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2018 March of Dimes Premature Birth Report 
Card


• Overall preterm birth rate: 9.4%
• Allegheny: 9.6%  ↑ 


• Philadelphia:  10.4% ↓







The Data, (2014-2016)


Source:  2016 Maternal and Infant Health Status Indicators, PA Department of Health 







The Data, (2014-2016) cont’d


No Prenatal Care in First 
Trimester Low Birth Weight Preterm Births


Race or Ethnicity of Mother N % N % N %


All Races 111,920 27.5 34,442 8.2 39,363 9.4


White 67,521 23.3 20,612 7.0 25,552 8.6


Black 21,737 40.2 7,768 13.5 7,505 13.0


Asian/PI 5,177 28.9 1,556 8.4 1,462 7.9


Hispanic 16,067 37.5 3,992 9.0 4,396 9.3
Source: Pennsylvania Department of Health, Division of Health Informatics


Source:  2016 Maternal and Infant Health Status Indicators, PA Department of Health 







Pennsylvania’s Healthy People 2020 report


Source: Pennsylvania Healthy People 2020, published May 2018







Pennsylvania’s Healthy People 2020 report


*DSU: Data statistically unreliable


Source: Pennsylvania Healthy People 2020, published May 2018







Maternal Mortality in Pennsylvania


• From 2012-2016, there was an increase in maternal deaths with 11.4 per 100,000 
live births in Pennsylvania


• White women: rate is lower at 8.7 maternal deaths per 100,000 live births


• Black women: rate is more than triple that of white women and more than 
double the state average rate at 27.2 maternal deaths per 100,000 live births


• PA rate is below national rate at 18.0 pregnancy-related deaths per 100,000 live 
births


• US pregnancy-related mortality rate for black women was 40.0 deaths per 
100,000 live births







How 
Maternal 
Deaths are 
Reported in 
PA


• Currently PA tracks maternal deaths, as required by the Abortion 
Control Act of 1982


• PA is one of only 6 states that require pregnancy-related deaths 
to be reported as a distinct category 


• A report of a maternal death is required within 20 days of the 
death


• Annual Maternal Death Report is released along with the annual 
Abortion Report, where data from two years prior is presented 


• PA did not adopt the 2003 revision of the US Standard Death 
Certificate, which includes the pregnancy checkbox, until 2012







PA Maternal Mortality Review Committee 
(MMRC)


• House Bill 1869 of 2018, known as Act 24, established 
the MMRC


• Introduced by Rep. Mackenzie (R – Berks, Lehigh)


• Passed unanimously in the House on December 
11, 2017


• Passed unanimously in the Senate on April 25, 
2018


• Signed into law by Governor Tom Wolf on May 9, 
2018 


• Purpose: to conduct a multidisciplinary review of 
maternal deaths and develop recommendations for 
the prevention of future maternal deaths


• Refers to maternal death as “the death of a woman 
during pregnancy or within one year after the 
pregnancy has ended through childbirth, stillbirth, or 
other means”







PA MMRC 


• 30 Members of the committee includes:


• DOH Secretary or designee


• Obstetrician


• Maternal fetal medicine specialist


• Certified nurse-midwife


• Registered nurse representing maternal health care


• Psychiatrist


• Addiction Medicine specialist 


• Social worker or social service provider


• Medical examiner or coroner responsible for recording 
deaths


• Emergency medical services provider


• Health statistician


• Representative of Bureau of Family Health


• 3 individuals specializing in: emergency medicine, family 
medicine, pathology, anesthesiology, cardiology, critical 
care or any other relevant medical specialty


• Additional personnel at the discretion of the Secretary 







PA MMRC


• Met within 90 days of the bill being passed 


• Working with CDC (technical support) to be consistent in definitions, case review, etc.


• Reports with findings and recommendations are to be made public every three years


• Similar to the Child Death Review Act


• Philadelphia MMR to remain active and covers evaluation of maternal deaths in 
Philadelphia county







Greatest Barriers to Decreasing Maternal and 
Infant Mortality


• “Clinical” risk factors that can lead to complications for both mother and infant during 
pregnancy, e.g. obesity, smoking, use of alcohol or drugs, and depression


• “Non-clinical” risk factors: Adverse childhood events (ACEs), trauma (singular or plural), 
unsafe neighborhoods, social isolation, and single parenting cause disparities in birth 
outcomes and complications 


• For black women, social and built environments that reinforce discrimination and racism 
result in an increase in allostatic load, or stress, at a different rate compared to those who 
are not subjected to systematic discrimination and racism


• Biases of healthcare, clinicians, and other service providers: ”It’s not me/us, it’s ______.”







