional analyses of class, racism, and 
gender subordination have been an important focus in understanding African American 
women’s reproduction (Lane 2008; Mullings and Wali 2001). While poor and low-income 
Black women are frequently the subject of adverse birth outcomes, the problem plagues 
Black women across class (see for example, Paisley-Cleveland 2013). Because this article 
focuses on Black women who possess college degrees and/or have middle to high 
incomes, I caution against using the trope of poverty, which is often an ill-fitting proxy 
for behavior to explain adverse birth outcomes. I suggest that the experience and 
recollection by women, about medical encounters can be a central site of understanding 
medical practices to reveal obstetric racism and raise fundamental questions about the 
obstetric care which Black women receive regardless of class status. 
 
Methodology  
 
Part of a larger project that began in 2011, this article is based on research investigating 
race and reproductive injustice (Davis 2019). Specifically, I examine pregnancy, 
prematurity, labor, and birthing among Black women who have secured educational 
attainment and/or professional status. During the research, I interviewed and conducted 
oral histories with nearly 50 people including mothers and fathers, and birth 
workers—that is midwives, doulas (who do not provide medical assistance but rather 
offer support), and reproductive justice advocates. Medical professionals such as 
neonatologists, neonatal nurses, labor and delivery nurses, and administrators who 
work or had worked at the March of Dimes, were also interviewed.  
I collected birth stories, a form of oral history, from 17 parents – 14 mothers and three 
fathers. Two mothers were Filipina and one was white; all other parents identified as 
Black. Parents resided all across the country, and their state of residence at the time of 
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Recently, several articles have raised alarm about the fact that medical personnel do not 
listen to Black women sufficiently when they register concerns about their health. This is 
exactly what happened to tennis star, Serena Williams, whose initial requests for 
postpartum attention went unattended (Gay 2018). Medical staff neglected to take her 
concerns about her health seriously.  
 
Yvette also viewed the comment by a NICU staff member, that racialized the strength and 
survival of Black infants, as an indication that, had she and her children been white, they 
would have been viewed as fragile and treated differently. She suggested that neglect 
and racist stereotypes factored into the babies’ treatment. While hospital based 
infections was not one of the factors examined, a recent Stanford University study did 
find Black infants in the NICU received qualitatively inferior care compared with other 
infants (Profit et al. 2017). 
 
Yvette was aware that blame follows Black women based on the belief that they do not 
seek out prenatal care. Certainly, healthcare is not always accessible but inaccessibility 
can be compounded by past negative experiences, which are also barriers to receiving 
care. For instance, a key finding in the study, Reproductive Injustice: Racial and Gender 
Discrimination in U.S. Health Care, was that discrimination is an impediment to 
accessing care (Center for Reproductive Rights 2014). 
 
Then there is Yvette’s interpretation of her treatment and that of her children. In the first 
instance, Yvette points out the racist rationale her doctor used to dismiss concerns about 
the risks her pregnancy posed—that she did not possess the “markers” of being Black, 
such as having high blood pressure or diabetes. This was, disturbingly, not only a lapse 
on the doctor’s part but also a reductive understanding of the risk to Black infant and 
maternal health. Racism allows medical professionals to interpret the absence of a 
presumably race-specific health risk as justification to deem a person as having no risk. 
In the second instance we can ask in what ways, directly or indirectly, can the doctor be 
held accountable for the premature birth of her twins and the death of one? The doctors’ 
unwillingness to register Yvette’s self-reported concerns is indicative of how structurally 
embedded racism can prevent medical professionals from listening to their patients 
(Tello 2017). The physician’s dismissal of Yvette’s apprehensions was not only negligent, 
but also an example of obstetric racism because, according to her, he viewed her health 
status as related to race, generating an interpretive fallacy that precluded greater care 
with Yvette’s potential medical situation. 
 
Case 2. “I wanted a peaceful birth”  
 
Prior to being a stay-at-home mom when her son, Junior, who was born in 2016, Crystal 
Rainey was an hourly wage employee at a social services agency that serviced autistic 
children; where, she said, she was “putting her psychology degree to good use.” After 
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chatting for a while, I asked 28-year-old Crystal to tell me her birth story. Crystal began 
by saying she was well aware that when people meet her, they think they have met a 
teenager. The relevance of this remark became clear, later. Crystal described the factors 
that influenced how she wanted to give birth: because Black people are subjected to 
policing, Crystal expressed fear that she might lose her child or husband to violence. 
Also, Crystal’s knowledge about Black women’s negative experience with the medical 
system contributed to her researching different birthing options. 
 
She had decided on an alternative birth, specifically a homebirth. However, her husband 
was nervous about her not having the baby at a hospital, so they settled on having a 
doula and a delivery at a birthing center. With her doula, Adowa, Crystal created a birth 
plan that did not include Pitocin nor a C-section. Crystal wanted immediate skin-to-skin 
contact after the baby’s birth and to breastfeed, which most professionals suggest begin 
within one to four hours after birth. Crystal was determined “to have a peaceful birth,” 
which would symbolize the kind of relationship she and her child might have (Davis 
2019). 
 
When Crystal went into labor at 40 weeks, she called Adowa and then went to The 
Birthing Center. Shortly after her arrival the birth center staff transferred Crystal to the 
Emergency Room of a local public hospital before Adowa arrived. Crystal had meconium 
stained fluid and staff at the birth center were worried about the baby having meconium 
aspiration, which is when a newborn inhales their first stool. Crystal said that the 
Emergency Room was chaotic and that it looked like an apocalypse. For example, there 
were people with gunshot wounds and there was blood everywhere. She was glad to 
finally be assigned a room. There, Crystal met the Black female obstetrician who was to 
attend to her birth, who Crystal described as “nasty.” Crystal mentioned that she had a 
birth plan and that her doula would be arriving shortly, but in response, the obstetrician 
replied: “It [the birth plan] won’t be honored.” Crystal did not know nor was she told that 
the plan had to be suspended because of the threat of meconium aspiration, which can 
result in fetal distress and lead to an emergency C-section. Unaware of these 
consequences and without the presence of her doula to mediate interaction with the 
obstetrician—who most surely would have been helpful in explaining the 
situation—Crystal pushed back and kept insisting that they stick with the birth plan and 
her doula arrived too late to advocate for her. Everything Crystal did not want to happen, 
happened. She recalled, “It was the typical stuff that a hospital does that I had wanted to 
avoid.” Crystal received Pitocin; she had an epidural, and then a C-section. 
 
When Junior, named after his father, was born, Crystal saw him briefly. Then the 
hospital staff whisked him to the NICU because, they said, meconium was present in the 
amniotic fluid. Crystal later discovered that Junior had not inhaled the meconium. In 
Crystal’s opinion, the hospital kept him in the NICU for five days as punishment to her 
for making demands about her birth plan. Crystal felt that the doctors viewed her as 
“just another young Black girl who could be ignored,” and they kept her son in the NICU 
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because she had insisted to have some say in her birthing. “Maybe I am wrong,” Crystal 
said. But her husband and her doula shared her suspicion. Through a barely audible 
voice, she recounted: 
 

It was like he [Junior] was in jail. The NICU was far from where I was, I had just had a C-section 
and I had to walk to a different floor to see him. The doors were heavy and it was hard because I 
did not have abdominal muscles. I also wanted to breastfeed on demand. I would go up there, but 

they would send me away and tell me to come back. But it was hard to move. 
 

In the days following Junior’s birth, Crystal inquired why her son was in the NICU. The 
first day a resident dismissively told Crystal, “Because we have to monitor him.” On the 
second day she asked a different resident, and he said he was unsure but would check 
Junior’s file which included a lung scan. After the resident told Crystal that Junior’s lungs 
looked typical for a healthy baby, she said,: “So, if he looks like a typical newborn, why is 
he still in here?” Crystal also asked NICU personnel why Junior was on an IV. A NICU 
staff member said that Junior was not receiving enough fluids from her breastfeeding. 
“Thank God, I had attended all of the childbirth classes because I asked them ‘Can’t you 
measure if he is getting liquids through his diaper? If he is peeing, then we know he is 
getting liquids.’” According to Crystal, after this comment, the medical staff responded, 
“Oh, yeah, you’re right.” 
 
Crystal’s experience further illustrates the obstetric racism paradigm. We can begin with 
her concern that she looked young and could be subjected to stereotypical ideas that 
circulate about single Black pregnant teenagers. The legacy of the “pathological” Black 
family is a narrative many Black women can recite and their reproductive “misbehavior” 
has a sordid history alongside Daniel Patrick Moynihan’s 1965 report on the 
“disorganized” Negro Family (Solinger 2007). The seeming lack of information Crystal 
received, her awareness of the negative representations that circulate about young Black 
women, and the ways she felt disrespected, and treated with hostility, colluded to 
produce obstetric racism. 
 
Finally, Crystal sensed that Junior’s stay in the NICU was longer than necessary as a 
penalty for her being forthright about the kind of birth she wanted, as confirmed by both 
her husband and her doula. In light of Crystal’s earlier comments about the policing of 
Black life, it is not surprising that she viewed her son’s stay in the NICU equivalent to 
being in jail. Whether or not the hospital was punishing Crystal by keeping Junior in the 
NICU, the experience of being separated from her son, was a reminder of the 
tenuousness of Black familial bonds. Those bonds have been and continue to be 
shredded by institutional interference such as foster care and medical systems (Roberts 
2002; Silver 2015). Moreover, Crystal’s anticipation of the violence her child will face as a 
Black person, aligns with the ways that Black people navigate risk through a deep and 
embodied understanding of structural inequality 
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Case 3. “I can read between the lines. It was racism” 
 
Jessica Carter grew up in the Midwest although her parents are from West Africa. Jessica, 
who is in her 30 s, has one son, age six, whose name is Adante. In 2011, Jessica had 
recently completed college and was offered a job in Atlanta, Georgia as a project 
manager for a utility company. She became pregnant and although she knew very little 
about birth work, or birthing, Jessica says she conducted research and along with input 
from family and friends, decided she wanted limited medical interventions during her 
labor and birth. Unable to secure the services of a Black midwife and doula for a 
homebirth, Jessica ultimately chose a midwifery practice that had five or six midwives, 
all of whom she “loved” except for one, a white midwife named Linda. 
 
Each time Jessica met with Linda for check-ups, Linda expressed surprise that Jessica had 
such a good job. This led Jessica to state that, “Linda was racist.” When I asked why she 
thought this was so, Jessica said, “Look. I grew up as Black woman in America and I 
know what those kinds of comments mean. I can read between the lines. It was racism.” 
According to Jessica, the unspoken words trailing Linda’s inquiries was that Jessica had a 
good job “for a Black person.” Jessica was forced to negotiate Linda’s constant surprise 
that Jessica was highly educated and well-employed, interactions which led to distrust. 
Jessica hoped that a different midwife would be on call when she went into labor. 
 
Because Jessica wanted to minimize medical interventions, she labored at home for as 
long as possible with her doula and her husband’s support. When she felt it was time to 
deliver Jessica called the midwifery practice to check in. Linda was on call and in 
Jessica’s opinion, Linda was inattentive. As her contractions started coming more 
regularly, Jessica called Linda again. Linda asked the doula to check Jessica’s cervix to 
see how dilated she was, although this is not approved practice for doulas: they are not 
supposed to perform medical exams. 
 
Jessica went to the hospital and continued to labor for 10 hours. Linda was not present 
during the earlier stages but showed up near the end. Jessica felt abandoned, left in the 
hands of the hospital’s medical staff who undermined her autonomy to give birth the 
way she envisioned. Medical staff attached Jessica to a fetal monitor, which limited her 
mobility, and she was given Pitocin: “None of this was what I wanted. And when Linda 
finally did show up, she was barely doing the job she was supposed to do,” that is, to help 
Jessica manage her labor and delivery. The final straw came after the vaginal delivery, 
when Jessica sustained a second-degree tear. Linda proceeded to stitch Jessica without 
the use of numbing medication: a practice which I think is reminiscent of nineteenth 
century gynecological abuse by physician Dr. J. Marion Sims, who subjected enslaved 
women to painful experiments without numbing medication in the interest, allegedly, of 
“advancing” gynecological procedure (Cooper Owens 2017). 
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Layers of obstetric racism constitute Jessica’s birth story. Jessica was frustrated with 
Linda’s preoccupation with her employment status, which she viewed as an expression 
of “presumed 8 D.-A. DAVIS incompetence.” Presumed incompetence is when the 
dominant society assumes that members of a minoritized group could not possibly 
achieve success (Gutíerrezy Muhs et al. 2012). Such disbelief, articulated as surprise and 
wonderment at the accomplishments of the person of color, is a passive form of 
aggressive disrespect or micro-aggression. Linda’s near abandonment of managing 
Jessica’s labor and delivery could be attributed to Jessica being viewed as too assertive, 
resulting in medical providers closing rank on a patient. Conversations with two nurses 
and one doula, all of whom were white, revealed that medical professionals are 
sometimes aggravated by patients or family members who challenge their authority. 
Additionally, “there is an extra layer of aggravation [among medical professionals] if the 
person challenging is Black. I have seen that everywhere I have worked,” said Lee who 
has been a nurse and nurse administrator for 30 years. “In my mind,” she continued, “I 
can hear them thinking that the patient is stupid. That is disrespectful and it is racism.” 
Josie, the 30-year-old doula who shared Michelle’s story with me, said that in her 
experience, when Black women express wanting to have control over their births, “some 
nurses and doctors, regardless of the medical professionals’ race, punish Black moms. It 
is like they don’t deserve to have the kind of birth they want.” Beyond being 
disrespectful, Jessica included in her list of Linda’s violations abdicating her 
responsibility by asking a doula to conduct a physical exam, therefore placing the doula 
at risk of losing her certification; and being absent during the initial stages of Jessica’s 
labor, which left Jessica vulnerable to the medicalization processes that she had tried to 
avoid. Tethered to technology and medicalization, Jessica maintained that all of the 
procedures she underwent were conducted without her consent. These 
incidences—presumed incompetence, disrespect, interventions without consent, and 
painful procedures—were all, in Jessica’s view, racially motivated and examples, 
therefore, of obstetric racism. 
 
Disrupting Obstetric Racism  
 
Rarely, if ever, have Black women’s reproductive lives been respected. In terms of 
pregnancy and birth outcomes, medical care is most certainly affected by race (Grant 
2016). Resuming the role that Black women have historically held as midwives—after 
having been forced into exile in the nineteenth and twentieth centuries as obstetric 
medicine became established (Wilkie 2003), doula and midwifery care are flourishing 
(Cruz 2015). Among those interviewed, doulas and midwives especially seek to disrupt 
the technological and medicalized dominance of pregnancy, labor, and birthing care 
(Rothman 2015). Their work reflects a reproductive justice approach, which means they 
support and strive to help women maintain personal bodily autonomy, chose to have or 
not have children, and parent in safe and sustainable communities (Ross and Solinger 
2017). It also includes participating in planning a birth on one’s own terms. 
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Birth workers in this study were fully aware of racially disparate outcomes due, for 
example, to induction and C-section delivery rates (Amnesty International 2010; Roth and 
Henley 2012). And most birth workers interviewed view these disparities as a result of 
racism and the medicalization of birthing, which is differentially choreographed on 
Black women’s bodies. Resisting the disempowering medicalization of birth, midwives 
and doulas said they provided care to help reduce premature births, and to reduce infant 
and maternal mortality and morbidity. 
 
Rukiya, a 35-year-old Black woman from North Carolina, started a grassroots 
organization to support women of color who cannot afford doula services. Trained as a 
doula and a midwifery assistant, Rukiya also has her own private doula practice. She 
said: “[Black women] have been doing this [assisting with births] for generations. It is 
important to continue that tradition.” Although she serves all women, Rukiya prioritizes 
Black women, and forms trusting relationships to help them feel safe during pregnancy, 
labor, and birthing. She focuses all of her attention on her clients, because she is 
responsible only to them since her caring and assistance is not mediated through 
hospitals or incentivized by profit. Rukiya pointed out that “women need someone with 
them who has their back, someone who cares.” For instance, it is crucial to understand 
that if a woman has been raped, that experience influences the treatment they should 
receive during the birthing process. 
 
While some birth workers offer emotional support based on knowing each pregnant 
person’s life circumstances, midwives offer a standard of care and skillfully assist in 
labor (O’Uhuru 2013; Rothman 2015). Along with doulas, they know techniques to help 
ease the pain of a contraction. Their knowledge also includes knowing what positions are 
best to help “ease a baby out” (Rothman 2015:16) and how turn a breech baby. The 
midwives I interviewed recognize the benefits of waiting for a woman to give birth on 
her body’s time and are wary of using interventions too quickly unless there is a risk (e.g. 
meconium staining). I saw the temporal conflict between hospital staff and midwifery 
knowledge at one hospital in Minnesota. Idalia was in labor, and an obstetrician came in 
to inquire if the mother should be given Pitocin to speed up labor. Jill, the midwife who I 
was assisting, said: “no, let’s just be patient, let’s give her body time.” Twice more the 
obstetrician came in to pressure a decision, but Jill was steadfast in her belief that Idalia 
just needed time. An hour later, Idalia gave birth, without intervention, to a beautiful 
baby girl. 
 
Most midwives believe that positive reproductive outcomes involve providing people 
with information so they feel empowered to make decisions. Nubia is one of those 
midwives. Nubia is a 39-year-old Black doula and a certified midwife. She and I have 
co-led childbirth education classes in New York, in a community that is dominated by 
one hospital that many women and birth workers consider to be a hostile environment 
for giving birth. Our goal is to share knowledge so that women and their families 
understand what happens during pregnancy and birth. 
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Faced with the problem of addressing Black women’s birth outcomes and how Black 
women are treated by medical professionals, Nubia notes that addressing racism begins 
with clients being armed with information to make informed decisions about continuing 
or ending a relationship with a provider. Nubia says: “I always let them know they do 
not have to continue to go to that person. I open their eyes…I get people to investigate the 
hospital, to ask questions. For example, does the hospital have a high or low vaginal birth 
rate after C-section (VBAC rate)? Does the hospital have midwives? Will there be constant 
fetal monitoring?” The answers to these questions point to if a hospital and a woman’s 
OB/GYN view and respect the autonomy and rights of people who give birth. Further, the 
answers to these questions, are often scaled in relation to race. 
 
Nubia and other midwives who I interviewed teach women to listen to their bodies and 
serve as an advocate for women: “I go with my clients to prenatal visits so they can be 
supported in asking questions to ensure that their concerns are addressed,” said Nubia. 
This kind of care focused on prevention throughout the pregnancy results in better 
outcomes (Kozhimannil et al. 2016). Rukiya and Nubia are among the birth workers who 
have worked with mothers across class and race, providing what they call, holistic 
attention, and care. Cultivating skills to assist throughout a pregnancy, labor, and 
birthing are fundamental aspects of birth work and addressing adverse birth outcomes. 
Additionally, listening to clients and understanding the complexities of their home life, 
their past, and experiences that can influence a pregnancy can minimize the likelihood 
of obstetric racism that so often accompanies highly medicalized births. 
 
Conclusion  
 
US-based Black women’s descriptions of medical encounters during prenatal care, labor, 
and birthing illustrate how their interactions constitute obstetric racism, and force us to 
consider the callousness with which some Black women are treated. The context in 
which women interpret those experiences is the result of being knowledgeable subjects 
who have lived their lives in a country where the legacies of racism, evidenced by the 
racial capitalism of enslavement, segregation, and medical experimentation, influence 
their understanding of the treatment they receive. Black women’s stories mark the ways 
racism hovers over and disrupts their pregnancies, labors, births, and postnatal 
encounters. Neglect, lack of information, dismissiveness, disrespect, and interventions 
without explanation, permeate their maternal care and coalesce into obstetric racism. 
 
Obstetric racism is not new, but rather, it is entangled with histories that shadow 
contemporary expressions of medical racism deployed on Black women’s bodies. The 
way that Black women have been demonized, stereotyped, violated, and policed in the 
past, is consistent with contemporary medical interactions and operate as reminders of 
that past. Even nurses and birth advocates point out that Black mothers experience 
racism because they are disciplined by medical practitioners. The violence of obstetric 
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racism is that it ignores the collective risk that anti-black racism exerts on the lives of 
Black women and their families. Whereas the medical establishment does not readily 
admit the structurally embedded risks that Black patients face, by contrast, birth workers 
who begin their relationships with clients who want prenatal care, understand those 
risks, and attempt to ameliorate them.  
 
The reproductive experiences of Black women like Michelle, Yvette, Crystal, and Jessica 
highlight key examples of obstetric racism—from what Josie described as Michelle’s 
experience of birth rape in Florida, to the doctors’ unwillingness to address Yvette’s 
concern about the multiple risks that probably led to premature birth in North Carolina. 
From Crystal feeling dismissed, disrespected, and undergoing procedures that she did 
not want and were not explained to her in New York, to Jessica’s report of a midwife and 
medical professionals in Georgia who overrode her desire to have a minimally 
medicalized birth. It did not matter where these women lived or what year they 
delivered: obstetric racism constituted their medical encounters. Their stories echo those 
of many Black women whose birth outcomes are at crisis levels. And while the cases 
presented here illustrate the potential harm that Black women experience, birth workers 
like Rukiya and Nubia seek to interrupt the practices of medicalized care that do not 
necessarily serve Black women’s interests. 
 
Although obstetric racism draws attention to Black women’s interactions with medical 
professionals who wield power that exacerbates their reproductive vulnerabilities, it is 
useful in other contexts to clarify the experiences of people with similar histories of 
reproductive injustice. For example, like US-born Black women, Indigenous women in 
Bolivia have long standing birth outcomes and prenatal care experiences that are 
explicitly connected to being racialized. There are reports of doctors referring to 
indigeneity as a risk factor that influences maternal-infant life (Morales 2018). Obstetric 
racism is an important framework for analyzing the reproductive exploitation of Native, 
Puerto Rican, and Mexican women. For instance, Native women’s reproductive pasts 
have included involuntary sterilization by the federally funded Indian Health Service 
(Volscho 2010). Puerto Rican and Mexican women have also been exploited through 
sterilization abuses (Lopez 1993). While obstetric racism takes into account the feelings 
and perceptions, of racism in reproduction, it most profoundly points to the ways that 
patient care can end up being violent. 
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A Larger Role for Midwives Could Improve 
Deficient U.S. Care for Mothers and Babies  
According to a new study, states that give midwives a greater role in patient care 
achieve better results on key measures of maternal and neonatal health. 
 
by Nina Martin, February 22 2018 EST  
 
In Great Britain, midwives deliver half of all babies, including Kate Middleton’s first two 
children, Prince George and Princess Charlotte. In Sweden, Norway and France, 
midwives oversee most expectant and new mothers, enabling obstetricians to 
concentrate on high-risk births. In Canada and New Zealand, midwives are so highly 
valued that they’re brought in to manage complex cases that need special attention. 
 
All of those countries have much lower rates of maternal and infant mortality than the 
U.S. Here, severe maternal complications have more than doubled in the past 20 years. 
Shortages of maternity care have reached critical levels: Nearly half of U.S. counties 
don’t have a single practicing obstetrician-gynecologist, and in rural areas, the number of 
hospitals offering obstetric services has fallen more than 16 percent since 2004. 
Nevertheless, thanks in part to opposition from doctors and hospitals, midwives are far 
less prevalent in the U.S. than in other affluent countries, attending around 10 percent of 
births, and the extent to which they can legally participate in patient care varies widely 
from one state to the next. 

Now a groundbreaking study, the first systematic look at what midwives can and can’t do 
in the states where they practice, offers new evidence that empowering them could 
significantly boost maternal and infant health. The five-year effort by researchers in 
Canada and the U.S., published Wednesday, found that states that have done the most to 
integrate midwives into their health care systems, including Washington, New Mexico 
and Oregon, have some of the best outcomes for mothers and babies. Conversely, states 
with some of the most restrictive midwife laws and practices — including Alabama, Ohio 
and Mississippi — tend to do significantly worse on key indicators of maternal and 
neonatal well-being. 

“We have been able to establish that midwifery care is strongly associated with lower 
interventions, cost-effectiveness and improved outcomes,” said lead researcher 
Saraswathi Vedam, an associate professor of midwifery who heads the Birth Place Lab at 
the University of British Columbia. 

Many of the states characterized by poor health outcomes and hostility to midwives also 
have large black populations, raising the possibility that greater use of midwives could 
reduce racial disparities in maternity care. Black mothers are three to four times more 
likely to die in pregnancy or childbirth than their white counterparts; black babies are 49 
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percent more likely to be born prematurely and twice as likely to perish before their first 
birthdays. 

“In communities that are most at risk for adverse outcomes, increased access to 
midwives who can work as part of the healthcare system may improve both outcomes 
and the mothers’ experience,” Vedam said. 

That’s because of the midwifery model, which emphasizes community-based care, close 
relationships between providers and patients, prenatal and postpartum wellness, and 
avoiding unnecessary interventions that can spiral into dangerous complications, said 
Jennie Joseph, a British-trained midwife who runs Commonsense Childbirth, a Florida 
birthing center and maternal care nonprofit. “It’s a model that somewhat mitigates the 
impact of any systemic racial bias. You listen. You’re compassionate. There’s such a 
depth of racism that’s intermingled with [medical] systems. If you’re practicing in [the 
midwifery] model you’re mitigating this without even realizing it.” 

The study, published in the peer-reviewed journal PLOS ONE, analyzes hundreds of laws 
and regulations in 50 states and the District of Columbia — things like the settings where 
midwives are allowed to work, whether they can provide the full scope of pregnancy- 
and childbirth-related care, how much autonomy they have to make decisions without a 
doctor’s supervision, and whether they can prescribe medication, receive insurance 
reimbursement or obtain hospital privileges. Then researchers overlaid state data on 
nine maternal and infant health indicators, including rates of cesarean sections, 
premature births, breastfeeding and neonatal deaths. (Maternal deaths and severe 
complications were not included because data is unreliable.) 

The differences between state laws can be stark. In Washington, which has some of the 
highest rankings on measures such as C-sections, premature births, infant mortality and 
breastfeeding, midwives don’t need nursing degrees to be licensed. They often 
collaborate closely with OB-GYNs, and can generally transfer care to hospitals smoothly 
when risks to the mother or baby emerge. They sit on the state’s perinatal advisory 
committee, are actively involved in shaping health policy and receive Medicaid 
reimbursement even for home births. 

At the other end of the spectrum, North Carolina not only requires midwives to be 
registered nurses, but it also requires them to have a physician sign off on their 
application to the state for approval to practice. North Carolina scores considerably 
worse than Washington on indices such as low-birthweight babies and neonatal deaths. 

Neel Shah, an assistant professor at Harvard Medical School and a leader in the 
movement to reduce unnecessary C-sections, praised the study as “a remarkable paper — 
novel, ambitious, and provocative.” He said licensed midwives could be used to solve 
shortages of maternity care that disproportionately affect rural and low-income mothers, 
many of them women of color. “Growing our workforce, including both midwives and 
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obstetricians, and then ensuring we have a regulatory environment that facilitates 
integrated, team-based care are key parts of the solution,” he said. 

To be sure, many other factors influence maternal and infant outcomes in the states, 
including access to preventive care and Medicaid; rates of chronic disease such as 
diabetes and high blood pressure; and prevalence of opioid addiction. And the study 
doesn’t conclude that more access to midwives directly leads to better outcomes, or vice 
versa. Indeed, South Dakota, which ranks third from the bottom in terms of 
midwife-friendliness, scores well on such key indicators as C-sections and preterm 
births. Even North Carolina is average on C-section rates, breastfeeding and prematurity. 

The findings are unlikely to quell the controversies over home births, which are almost 
always handled by midwives and comprise a tiny but growing percentage of deliveries in 
the U.S., or fears among doctors and hospitals that closer collaborations with midwives 
will raise malpractice insurance rates. In fact, said Ann Geisler, who runs the 
Florida-based Southern Cross Insurance Solutions, which specializes in insuring 
midwives, her clients’ premiums tend to be just one-tenth of premiums for an OB-GYN 
because their model of care eschews unnecessary interventions or technology. Far from 
being medical renegades, the vast majority of midwives want to be integrated into the 
medical system, she said. 

Generally, licensed midwives only treat low-risk women, Geisler said. If the patients 
become higher risk, midwives are supposed to transfer them to a doctor’s care. Since 
many OB-GYNs only see midwife patients when a problem emerges, they may develop 
negative views of midwives’ skills, she said. 

The benefits of midwifery come as no surprise to maternal health advocates. In 2014, the 
medical journal Lancet concluded that integrating midwives into health care systems 
could prevent more than 80 percent of maternal and newborn deaths worldwide — in 
low-resource countries that lack doctors and hospitals, by filling dangerous gaps in 
obstetric services; in high-resource countries, by preventing overuse of medical 
technologies such as unnecessary C-sections that can lead to severe complications. A 
review by the Cochrane group, an international consortium that examines research to 
establish best practices in medical care, found that midwives are associated with lower 
rates of episiotomies, births involving instruments such as forceps and miscarriages. 

While widely accepted in Europe, midwives in the U.S. have been at the center of a 
long-running culture war that encompasses gender, race, class, economic competition, 
professional and personal autonomy, risk versus safety, and philosophical differences 
about birth itself. 

Midwives were valued members of their communities until the late 19th century, when 
medicine became professionalized and doctors’ groups began pushing for a monopoly 
over obstetric care. Physicians argued that birth was a “pathologic” process that required 
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scientific knowledge and hospital equipment, and they vilified midwives — who were 
mostly immigrants or, in the South, blacks commonly known as “grannies”— as 
dangerously uneducated for insisting that birth was a natural (“physiological”) function. 
In 1915, Joseph DeLee of Chicago, the most influential OB-GYN of his day, called 
midwives “relics of barbarism” and “a drag upon the science and the art of obstetrics,” 
while one North Carolina doctor dismissed black midwives as having “fingers full of dirt” 
and “brains full of arrogance and superstition.” By the 1950s, the vast majority of women 
gave birth in hospitals, attended by doctors. 

Midwifery began to make a comeback in the 1970s and 80s, embraced by middle-class 
white women who wanted more of a voice in their maternity care, including the 
possibility of delivering at home. Of the more than 15,000 midwives now certified in the 
U.S., the vast majority are certified nurse-midwives, or CNMs — registered nurses with 
an additional graduate degree who are trained to provide the full range of reproductive 
and maternity care, including delivering babies in hospital settings. After that, the 
definitions get fuzzy, said Ginger Breedlove, a Kansas-based CNM and consultant who is 
a past president of the American College of Nurse-Midwives (ACNM). There are 
“direct-entry midwives,” “certified professional midwives” and “lay midwives,” all of 
which are primarily associated with home births but who have different types of 
training and may or may not be licensed and regulated by a state. “It’s very confusing,” 
Breedlove said. “The title ‘midwife’ has multiple meanings” — which does not help 
efforts to promote the profession. 

In recent years, national groups such as the American Congress of Obstetricians and 
Gynecologists have become much more welcoming to nurse-midwives and more open to 
home births by licensed midwives. But many individual doctors remain wary, 
acknowledged Dartmouth University’s Timothy Fisher, who teaches OB-GYN and is the 
medical director of the Northern New England Perinatal Quality Improvement Network. 
One main reason “is the lack of exposure to midwife care during our training as OBs. 
Things that are foreign are scary, and we view them with skepticism,” Fisher said. 

In North Carolina, requirements that CNMs have permission from doctors to practice 
means that they are unable to work in the 31 counties in the state that have no 
obstetrical care provider, said Suzanne Wertman, president of the ACNM’s North 
Carolina affiliate. Midwives are “just an afterthought here … sort of like a bonus. The 
idea of one profession overseeing another profession — it’s problematic and it doesn't 
serve the consumer well.” 

In Alabama, the state with the worst infant mortality rate in the country, midwifery 
restrictions have been almost as tough, reflecting attitudes that wiped out the state’s 
once-rich tradition of black birth attendants. “Here they associate us with granny 
midwives — someone with absolutely no medical background,” said Sheila Lopez, one of 
just 13 CNMs currently licensed to practice in the state. Alabama has no midwifery 
education programs, so Lopez had to get her training in Atlanta while working as a 
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full-time labor and delivery nurse in Birmingham, two and a half hours away. Once she 
graduated with her CNM degree in 2012, it took her three years to find a midwifery job 
near her home. Alabama law requires that CNMs have a “collaborative physician” who is 
willing to oversee their practices. “It’s really kind of just a harsh work environment,” 
Lopez said. “The doctors don’t understand what the role of the midwife is. So they don’t 
go out seeking it. And if they don’t know, then they won’t back us up.” 

Carole Campbell of Gadsden, the only black nurse-midwife in current practice listed on 
the Alabama Board of Nursing website, has even more impressive credentials than Lopez 
does: a doctorate in nursing practice as well as a CNM, plus five years of teaching 
experience at a community college. “I’m at the top of my practice,” she said, but because 
no local OB-GYN group has been willing or able to enter into a collaborative arrangement 
with her, she isn’t allowed to provide any prenatal or postpartum care, much less deliver 
babies. “Would I like to be doing that? Absolutely.” 

Alabama lawmakers recently passed a bill that would legalize certified professional 
midwives — the type who attend home births — though the process of integrating them 
into the maternal care system is likely to be long and uncertain. Meanwhile, only 18 out 
of 54 rural counties in the state have hospitals that offer obstetrical services. Courtney 
Sirmon, a doula, or birth helper, who heads the Alabama Birth Coalition, recalls a rural 
client who recently gave birth while on the way to the nearest hospital, in Birmingham. 
“They were going over 100 miles per hour when she delivered in the back seat.” 
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How Doula Care Can Advance the Goals of the 
Affordable Care Act: A Snapshot From New York 
City 
by Nan Strauss, Katie Giessler, and Elan McAllister 
 
 
Abstract  
Doula care meets each of the triple aims of the Affordable Care Act: improving health 
outcomes for all, improving the experience of care, and lowering costs by reducing 
non-beneficial and unwanted medical interventions. Cost is the greatest barrier to use of 
doula support. Reimbursement for doula services by private insurance, Medicaid, and 
Medicaid managed care organizations would significantly increase access to doulas. 
Widespread availability of doula care could significantly reduce cesarean rates, and 
increased access to community-based doula programs could reduce entrenched health 
disparities 
 
Background by Elan McAllister 
My passion for consumer advocacy was first sparked 10 years ago while working as a 
doula in New York City. I was moved to action by what I witnessed in the birthing room, 
both the beautiful, empowering births that I felt every woman had a right to experience 
and the heartbreaking, traumatic ones that I recognized were the reality for far too 
many. 
 
I started Choices in Childbirth (CiC) in 2004 because I felt compelled to find a way to 
address on a wider scale what I was witnessing as a practicing doula. From the 
beginning, CiC has reflected my doula background by providing information to women, 
without judgment, to help them be empowered to make the best decisions for themselves 
and their families. At the same time, we have advocated for expanded access to a full 
range of safe, healthy, evidence-based care. In the environment of New York City, where 
a highly medicalized model of maternity care prevails, we have had our work cut out for 
us and it has not been easy.  
 
The Affordable Care Act has created an unprecedented opportunity for us to work 
proactively to challenge the status quo. The Act’s triple aim— improving health outcomes 
for all members of the community, increasing satisfaction with the care experience, and 
reducing unnecessary costs—aligns with optimal childbirth practices. Now is the time for 
all of us to take advantage of this moment and promote practices and models of care that 
we know lead to better outcomes for moms and babies.  
 
Our recently released report, “Doula Care in New York City: Advancing the Goals of the 
Affordable Care Act,” does this by using the framework of the triple aim to explore why 
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and how the system needs to change to better meet women’s needs. The report brings 
together the evidence behind doula care, a review of the landscape of maternity care in 
New York City, and the texture and power of women’s own voices describing the impact 
doulas had on their birth experiences. 
 
Although we plan to write similar reports on access to midwifery care, birth centers, and 
physiologic birth practices in New York City hospitals, we chose to focus on doula care 
first because we felt that it was an appropriate way to celebrate our 10th year and to say 
thank you to the profession that inspired the creation of CiC. Becoming a doula changed 
my life forever. I hope that our work and this report will help to change the lives of many 
more. 
 
Following is the executive summary of “Doula Care in New York City: Advancing the 
Goals of the Affordable Care Act.” The full report, as well as consumer materials and 
infographics, can be downloaded from the CiC website 
(http://www.choicesinchildbirth.org). Although our focus is on New York City, it is our 
deepest desire that this report have an impact well beyond the borders of our city. 
 
Executive Summary  
 
[O]ne of the most effective tools to improve labor and delivery outcomes is the continuous 
presence of support personnel, such as a doula. (Caughey, Cahill, Guise, & Rouse, 2014, p. 
189) 
 
Widespread access to doula care has the potential to significantly improve health 
outcomes and the experience of childbirth for women and infants in New York City. In 
2012, there were 123,231 births in New York City (Zimmerman et al., 2013), more than in 
41 of the 50 U.S. states (Martin et al., 2013). The city’s high rates of maternal deaths and 
complications, intractable racial disparities, and skyrocketing cost of childbirth care 
signal the immediate need for systemwide improvements in maternity care practices. 
 
Doula care has been identified in the medical literature as an underused, evidence-based 
strategy to improve health outcomes and reduce spending on unnecessary medical 
procedures. Currently, only about 5% of births in New York City are attended by doulas 
(Strauss, Giessler, & McAllister, 2014). 
 
The Affordable Care Act Opens the Door to Reenvisioning Maternity Care Options 
 
The Affordable Care Act has invited unprecedented innovation in health care, and its 
framework can be used to evaluate the potential benefits of particular practices or 
policies in maternity care (Patient Protection and Affordable Care Act, 2010). The 
Affordable Care Act’s “triple aim” emphasizes the need to change the way that care is 
delivered to (a) improve health outcomes for all, (b) improve the patient’s experience of 
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care, and (c) reduce the cost of care. The Affordable Care Act recognizes that for these 
goals to be achieved, special attention must be given to eliminating health disparities. 
 
Research demonstrates that doula care has the potential to address each of these aims, 
and as such, it should be recognized as an essential strategy to enhance the way that 
maternity care is provided. Doulas are trained to provide nonmedical, emotional, 
physical, and informational support to a woman before, during, and immediately 
following childbirth. In addition to sharing information about labor and comfort 
measures, doulas also facilitate communication between women and maternity care 
providers and hospital staff by helping women to articulate their questions, preferences, 
and values. 
 
There is a certain formality that has become a part of nursing care—charting, reading fetal 
monitor strips— because the regulations mandate it. It interferes with the basic bonding 
that should be the core part of these special moments of a person’s life. A doula can help the 
nurses and doctors with this essential component of childbirth. (H. Minkoff, MD, chairman, 
Department of Obstetrics and Gynecology, Maimonides Medical Center, personal 
communication, August 14, 2014) 
 
Supportive care practices have the potential to improve the health of mothers and 
babies, reduce health disparities, and increase women’s satisfaction with their 
experience, all while decreasing expenditures for unnecessary interventions. Proven, 
low cost solutions have been identified, but changing practices will require challenging 
the status quo. 
 
A doula can interpret in [the hospital] environment. It can be difficult for women to have 
opinions and hold onto their voice in the middle of that intensity. (labor and delivery 
nurse at a New York City Hospital; Strauss et al., 2014).  
 
Most women giving birth in the United States are in good health with low-risk 
pregnancies, and research shows that promoting and supporting normal, healthy 
physiologic birth is the optimal model of care for most women and babies. 
 
The Need for Change  
 
The United States now ranks 60th in maternal mortality globally (Kassebaum et al., 2014), 
even though we spend more than any other country on maternity care (International 
Federation of Health Plans, 2012). Despite being the leading city for medical education, 
New York City has a maternal mortality ratio that is among the highest in the nation 
(Johnson, Mulready-Ward, Olasewere, & Wigglesworth, 2010). For every death in the 
United States, there are an estimated 100 cases of severe, “near-miss” complications 
(Callaghan, Creanga, & Kuklina, 2012). Although maternal deaths are rare, they signify a 
maternity care system that is failing to meet the needs of women and families. 
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Most women giving birth in the United States are in good health with low-risk 
pregnancies, and research shows that promoting and supporting normal, healthy 
physiologic birth is the optimal model of care for most women and babies (Sakala & 
Corry, 2008). Yet in practice, a highly medicalized approach to care has become the 
norm, resulting in an overuse of some medical procedures, even in circumstances where 
there is no evidence to demonstrate their benefits (Goer & Romano, 2012). For instance, 
one in three births is now by cesarean (Weiss, Elixhauser, & Andrews, 2014), more than a 
50% increase from 1995 (Martin et al., 2013), despite evidence suggesting this increase is 
contributing to complications without improving outcomes. Women have reported 
feeling unsatisfied with their childbirth experiences and unheard by maternity care 
providers and hospital staff. 
 
I went to one of those big clinics where everyone with Medicaid goes . . . I feel like the 
waiting time is just so long at times. And then when I do get in, I always feel so rushed. 
“What are your concerns?” Bam, bam, bam, bam, and before you know it, she’s already off 
to her other patients. It just felt like in and out, in and out. All the stuff I feel like I’m 
supposed to get from a doctor, I asked other people for. (Mothers’ Focus Group; Strauss et 
al., 2014) 
 
The Evidence Behind Doula Support  
 
The benefits of doula care are strongly supported in the medical literature. 

● In 2013, a Cochrane Database systematic review of 23 individual studies 
concluded that “all women should have continuous support during labour”, and 
that trained doulas are the most effective at providing continuous labor support 
(Hodnett, Gates, Hofmeyr and Sakala, 2013).  

● A 2008 study in the American Journal of Obstetrics and Gynecology concluded that 
doula support was among the most effective of the 41 birth practices 
reviewed--one of only three to receive an “A” grade (Berghella, Baxter, and 
Chauhan, 2008).  

● A joint statement of the American College of Obstetricians and Gynecologists and 
the Society for Maternal-Fetal Medicine released in February 2014 found that 
continuous labor support is among “the most effective tools to improve labor and 
delivery outcomes” and is likely underused (Caughey et al., 2014).  

The emotional support and knowledge of the birth process made a huge difference for me. 
(CiC Mothers’ Survey; Strauss et al., 2014).  
 
 
Benefits of Doula Care 
 
Doula care has been found to improve birth outcomes and reduce health disparities 
(Gruber, Cupito, & Dobson, 2013; Vonderheid, Kishi, Norr, & Klima, 2011). Substantial 
evidence demonstrates that doula support increases the likelihood of safer, healthier, 
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and more satisfying birth experiences. Benefits include the following (Hodnett et al., 
2013): 

● Cesarean rates reduced by an average of 28% 
● Shorter labors  
● Fewer forceps and vacuum births  
● Less need for anesthesia or analgesia such as epidurals  
● Higher Apgar scores for babies  
● More positive feelings about the birth  
● Improved patient satisfaction  

Reducing unnecessary medical procedures can prevent complications. Cesareans have 
been associated with an increased risk of serious short- and long-term complications and 
hospital readmission (Childbirth Connection, 2012b; Liu et al., 2007; Sakala & Corry, 
2008). Nationally, between 1998 and 2009, severe and life-threatening maternal 
complications rose by 75% during birth and by 114% for postpartum hospitalizations 
(Callaghan et al., 2012). For many of these complications, the increases have been 
associated with rising cesarean rates. 
 
The breastfeeding felt as hard as the labor. I’m crying. He’s crying. We’re both crying . . . 
Because of the care and support of the doula, I just got to see past the day, and then, it got 
better. I don’t know if I would have been able to do it without support. (CiC Mothers’ 
Survey; Strauss et al., 2014) 
 
Care provided by trained, experienced doulas who offer visits in the postpartum period 
can also increase the likelihood and longevity of breastfeeding (Health Connect One, 
2014; Langer, Campero, Garcia, & Reynoso, 1998; Mottl-Santiago et al., 2008) and help 
address postpartum depression (Trotter, Wolman, Hofmeyr, Nikodem, & Turton, 1992; 
Wolman, Chalmers, Hofmeyr, & Nikodem, 1993). Breastfeeding reduces the risk of 
asthma, obesity, diabetes, and ear infections in babies (Stuebe, 2009) and the risk of heart 
disease, obesity, diabetes, and breast cancer in women (Bartick et al., 2013; Stuebe, 2009). 
Increasing breastfeeding is critical in New York City, where breastfeeding lags behind 
target rates, particularly in low-income neighborhoods (Zimmerman et al., 2013). 
 
[Doulas] are the angels that navigate for you and baby!!! A huge tool for empowerment, 
knowledge and advocacy. Regardless of unforeseen complications or curveballs one may 
experience, hands-down having my doula present for my birth was paramount. (CiC 
Mothers’ Survey; Strauss et al., 2014) 
 
Doulas improve patient satisfaction and women’s experience of care by strengthening 
their engagement in care decisions (Breedlove, 2005; Gentry, Nolte, Gonzalez, Pearson, & 
Ivey, 2010; Gruber et al., 2013). By offering resources to help women educate themselves 
in advance and by assisting women in establishing and maintaining positive 
communications with their medical care providers, doulas enhance women’s capacity to 
make informed decisions about their own health care. Having a sense of control and 
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engagement in health-care decision making is a key factor contributing to patient 
satisfaction (Cook & Loomis, 2012; Hardin & Buckner, 2004; Hauck, Fenwick, Downie, & 
Butt, 2007). 
 
The help and emotional support is vital to having a joyful experience. (CiC Mothers’ Survey; 
Strauss et al., 2014) 
 
Eliminating Health Disparities  
 
I care exclusively for women with Medicaid, so doula services generally aren’t accessible to 
my clients. One of my clients had a doula—a friend of hers did it for free—and it was one of 
the most amazing births I’ve ever seen. I had three laboring patients that day, so I was 
going back and forth. I didn’t have the luxury of staying with her for 8 hours. The doula 
was able to stay with her, encourage her, to offer different options. She was out of bed, she 
took many different positions, she squatted in the second stage (the pushing stage). That 
patient definitely had the experience she wanted. (certified nurse-midwife with over 20 
years of experience in New York City hospitals; Strauss et al., 2014) 
 
The Affordable Care Act’s goal of improving outcomes for the entire population cannot 
be met without a concerted effort to eliminate health disparities based on race, ethnicity, 
and income. New York City’s maternal mortality disparities are double those of the 
nation as a whole, with African American women facing 7 times the risk of maternal 
death as non-Hispanic White women (69.3 vs. 10.4 deaths per 100,000 live births, 
respectively; New York City Department of Health and Mental Hygiene, 2010). 
 
Race has an independent effect on health outcomes, beyond those explained by 
socioeconomic differences. African American women at every income level—low-, 
middle, and high-income—all experienced 3 times the risk of maternal mortality as 
similarly situated White women (Singh, 2010). Infant mortality rates for college-educated 
African American women have been documented to be higher than those of White 
women who did not graduate from high school (Strain, 2008). 
 
The work we do at the community-based program is different than the work I do in my 
private practice. In the community-based program, the clients often have to deal with a 
whole host of other stressors. We do extensive work prenatally, at least three visits. That 
can help us identify other needs clients might have; we can then work towards referring to 
services that we don’t provide. (G. Ammann, Doula, personal communication, March 21, 
2014) 
 
Providing access to doula services for women most at risk of poor health outcomes can 
reduce disparities by improving the health and care of those with the greatest need. 
Community-based doula programs offer no-cost, culturally appropriate doula support to 
women in at-risk and underserved communities. Several community-based programs 
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are operating in New York City, serving approximately 450 women each year (Strauss et 
al., 2014). Such programs have achieved positive results in New York City and in 
communities across the United States, improving care practices, elevating the voices of 
women in disenfranchised communities, and taking a comprehensive approach to 
maternal health by linking women with various support services. 
 
I think doulas are a lifesaver. They’re so knowledgeable, and they are patient, which is 
important. (CiC Mothers’ Survey; Strauss et al., 2014) 
 
Reducing Spending on Unnecessary and Unwanted Medical Procedures  
 
The cost of childbirth care is higher in the United States than in any other country 
(International Federation of Health Plans, 2012). At $111 billion per year, 
childbirth-related hospital charges exceed charges for any other type of hospital care 
(Childbirth Connection, 2012a). Studies conducted in Oregon, Minnesota, and Wisconsin 
have found that expanding access to doula care has the potential to reduce costs 
(Chapple, Gilliland, Li, Shier, & Wright, 2013; Kozhimannil, Hardeman, Attanasio, 
Blauer-Peterson, & O’Brien, 2013; Tillman, Gilmer, & Foster, 2012). 
 
Eliminating spending on non-beneficial procedures, avoidable complications, and 
preventable chronic conditions would all contribute to covering the cost of doula care. 
Doula care would be expected to reduce spending by: 

● Lowering cesarean rates: Cesareans cost 50% more than vaginal births when paid 
for by Medicaid and by private insurance, adding $6,898 and $8,199, respectively, 
to the total cost per birth in New York (Agency for Healthcare Research and 
Quality, 2013). If all births in New York City were attended by doulas and if doula 
care reduced cesareans by an average of 28%, an estimated 11,231 cesareans 
could be avoided each year (6,235 Medicaid and 4,996 private insurance; New 
York City Department of Health and Mental Hygiene, 2014). Spending on 
cesareans could be reduced by $43 million for Medicaid ($590 per Medicaid birth) 
and $41 million for private insurance ($824 per privately insured birth) each year 
(Strauss et al., 2014). 

● Reducing repeat cesareans: Because most births following a cesarean are repeat 
cesareans, avoiding a cesarean reduces costs in future pregnancies. 

● Reducing the use of epidurals: The cost of an epidural includes fees for the 
medication, the anesthesiologist, and the increased likelihood of additional 
interventions, including the use of medication to speed labor, episiotomy, bladder 
catheterization, and evaluation and treatment of subsequent fevers (Romano & 
Lothian, 2010). 

● Increasing rates of breastfeeding: Breastfeeding improves the health of women 
and babies, and research suggests that $31 billion could be saved nationwide if 
breastfeeding targets were reached (Bartick & Reinhold, 2010; Bartick et al., 2013). 
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● Reducing preventable complications and chronic conditions: Cesareans, epidurals, 
and not breastfeeding increase the risk of complications and chronic conditions. 
By reducing cesareans and epidurals and increasing breastfeeding, doulas can 
reduce spending on these long-term adverse effects and sequelae. 

 
Key Findings  
 
The results of surveys, focus groups, and interviews conducted by CiC, along with 
existing research, have identified areas of improvement that would increase access to 
and improve the effectiveness of doula care. 

1. Cost is the most significant barrier to obtaining doula services. 
a. Among women who faced difficulties obtaining doula care, 88% cited cost 

as a barrier. 
b. The average fee for a doula in New York City in private practice is $1,200, 

and it ranges from $150 to $2,800 and upward per birth, depending on 
experience. 

c. Four of every 10 doulas in private practice report sometimes turning 
clients away because they cannot afford the fee. 

2. The doula workforce is small and less diverse than the population of New York 
City. 

a. CiC estimates that approximately 275–400 doulas are currently working or 
volunteering on a regular basis in New York City. 

b. The doula workforce is less diverse than the population of New York City 
overall, with women of color underrepresented. 

c. Very few doulas offer services in languages other than English, Spanish, or 
French. 

3. Access to doula care in underserved communities is extremely limited. 
a. Limited funding for community-based doula programs means that only 

about 450 women in underserved communities obtain doula care at no cost 
each year. 

b. A lack of resources for comprehensive services in underserved 
communities sometimes undermines doulas’ ability to provide effective 
support to clients. 

4. Fostering collaborative relationships between doulas, maternity care providers, 
and nurses would improve the impact of doula care. 

a. Doulas and clinicians reported a need and desire to improve 
communication and relationships between doulas, nurses, physicians, and 
midwives to increase trust and facilitate better working relationships 
among the groups. 

5. Establishing positive hospital policies would improve the impact of doula care. 
a. Two of 3 doulas reported that being separated from their client sometimes 

hampers their ability to do their job. 
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b. Nine of 10 doulas indicated that the lack of nonmedical comfort measures 
at hospitals sometimes hampered their ability to provide care. 

c. Doulas and women reported the need for a greater availability of 
nonmedical pain-management techniques, including the freedom to move 
and change positions and access to showers or tubs. 

6. Challenges of doula work 
a. Doulas identified the stress of an on-call lifestyle and difficulty generating 

sufficient income as significant challenges to their work. 
b. Four of every 10 doulas surveyed identified the need for more peer 

support, mentorship, and opportunities for professional development. 
 
Conclusion  
 
Having a doula means having an experienced guide to the most potentially surprising 
moment of life. (CiC Mothers’ Survey; Strauss et al., 2014) 
 
Despite being well-documented in the medical literature, the benefits of doula care are 
available to only a small percentage of women in New York City. Doulas remain an 
underused resource, notwithstanding the dire need to improve maternal and infant 
health outcomes and health disparities in the city. The Affordable Care Act has created a 
unique opportunity to realign the priorities and practices of the maternity care system to 
better meet the needs of women and families. Doula care is an essential component of 
that endeavor. 
 
Childbirth facilities, care providers, and government maternal-child health agencies 
should allocate sufficient resources to expand access to doula care to improve health 
outcomes and patient satisfaction while addressing disparities and reducing spending on 
unnecessary or unwanted medical procedures. New York City’s women and families 
deserve no less. 
 
Key Recommendations  
 

1. Private insurance, Medicaid, and Medicaid managed care organizations should 
reimburse doula care as a cost-effective, evidence-based service. 

2. The New York State Department of Health should seek approval from the Centers 
for Medicare and Medicaid Services to reimburse for doula support as a 
preventive service provided by non-licensed practitioners. 

3. Public funding at the city, state, and federal levels should be dedicated to expand 
existing community-based doula programs and develop new programs to increase 
access to doula care for women in at-risk communities. 

4. Every effort should be made to train and hire doulas who are trusted members of 
the communities most at risk for poor health outcomes, with attention to racial, 
ethnic, geographic, socioeconomic, cultural, and linguistic factors. 
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5. All doula training should include education in cultural competency, trauma-based 
care, and support services that are available for low-income pregnant and 
postpartum women. 

6. Childbirth facilities and providers (including New York City Health and Hospitals 
Corporation) should seek to increase awareness about the evidence-based benefits 
of doula care through childbirth education programs, facility tours and “meet the 
doula” events, as well as by distributing information about doula care. 

7. Hospitals and birth centers should foster collaborative relationships among 
providers, nurses, and doulas by hosting grand rounds and continuing education 
programs where nurses, physicians, and doulas can work together to cultivate 
effective cooperation, communication, and trust. 

8. Hospitals and birth centers should develop and implement strategies to increase 
access to doula care during birth, including by establishing facility-based doula 
programs to make doulas available to women upon admission to the hospital 
during labor, or before when possible. 

9. Childbirth facilities should develop and implement policies to enhance and 
support the evidence-based doula care practices that improve maternal and infant 
outcomes, including by: 

a. Allowing doulas to remain with clients at all times; 
b. Ensuring that women have the option to get out of bed, walk, and change 

positions as they wish; 
c. Ensuring that continuous electronic fetal monitoring is used only in 

circumstances where it is supported by the medical evidence and not as a 
practice that is required or routine for all women regardless of risk factors; 

d. Maintaining equipment such as birth balls and squatting bars that help 
doulas provide effective comfort techniques; 

e. Providing access to tubs and showers during labor whenever possible; and 
f. Allowing women to establish a comfortable environment in their room 

whenever possible (i.e., low lights, music of their choice, etc.). 
10. Programs that fund or employ doulas should respect and support the value of 

doulas’ work by: 
a. Paying doulas a reasonable fee or salary that reflects the amount of time 

spent on call and with clients in labor and that supports doula care as a 
sustainable livelihood; 

b. Establishing a system for mutual “backup” arrangements to ease the 
demands of an on-call schedule; and 

c. Providing doulas with adequate supervision, mentorship, peer support, 
and professional development opportunities. 
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Paid Family and Medical Leave: A Racial Justice 
Issue - and Opportunity 
National Partnership for Women and Families  
August 2018  
 
There is significant, growing attention to the lack of paid family and medical leave in the 
United States and the grave consequences it has for the country’s families, businesses 
and economy. Discussions about how best to address the issue are increasing as well. But 
rarely are these policy conversations situated in the context of our commitment to 
opportunity and equality for people of all races and ethnicities, or the overwhelming 
evidence that shows stopping workplace discrimination is essential to the nation’s 
overall health, economic and moral well-being.  
 
The vast majority of working people in the United States – 85 percent – do not have paid 
family leave through their employers,1 and the consequences for people of color are 
especially severe. This is, in part, due to past and present institutionalized racism that 
has resulted in significant health and economic disparities. This brief will describe these 
disparities to show that addressing our paid leave crisis is a racial justice issue that 
requires a carefully designed and implemented federal policy solution. Specifically, it 
will show that:  

● Racial disparities in access to wealth and wealth building are compounded by a 
lack of access to paid family and medical leave; 

● Disparities in access to other economic supports make it more difficult for families 
of color to absorb the financial shock of a serious family or medical need;  

● People of color tend to receive lower quality health care services and experience 
worse health outcomes than white people, magnifying their need for paid family 
and medical leave; 

● Race-based discrimination in employment persists, resulting in job insecurity and 
more barriers to economic security and advancement for people of color; and 

● Women of color suffer most from the combination of these disparities and 
challenges. 

The brief concludes that well-designed paid family and medical leave programs provided 
through public policies have the potential to strengthen families of color and build a 
stronger, more just nation. 
 
The Racial Wealth Gap 
The gaps between the wealth of white families and Latino and Black families are severe 
and lack of access to paid family and medical leave makes them worse.  
 
The typical white family has $140,500 in wealth – defined as assets minus debts – 
compared to $6,300 for the typical Latino family and $3,400 for the typical Black family. 
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(See Figure 1.) Studies show that, without intervention, children born today will not see 
those gaps close. These racial wealth gaps exist because discriminatory policies and 
persistent racism have prevented most people of color from building wealth for 
generations. Historically, policymakers excluded families of color from accessing public 
programs that helped build the middle class, such as higher education assistance and 
financial aid, affordable mortgages to build home equity, low-cost consumer banking, 
and capital to start businesses. For example, the Federal Housing Administration refused 
to insure mortgages in and near Black communities until 1968, and today, Latinos and 
Black people are still more likely to be denied conventional mortgage loans than white 
people with similar qualifications. Educational and occupational segregation and other 
forms of discriminatory lending also impede families of color from building wealth – 
which is accumulated over generations – leading to the cavernous gap between the 
median wealth of white families and that of families of color. Because of this racial 
wealth gap, even middle- and high-income Black and Latino families tend to lack access 
to the forms of wealth that many white families are able to draw on in times of need. 
 
Asian and Native American families also face significant wealth challenges, but recent 
data are limited. The lack of disaggregated data for Asians means that the economic 
status of people with ancestry from nearly 50 countries is oversimplified. The Census 
Bureau’s broad category “Asian” masks the diversity of communities that fall under that 
label, and wealth and income inequality within the category is substantial and growing. 
Although the top 10 percent of Asians have more wealth than the top 10 percent of white 
people, the bottom quintile of Asians have less wealth than the bottom quintile of white 
people. Native Americans are also often overlooked when measuring wealth. The most 
recent estimate of Native household wealth was $5,700 in 2000 and current economic 
indicators reveal that many Native households are struggling – more than one in four 
Native people are living in poverty, which is nearly twice the national average. 
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The lack of access to affordable credit and financial security are also barriers to 
entrepreneurship, which, in turn, is a barrier to building wealth. People of color are 
underrepresented in entrepreneurship despite their reported interest in owning 
businesses – and also experience many barriers to business ownership, including lack of 
access to wealth and discrimination from investors and lenders. 
 
The racial wealth gap means that families of 
color have, on average, fewer resources than 
white families to plan for and absorb the 
effects of a serious personal or family 
medical issue, including the birth or adoption 
of a new child. In fact, half of households of 
color live in “liquid asset poverty,” which 
means they lack access to enough liquid 
assets – such as savings and publicly traded 
stocks – to live at least at the poverty level for 
12 weeks. That compares to 28 percent of 
white households who live in liquid asset 
poverty. (See Figure 2.) This means that 
households of color are nearly twice as likely 
to be economically insecure in the event of income loss than white households. These 
disparities persist even when considering education levels. For example, a recent survey 
conducted by the Federal Reserve Board found that 31 percent of Black people and 25 
percent of Latinos with a college degree could not afford an unexpected $400 expense, 
compared to 16 percent of white people. When unexpected family or medical events 
arise, wealth enables people to draw on savings, home equity and liquid assets, such as 
funds in checking and savings accounts. Additionally, wealth helps people maintain a 
good credit score, which is critical in accessing fair sources of credit. Because people of 
color have less wealth, less access to fair sources of credit and are often targeted by 
predatory lenders, they may forego taking family or medical leave, which can result in 
even greater income losses or health conditions that become more serious. 
 
In short, paid leave would provide essential financial support and stability for families of 
color at critical times, helping patch one of the many holes in the safety net and 
providing an opportunity to break a cycle of lost wealth accumulation. 
 
Disparities in Access to Other Economic Supports 
People of color experience historical and policy-based barriers to economic security and 
stability, the effects of which are exacerbated when serious family and medical needs 
arise.  
 
Similar to the racial wealth gap, the overall economic security of families of color varies 
by race and ethnicity. This variation exists, in part, due to the historical and political 
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contexts in which different groups of people became part of the United States – including 
voluntary immigration, enslavement, seeking asylum as refugees and forced assimilation 
– and variations in how welcoming or punitive U.S. policies have been toward each of 
these groups. Discrimination in the workforce also contributes to these disparities, which 
is discussed in a later section. Compared to white people, Black people, Latinos and 
Native Americans tend, on average, to experience much higher rates of poverty and 
economic instability and are paid less (see Figures 3 and 4). Moreover, Black, Latino and 
Native workers who work full time, year-round are paid, on average, less than both 
white, non-Hispanic men and women who work full time, year-round. The economic 
status of Asian Americans and Pacific Islanders (AAPI) is more varied, with some 
ethnicities of AAPI people faring much worse than white people, but disaggregated data 
are limited. Overall, people of color are also more likely to be concentrated in low-wage 
and low-quality jobs that offer fewer protections and workplace supports such as fair 
scheduling and employer-based health insurance. 
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Overall, fewer than 60 percent of workers are eligible for unpaid family and medical 
leave under the federal Family and Medical Leave Act (FMLA). Access is similar across 
races, with the exception of Latinos, who have much lower rates of access. However, 62 
percent of Black adults and 73 percent of Latino adults are either ineligible for or cannot 
afford to take unpaid leave, compared to 60 percent of white adults.  (See Table 1.) A 
recent study also found that Black and Latino workers are more likely than white 
workers to report that there was a time in the past two years when they needed to take 
leave for family or medical reasons but could not, most likely because they could not 
afford to go without pay.  (See Table 2.) 
 

 

 
 
Disparities in Health Care and Outcomes  
People of color tend to experience greater health needs and have more caregiving 
responsibilities – making paid leave even more important. 
 
Latinos, Native Americans and Black people tend to have more chronic health conditions, 
such as diabetes and asthma, and have them at younger ages than white people. And 
discrimination contributes to difficulty accessing quality health care services and poorer 
health for people of color. Decades of research show that people of color experience 
greater health disparities, in part as a result of chronic stress linked to everyday racial 
and gender discrimination. Chronic conditions affect people’s ability to remain in the 
labor force, especially when it is difficult to take time away from work to get care or treat 
a serious health issue. Paid leave helps maintain people’s workforce attachment, 
promotes economical use of health services and hastens return to work. This makes paid 
leave particularly important to helping people of color get the care they and their 
families need without jeopardizing their economic security. 
 
Paid parental leave would improve child and maternal health outcomes by allowing 
mothers to heal fully from childbirth, encouraging breastfeeding and reducing the 
likelihood of severe depressive symptoms in new mothers. Yet, only 25 percent of Latino 
workers and 43 percent of Black workers report having access to any paid or partially 
paid parental leave, compared to 50 percent of white workers. As a result, women of 
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color may take shorter periods of leave or no leave at all. And mothers who return to 
work less than six weeks after delivery are less likely to breastfeed for the recommended 
duration, causing both mothers and babies to miss the health and bonding benefits it 
brings. 
 
Lack of paid parental leave is most immediately concerning for the health of Black 
women, who face much higher rates of maternal mortality and complications from 
pregnancy than white women. However, research from California’s state paid leave 
program – the longest-running program in the country – finds that the state’s program 
has increased parity in the duration of leave taken by white women and women of color, 
as well as in initiation of breastfeeding and other positive health outcomes across races. 
Before the state’s program, Black women took, on average, just one week of maternity 
leave and white, non-Hispanic women took four weeks. After implementation, Black and 
white mothers took an average of seven weeks of leave. 
 
In addition to paid parental leave, paid leave for family care is vital for people of color – 
particularly women – who tend to have significant caregiving responsibilities. 
Households of color are also more likely than white households to be multi-generational, 
which suggests they are more likely to have elder care responsibilities despite being less 
likely to have access to leave for elder care. People of color who provide care to family 
members tend to be younger and more likely to be employed than white caregivers, 
which means they may face greater conflicts between work and family. Paid leave 
provides employed family caregivers dedicated time to coordinate care and learn 
complex tasks, prepare for potential long-term care needs and help their families adjust 
to these changes. Research also shows that having a dedicated family caregiver improves 
patient adherence to medication regimens and that family caregivers help their loved 
ones recover more smoothly and quickly and avoid or delay institutional care. 
 
Persistent Racial Discrimination  
Despite some legal protections, racial discrimination in the workplace is pervasive – 
from hiring to promotion and everything in between – and it can keep people from 
taking the family and medical leave time they need. 
 
People of color are vulnerable to discrimination throughout the employment cycle. For 
instance, studies show that white applicants receive 36 percent more callbacks than 
Black applicants and 24 percent more than Latino applicants; these discrepancies have 
not improved in 25 years. Discrimination is also reflected in unemployment rates: When 
they do lose or leave a job, Native Americans, Black people and Latinos suffer from 
higher unemployment rates and Black people and Asians tend to search longer for jobs 
than white workers. 
 
Within the workplace, racial and gender discrimination is common. The U.S. Equal 
Employment Opportunity Commission reports that more than one third of claims of 
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employment discrimination are race based. Research shows that workers of color are 
more vulnerable to job loss during layoffs and recessions and more likely to feel 
unwelcome or excluded in the workplace. Black and Latino workers are also 
overrepresented in the contingent workforce – e.g., contract workers – in which federal 
civil rights protections against race, gender and national origin discrimination may not 
apply. 
 
For people of color who need family or medical leave, discrimination, retaliation and job 
loss are real threats. Overall, nearly 40 percent of workers have no legal guarantee of job 
protection through the FMLA if they need to take leave, which means employers can 
dictate whether and how a person is able to take time for a personal or family health 
issue. For many people of color, this results in job loss. For example, Black and Latina 
mothers are more likely than white women to report being let go by an employer or 
quitting their jobs after giving birth in order to have some leave. The fear of job loss 
keeps people from being able to provide care too. For example, a recent series of focus 
groups in New Jersey found that men of color with low incomes said they were unable to 
use paid leave that was not job protected to bond with and care for their new children, in 
part because they feared losing their jobs. 
 
Women of Color Bear the Brunt 
Women of color face the greatest barriers to economic resources and protections that 
can be critical in meeting family and medical needs, despite being key breadwinners as 
well as caregivers for their own and, sometimes, others’ families. 
 
The common narrative that women first entered the workforce en masse just decades 
ago ignores the fact that women of color have worked outside of their homes out of 
economic necessity for much longer. Yet, historically, there has been relatively little 
attention paid to the work-and-family needs of women of color, even though women of 
color often hold dual roles as breadwinners and caregivers for their families and as 
employed caregivers for other families. In fact, laws to protect women in the workplace – 
and workers in general – often de facto applied only to white women because women of 
color were restricted to low-wage jobs that were purposefully excluded from many legal 
protections. 
 
Combined with the various health and economic disparities discussed throughout this 
brief, this historical context and an overall lack of resources and supports for women of 
color contributes to significantly lower economic well-being for them and their families. 
Black women and Latinas are more likely to work in jobs that provide little upward 
mobility, stability and lower pay. For example, a nationally representative longitudinal 
study of mobility into managerial and professional occupations found that fewer than 20 
percent of Black women and 25 percent of Latinas moved into these jobs, compared to 36 
percent of white women. Furthermore, just 16 percent of U.S. workers are women of 
color, but more than 20 percent of minimum wage workers are women of color. Native 
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women, Black women and Latinas also suffer from higher unemployment rates than 
white women. These factors, in combination, mean that the economic mobility of women 
of color is restricted and can be further hindered when family and medical needs arise.  
 
That is because women of color are also more likely to be key and sole breadwinners for 
their families, often at the same time they are primary caregivers for their loved ones, 
which means opting out of the labor force is not an option for most women of color. 
Eighty-one percent of Black mothers, 67 percent of Native mothers and 52 percent of 
Latina mothers are key or sole breadwinners for their families, compared to 50 percent 
of white mothers. Yet punishing wage disparities persist, with Black women typically 
paid just 63 cents, Native women just 57 cents and Latinas just 54 cents for every dollar 
paid to white, non-Hispanic men. Many workplace supports are needed to address these 
overlapping, structural challenges and paid leave is an important one. To be truly 
effective at ensuring women of color can participate fully in the labor force and family 
caregiving, paid family and medical leave programs must be responsive to the needs of 
people of color, and especially women of color. 
 
People of Color Need Strong Paid Leave Policies 
Establishing paid family and medical leave programs at the federal or state levels can 
combat the health and economic disparities experienced by people of color in the United 
States – but the details matter. 
 
If paid family and medical leave programs are not crafted carefully, with the needs of 
people and women of color at the forefront, they can disproportionately exclude these 
families and perpetuate inequitable access to leave and the economic and health 
challenges associated with lack of paid leave. Fortunately, based on lessons learned from 
state paid family leave programs in California, New Jersey, Rhode Island and New York, 
key aspects of an equitable program are already well-established. And programs soon to 
be in place in Washington state, Washington, D.C., and Massachusetts build on these key 
lessons and will further reinforce them. 
 
Job Protection: Paid leave programs should include job protection so that workers of 
color can take paid leave without fear of losing their jobs. Research from current state 
paid leave programs finds that workers of color – particularly low-income workers of 
color – are less likely to take paid leave if they do not have job protection.  
 
Anti-Discrimination Protections: Federal law prohibits discrimination on the basis of 
race, color and national origin and protects a worker who reports discrimination from 
retaliation,53 but workers of color continue to experience disproportionately high rates 
of discrimination and retaliation. Strong anti-discrimination and anti-retaliation 
language and enforcement are needed to make paid leave fully accessible to people of 
color.  
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Progressive Wage Replacement: State paid leave insurance programs provide workers 
with a percentage of their wages, similar to other social and private insurance programs, 
such as short-term disability and unemployment insurance. To make paid leave 
accessible to workers of color, the wage replacement rate should be as close to 100 
percent as possible and it should be progressive by providing greater replacement to 
people with lower incomes.  
 
Portability and Coverage Across Multiple Jobs: Paid leave should be portable so that it is 
attached to the worker rather than the employer, which would help workers of color in 
particular because they would not be penalized for changing jobs. Eligibility should be 
based on work and earnings history, rather than employer size or other factors related to 
the current employer. 
 
Some current state paid leave programs make coverage available to contingent workers 
and independent contractors too. Other self-employed people – including small business 
owners – can opt in to the programs. It is important for workers and entrepreneurs of 
color that any paid leave program provide a pathway for covering contingent workers 
and self-employed people. 
 
Meaningful and Comprehensive Leave: For paid leave to be adequate, it must provide a 
meaningful duration of leave – at least 12 weeks for parental, family care and medical 
leave. Any paid leave program that does not provide meaningful and gender-neutral 
leave for all purposes will not meet the full needs of people of color.  
 
Dedicated Funding for Outreach, Education and Enforcement: Paid leave programs 
should include a plan for equitably designed implementation. Research on current state 
paid leave programs finds that workers of color are less likely to be aware of the 
programs, the benefits they provide, how to qualify and how to apply. This makes 
dedicated funding for outreach, education and enforcement to ensure equitable program 
usage and treatment by employers critical. 
 
Structural and discriminatory barriers have disadvantaged people of color for decades 
and continue to harm their economic, wealth and health statuses. But if designed and 
implemented according to these key provisions, paid family and medical leave programs 
can improve racial equity in the labor force, help businesses increase and maintain 
diversity and support family wealth-building and entrepreneurship. Doing so will 
become even more important as the country’s demographics change. People of color 
need a strong paid family and medical leave program now.  
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The narrowing, but persistent, gender gap in pay 
 
by Nikki Graf, Anna Brown, and Eileen Patten. April 9, 2018  
 
The gender gap in pay has narrowed since 1980, but it has remained relatively stable 
over the past 15 years or so. In 2017, women earned 82% of what men earned, according 
to a Pew Research Center analysis of median hourly earnings of both full- and part-time 
workers in the United States. Based on this estimate, it would take an extra 47 days of 
work for women to earn what men did in 2017.  

By comparison, the Census Bureau  found that full-time, year-round working women 

earned 80% of what their male counterparts earned in 2016. 

 

 

 

Our analysis finds that the 2017 wage gap was smaller for adults ages 25 to 34 than for 

all workers ages 16 and older. Women in this age group earned 89 cents for every dollar 

a man in the same age group earned. 

(For more on the gender pay gap, see our 2014 explainer, “There’s more to the story of 

the shrinking pay gap.” To understand how we calculate the gender pay gap, see our 

2013 post, “How Pew Research Center measured the gender pay gap.”) 
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The estimated 18-cent gender pay gap among all workers in 2017 has narrowed from 36 

cents in 1980. For young women, the gap has narrowed even more over time. In 1980, 

women ages 25 to 34 earned 33 cents less than their male counterparts, compared with 

11 cents in 2017. 

Why does a gender pay gap still 

persist? 

Much of the gap has been 
explained by measurable 
factors such as educational 
attainment, occupational 
segregation and work 
experience. The narrowing of 
the gap is attributable in large 
part to gains women have 
made in each of these 
dimensions. 

But other factors that are 
difficult to measure, including 
gender discrimination, may 
contribute to the ongoing wage 
discrepancy. In a 2017 Pew 
Research Center survey, about 
four-in-ten working women 
(42%) said they have 
experienced gender 
discrimination at work, 
compared with about 
two-in-ten men (22%) who said 
the same. One of the most commonly reported forms of discrimination focused on 
earnings inequality. One-in-four employed women said they have earned less than a 
man who was doing the same job; just 5% of men said they have earned less than a 
woman doing the same job. 

Both men and women see inequalities in the workplace: In a 2014 Pew Research Center 
survey, 77% of women and 63% of men said this country needs to continue making 
changes to give men and women equality in the workplace. 

Family caregiving responsibilities, particularly motherhood, can lead to interruptions in 
career paths for women and can have an impact on long-term earnings. In a 2013 survey, 
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women were more likely than men to say 
they had taken breaks from their careers 
to care for their family. Roughly 
four-in-ten mothers said that at some 
point in their work life they had taken a 
significant amount of time off (39%) or 
reduced their work hours (42%) to care 
for a child or other family member. 
Roughly a quarter (27%) said they had 
quit work altogether to take care of these 
familial responsibilities. Fewer men said 
the same. For example, just 24% of fathers 
said they had taken a significant amount 
of time off to care for a child or other 
family member. 

Our 2016 survey of workers who have 
taken parental, family or medical leave in 
the past two years found that mothers 
typically take more time off than fathers 
after birth or adoption. The median length 
of leave among mothers after the birth or 
adoption of their child was 11 weeks, 
compared with one week for fathers. About half (47%) of mothers who took time off 
from work in the past two years after birth or adoption took off 12 weeks or more.  

Mothers were also nearly twice as likely as fathers to say taking time off had a negative 
impact on their job or career. Among those who took leave from work in the past two 
years following the birth or adoption of their child, 25% of women said this had a 
negative impact at work, compared with 13% of men. 

Even though women have increased their presence in higher-paying jobs traditionally 
dominated by men, such as professional and managerial positions, women as a whole 
continue to be overrepresented in lower-paying occupations. This may also contribute to 
gender differences in pay. 
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Why is the U.S. Cesarean Section Rate so High? 
Childbirth Connection  
 
August 2016  
 
When first measured in 1965, the national U.S. cesarean birth rate was 4.5 percent. Since 
then, large groups of healthy, low-risk women in the United States who have received 
care that supported their bodies' innate capacity for giving birth have achieved 4 percent 
to 6 percent cesarean birth rates and good overall birth outcomes. However, the national 
cesarean rate has increased seven-fold. It peaked in 2009 at 32.9 percent and dropped 
slightly, to 32.2 percent, by 2014. About one in three women now gives birth by cesarean 
section (C-section) – the nation’s most common operating room procedure. 
 
The nation’s leading professional obstetric societies conclude that women and babies 
have not benefited from this increase in cesarean section, which is “overused.” While 
cesarean birth is safer than vaginal birth for certain high-risk conditions, it likely poses 
greater risk of harm in low-risk women. These experts recommend safe, appropriate 
prevention of overuse of cesarean section. 
 
C-section is major surgery and increases the likelihood of many short- and longer-term 
adverse effects in mothers and babies (some of these harms are listed below). There are 
clear, authoritative recommendations for more judicious use of this procedure. Why, 
then, is the cesarean rate so high? 
 
Three Myths about the Cesarean Section Rate 
 
To explain the high cesarean birth rate, health professionals and journalists often point 
the spotlight on mothers themselves. Many assume that leading factors in the trend are: 
1) that more and more women are asking for C-sections that have no medical rationale; 
2) that the number of women who genuinely need a cesarean is increasing; and 3) that 
liability pressure on health care providers is driving rates up. However, none of these 
reasons appears to account for a large portion of the growth in the cesarean rate since it 
began to rise in 1996. 
 
Many have also pointed to changes in the population of childbearing women, such as 
more older women who have developed medical conditions and more women with extra 
challenges of multiple births. While there are some overall changes in this population, 
researchers have found that C-section rates have gone up for all groups of birthing 
women, regardless of age, the number of babies they are having, the extent of health 
problems, their race/ethnicity or other characteristics. In other words, there is a change 
in practice standards that reflects an increasing willingness on the part of professionals 
to follow the cesarean path under all conditions. In fact, one quarter of the Listening to 
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Mothers survey participants who had cesareans reported that they had experienced 
pressure from a health professional to have a cesarean. 
 
Finally, fear of malpractice liability is frequently cited as a 
major driver of the extensive use of cesarean section. 
However, a series of studies have examined this question 
and have concluded that the role of liability pressure is 
modest at best and can account for just a fraction of the 
steep recent rise. Further, this factor is overpowered by 
the role of variation in professional practice style.  
 
Reasons for the High Cesarean Section Rate  
The following interconnected factors appear to contribute to the high cesarean rate. 
 
Low priority of enhancing women's own abilities to give birth. Care that supports 
physiologic processes – such as providing the midwifery model of care, doula care 
providing continuous support during labor and using hands-to-belly movements to turn 
a breech (buttocks- or feet-first) baby to a head-first position – reduces the likelihood of a 
cesarean section. Quite a few cesareans are carried out because the fetus seems large, 
even though this estimate is often wrong and a cesarean has not been shown to offer 
benefits in this situation. The decision to switch to cesarean is often made during labor 
when care providers could use patience and watchful waiting, positioning and 
movement, comfort measures, oral nourishment and other approaches to facilitate 
comfort, rest, a calm environment and labor progress. Providing more women with such 
care would lower the cesarean section rate. 
 
Side effects of common labor interventions. Current research suggests that quite a few 
labor interventions make cesarean birth more likely, such as inducing labor among 
first-time mothers and/or when the cervix is not soft and ready to open. Continuous 
electronic fetal monitoring (versus periodic listening to the fetal heartbeat with a 
handheld device) increases the likelihood of a cesarean. Having an epidural without a 
high dose of synthetic oxytocin (Pitocin) seems to increase the likelihood of a cesarean 
birth. Epidural analgesia appears to increase the likelihood of cesareans performed in 
response to "fetal distress." Lying in bed during labor (versus being upright and mobile) 
also has this effect. 
 
Refusal to offer the informed choice of vaginal birth. Many maternity care providers and 
hospitals are unwilling to offer the informed choice of vaginal birth to women in certain 
circumstances. The Listening to Mothers survey found that many women with a previous 
cesarean would have liked the option of a vaginal birth after cesarean (VBAC) but did not 
have it because providers and/or hospitals were unwilling. About nine in ten women 
with a previous cesarean section are having repeat cesareans in the United States. 
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Similarly, few women with a fetus in a breech position have the option to plan a vaginal 
birth, and twins are increasingly born via planned cesarean section. 
 
Casual attitudes about surgery and variation in professional practice style. Our society is 
more tolerant than ever of surgical procedures, even when not medically needed. This is 
reflected in the comfort level that many health care providers, insurers, hospital 
administrators and women themselves have with cesarean trends. Further, the cesarean 
rate varies quite a bit across states and areas of the country, hospitals and maternity care 
providers. Most of this variation is due to "practice style" rather than differences in the 
needs and preferences of childbearing women. 
 
Limited awareness of harms that are more likely with cesarean section. Cesarean section 
is a major surgical procedure that increases the likelihood of many types of harm for 
mothers and babies in comparison with vaginal birth. Short-term harms for mothers 
include increased risk of unintended surgical cuts, infection, blood clots, emergency 
hysterectomy, going back into the hospital, a challenging recovery and death. Babies 
born by cesarean section are more likely to have breathing problems and to develop 
several chronic diseases, including childhood-onset diabetes, allergies with cold-like 
symptoms and asthma. Perhaps due to the common surgical side effect of scarring and 
adhesion formation, women who have cesareans are more likely to have ongoing pelvic 
pain and to experience infertility in the future. Of special concern after cesarean are 
various serious conditions for mothers and babies that are more likely in future 
pregnancies. For mothers, these include ectopic pregnancy, placenta previa, placenta 
accreta, placental abruption, emergency hysterectomy and uterine rupture. Babies in 
future pregnancies are more likely to need breathing help and have extended hospital 
stays. Preliminary research suggests that many other harms are more likely with 
cesarean section and more studies are needed. 
 
Incentives to practice in a manner that is efficient for providers. Many health care 
providers are feeling squeezed by tightened payments for services and increasing 
practice expenses. The flat "global fee" method of paying for childbirth does not provide 
any extra pay for providers who patiently support a longer vaginal birth. Some payment 
schedules pay more for cesarean than vaginal birth. Even when payment is similar for 
both, a planned cesarean section is an especially efficient way for professionals to 
organize their hospital and office work. Average hospital payments are much greater for 
cesarean than vaginal birth and may offer hospitals greater opportunity for profit. 
 
Professional expectations for work-life balance. Compared with the past, health care 
providers have greater expectations for work-life balance. In maternity care, this 
manifests as reduced willingness to attend births at night and on weekends and holidays 
and scheduling more births on weekdays. 
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Women’s great trust in their maternity care. The national Listening to Mothers survey 
found that women may have very little awareness of the extent to which practice 
variation and other nonmedical factors and side effects of interventions affect their care 
and outcomes. Large proportions reported that their maternity care providers were 
“completely” (47 percent) or “very” (33 percent) trustworthy, and that the quality of the 
maternity care system is “excellent” (36 percent) or “good” (47 percent). 
 
All of these factors contribute to a current national cesarean section rate of over 30 
percent, although we increasingly understand that this rate could and should be much 
lower.  
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Traditional postpartum practices and rituals: a 
qualitative systematic review 
by Cindy-Lee Dennis, Kenneth Fung, Sophie Grigoriadis, Gail Erlick Robinson, Sarah Romans, 
and Lori Ross  

 
 
Abstract 
 

among others. These rituals allow the mother to be ‘mothered’ for a period of time 

motherhood. In today’s society, with modernization, migration and globalizat

 
Introduction 
 

while great strides in antepartum and intrapartum care have been achieved in Western or ‘modern’ 

in Western ‘technocentric’ cultures do not 
typically extend beyond the first few days postpartum. By contrast, ‘ethnokinship’ cultures (e.g., 
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Methods 
 
Inclusion/exclusion criteria 

Search strategy  

to ‘related articles’ in electronic databases 

Results  

Organized support  
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–

Rest period & restricted activities  

–
yuehtzu in Taiwan), commonly referred to as ‘doing the month’. This 

promote recovery and allow ‘loose’ bones to return to their previous positions. Many Thai women 
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feels unsupported by her partner, she may develop pruey cet or ‘sad heart’, primary symptoms of 
which are unhappiness/depression, frustration, anger, unhappiness and ‘crazy’ behavior. Finally, 

problems. In Cambodian culture, women are discouraged from feeling strong emotions or ‘thinking 
too much’. In many cultures, sexual activity is avoided for a variable length of time, ranging from 

–

are considered to be ‘polluted’ and therefore sexual activity is considered to be dangerous for the 

Diet  

By extension, foods in many cultures may be classified as ‘hot’ or ‘cold’ 

the foods’ temperature, except for specific interpretations or idiosy

In many cultures, blood and the state of pregnancy itself are often conceived as a state of ‘hotness’ 
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culture chicken or pig’s feet prepared with other hot ingredients are often consumed during the 

Malaysian mothers also use ‘hot’ herbal 

for diverse reasons including relieving aches and pains, producing extra blood, ‘washing out’ 

postnatally due to the belief that the sesame oil is ‘heavy’ and may lead to a vaginal infection if 
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to consume ‘hot’ foods and drinks, while fruits and raw, sour, spicy, greasy or oily foods are 

‘cold’ foods when their infant has a cold or ‘hot’ foods when the infant has a fever
Mennonite women believe that raw foods can ‘taint’ their breast milk while watermelon, cabbage, 

Hygiene & physical warmth practices 

because they are thought to be temporarily ‘polluted’ by childbirth

They are also prohibited from entering other people’s homes, or entering through the 

dered ‘clean’ and can carry out normal household 

In Pakistan, heavy postpartum bleeding is considered ‘healthy’ in order to 
release the ‘unclean’ menstrual blood that accumulated prenatally. For the Hmong women, any 

In many cultures, specific bathing restrictions or prohibitions exist, some of which relate to the ‘hot’ 
and ‘cold’ beliefs already 

from cold or ‘evil air’
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out ‘poisonous’ water so that the mother can absorb ‘good’ water in order to promote healthy skin 

loss of ‘hot’ blood during delivery. In Malaysia, mothers bathe in warmed water, bind ‘hot’ 

prevent blood clots. Vietnamese mothers keep warm to avoid the ‘wind’ and prevent headaches, 
icose veins and other health problems. A fire is also placed under the mother’s 

stomach. They ‘roast’ on a bamboo bed over a wood or charcoal fire for 3 days and nights to heat 

avoid the ‘wind’ and sleep near a fire for 3 days postpartum. The mother’s straw bed

Infant care & breastfeeding 

infant’s pat

Hindus, female family members symbolically wash the mother’s breasts 
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Other postpartum rituals 

binding of the abdomen to return it to its normal size. Among Muslim families, the baby’s abdomen 
und around the umbilical area to prevent abdominal colic, while the mother’s abdomen is 

the baby’s sibling, is placed in a ‘winding’ sheet and coconut shell and then buried. In the Muslim 

of rural Korea, little mounds of yellow earth are placed by the family’s front door to announce the 
birth of the baby and the sex, a practice called Iwanyt’o p’iuda. Alternatively, a straw rope, pine

Discussion  
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Common manifest content among postpartum practices  

concern for the balance between ‘hot’ and ‘cold.’ The roots of these beliefs can be traced back to 

humoral theories. While the exact descriptions of the ‘elements’ and ‘forces’ differ (e.g., the two 
–

influences on each other. Some had advanced ‘diffusional’ theories, which hypothesized these 

s, the ‘hot–cold’ theory, while existent, does not influence everyday 

as relatively individualistic, such distinction depends on the definition of ‘technology’. Technology, 
from the Greek word technologia, is defined as “the practical application of knowledge, especially in 
a particular area,”

Duration of postpartum practices  
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Participants of postpartum practices  

traditions are seen as the women’s domain; this may be due to consideration of women’s 
and expertise or men’s fear of contamination. In cases where mother

Rationales of postpartum practices  

mother’s rest and sleep. Postpartum practices are usually undertaken in the belief that these 

–

Diverse origins & variability in practice 
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Implications for clinical practice  

uneasy about drinking ice water, having a shower, or other ‘routine’ hospital practices shortly after 

–

the patient’s preference, this may include involvement of family members, as they may have 

Limitations 
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Future Perspective  
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The Seven Postpartum Wisdoms  
Distilled from Traditional Cultural Practices 
Mothers-to-Mothers Postpartum Project, UC Berkeley 
m2mpostpartum@gmail.com, m2mpostpartum.org, @m2mpostpartum 
 
We as human beings are here today because of successful postpartum practices through the millennia.  
However, much of the cultural postpartum knowledge in the U.S. has been systematically destroyed 
through racism, colonization and industrialization.  The final blow was the forced de-legitimization of 
midwives.  Contemporary new mothers are now in a position having to fend for themselves or to be 
completely reliant on a health care system that is based on profit and on a medical specialty – obstetrics 
and gynecology – that is built on sexist, racist and inhumane experimentation on enslaved Black women. 
 
The Postpartum Justice Summit will address and discuss many of the underlying issues that are shaping 
the current crisis in maternal health.  At the same time, the Summit will also acknowledge and amplify the 
resiliency and strength that enable mothers to survive.  There is a need to recover the underlying values 
that provide such resiliency and strength to communities in the past. 
 
When studying traditional practices, we wish to emphasize the need to distill the wisdom from these 
practices and not merely a description of the practices.  Traditional practices are results of a need to meet 
challenges of a bygone era.  These challenges may or may not still exist.  Therefore, it is important to 
distill the underlying rationale - the wisdom - for the practices and not just the practices themselves. 
 
With that as our focus, the Mothers-to-Mothers team members have been examining traditional practices 
from different cultures to understand what are the crucial elements of postpartum care.  We have chosen a 
video of an Ethiopian postpartum ceremony that serves as a summary of many common cross-cultural 
postpartum practices. 
 
On October 7 in 2018, the British Broadcasting Company released a short video 
(https://www.bbc.com/news/av/world-africa-45753756/mothers-in-ethiopia-s-oromia-region-are-
supported-after-childbirth-for-40-days) 
taken by journalist Yadeta Berhanu with the following title and introduction: 
 
“Mothers in Ethiopia’s Oromia region are supported after childbirth for 40 days - 
In Ethiopia’s Oromia region, a traditional ceremony is held for a woman five days after she gives birth.  
The mother is bathed in traditional herbs and fed special food.  The belief is that the ritual cheers the 
mother up while also strengthening her body.  But the care doesn't finish there.” 

Within one-minute-and-50-seconds, this video captured the often similar and recurrent aspects found in 
many cultural systems of traditional postpartum care: Celebration, Nurturing, Collective, Breastfeeding, 
Nourishment, Peace, and Knowledge. 

The video began with the singing and movement of a group of middle-age and older women as they 
gathered plants and herbs.  The screen showed the caption “The women of Ethiopia’s Oromia region 
gather herbal medicine for a special ritual five days after a mother gives birth.” 

An older neighbor was recorded as saying, “After a woman gives birth, her body becomes weak.  When 
she’s bathed with this traditional medicine, it helps strengthen her body.” 
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A middle-age family member chimed in, “If she is weak and unwell, it is difficult to breastfeed and take 
care of her newborn.  When she gets her strength back quickly, she’ll have enough milk for her child.” 

As many guests entered the new mother’s house, greetings were exchanged and “prayers are sung for 
peace in the country … and to wish mother and child safety and good health.” 

“Marquaa” or porridge was served for good luck. 

The new mother, Fozia Nagaa, was filmed nursing her 5 days-old baby with ease while sharing her 
thoughts.  “I’m very happy.  I’m really pleased that they are cheering me like this, after nine months of 
pregnancy.  It also helps keep our culture alive and pass it on to the next generation.” 

The video panned a roomful of guests sharing food.  The following text scanned across the screen: 
“Supporting the mother does not stop here.”  The family member returned in the video and shared, “They 
will take turns and support her until day 40.” 

The Mothers-to-Mothers Project team members and community members watched this video numerous 
times, stopping the video every few seconds to record all the activities and statements.  Again, the 
investigators’ purpose was not to transcribe postpartum cultural practices verbatim to be used in a 
contemporary setting.  Rather, the hope was to distill the wisdom underlying these practices and adapting 
them to the contemporary setting.  

Seven “postpartum wisdoms” emerged in this study: 

1. Need for postpartum recognition and celebration.  
2. Recognize new mom’s vulnerability and her need to be nurtured and pampered. 
3. Need for collective support of mom that is intergenerational and women-led. 
4. Breastfeeding is natural and its success is directly linked to mother’s wellbeing.  
5. Need for nutrition and nourishment to heal mother and to breastfeed baby. 
6. Need for national peace to have optimal maternal and infant health. 
7. Need to preserve knowledge for the next generation. 

With these seven postpartum wisdoms identified, we can now frame the question of how to build support 
for new mothers with increasing clarity: 

How do we build an intergenerational, women-led and nourishment-based postpartum support 
system that breaks down isolation, celebrates breastfeeding and provides day-to-day care for the 
new parents? 
 
The table on the following page summarizes some of Mothers-to-Mothers Project’s initial thoughts.  We 
look forward to your inputs in forging a new postpartum culture in the U.S. 
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