Lessons learned in working to reduce 
maternal and infant mortality
• We need to focus on where the maternal and infant death and health 


disparities are – our Black communities


• Maternal and infant mortality are bipartisan issues – we should be 
working together to rally against these afflictions to our communities 







Lessons learned in working to reduce 
maternal and infant mortality
• What works: partnering with organizations that care about the role of the 


social determinants of health in maternal and infant outcomes, and will 
integrate the SDOH in conversations surrounding perinatal health issues 
and implement policies that address these. This includes:
• Increasing minimum wage
• Provisions for paid family leave
• Increasing flexible work schedules
• Ensuring workplace breastfeeding support
• Providing access to quality child care
• Providing supports for educational attainment
• Supporting policies to reduce or mitigate effects of poverty 
• Having conversations about and addressing the “isms” at the root of health 


inequities







Major Knowledge Gaps 


• Accurate and complete reporting of maternal and infant mortality data 


• Better understanding of the risk factors associated with poor birth outcomes and the 
populations most likely to be affected by those behaviors, including the influences of the 
behavioral health, social determinants of health, adverse childhood experiences, and 
experiences of discrimination and racism in service provision


• Better understanding of mothers’ concerns (what is working/what isn’t)


• Better view of Neonatal Abstinence Syndrome (NAS) in Pennsylvania 
• PA is fortunate to have national leaders like Magee-Women’s Hospital’s Pregnancy 


Recovery Center, which offers comprehensive and compassionate care for opioid 
addiction hand-in-hand with prenatal and postpartum care to pregnant women with 
opioid use disorder







Racial Disparities and How to Narrow the Gaps


• Better (and culturally responsible) prenatal care, specifically targeted for 
our Black moms, in order to: 
• reduce the number of low birth weight babies, reduce the number of preterm 


births, and increase the number of prenatal visits and breastfeeding rates  
(listen to what moms say they need)


• Preconception and inter-conception care, including the education of 
family planning and LARCs, checking on the health of mothers during 
well-child visits


• Acknowledgement that racism plays a role







Interventions to Reduce Maternal and Infant 
Mortality


Opportunities to promote the health of women before they 
become pregnant and enabling of women to make informed 
choices about pregnancy planning and infant care 


Prenatal care centered around connecting women to resources, 
especially those with mental health issues and those experiencing 
intimate partner violence 


Maternal screening for behavioral health issues







Interventions to Reduce Maternal and Infant 
Mortality


Home visiting programs which work to improve the health 
of women in the prenatal and postnatal period to reduce 
adverse birth outcomes 


Formal education and training around implicit bias, 
racism, and microaggressions for healthcare workers, 
healthcare leadership, nurse midwives, doulas, home 
visitors, social services organization, state staff, _____







Last Suggestions…


Train culturally diverse and culturally respectful providers: Doctors, 
Nurses, Doulas, Midwives, CHWs, PTs, OTs, Social Workers, etc


Empower patients, Empower communities


Ask the “difficult” questions:  Who is not in the room?  Who needs 
to hear this/learn this?







Questions?








All-for-One Summit: The Role of Reproductive 
Justice on Maternal & Infant Mortality (12.4.2018)







A world where the Human Rights of Black 
women, femmes & girls are protected







New Voices is the bold vision 
of young Black women.


• Founded in 2004 in Pittsburgh 
by three young Black women 
and an elder community 
leader


• A multi-state organization 
dedicated to the health and 
well-being of Black women, 
femmes & girls


• New Voices is a local 
organizer, state advocate and 
national leader that has 
served 100,000+







Reproductive Justice centers Black 
women and maternal & infant mortality.



https://twitter.com/i/status/1055497639867961344





Reproductive Justice centers Black 
women and maternal & infant mortality.


• Reproductive Rights + Social Justice= 
Reproductive Justice (RJ)


• The term was coined in 1994 by Black women.
• Our definition is we all have the Human Right 


to control our bodies, sexuality, gender, work, 
reproduction and ability to form our families –
free from violence and with social supports


• The control or exploitation of any of these is 
”reproductive oppression”


• RJ is a social change movement, theory of 
reproductive freedom and everyday practice







New Voices does this for Reproductive 
Justice for health and liberation.


Physical


Emotional


Spiritual/Cultural


PoliticalEconomic


Environmental


Social











Our strategies are intersectional.


Health & Well-Being


Culture Change


Policy Advocacy


Community 
Organizing


Leadership 
Development







New Voices focuses on priority RJ issues.


• Sexual & Reproductive Health


• LGBTQ+ Rights


• Healthcare Access


• Gender-Based Violence


• Environmental Justice


• Incarceration























Maternal & infant health and
health care is Reproductive Justice.


• You have the Human Right to decide if and 
when you will have children


• You have the Human Right to decide if and 
when you will not have children


• You have the Human Right to decide how to 
parent your children


• All free from violence - individual, 
community and state-sanctioned







Maternal & infant health and
health care is Reproductive Justice.







































Take Action for Reproductiove Justice and 
Maternal & Infant Health


• Leadership Development 
(Create space for Black pregnant women.)


• Community Organizing 
(Talk to Black pregnant women about their 
experiences and train them to organize.)


• Policy Advocacy 
(Medicaid Expanson, Anti-Shackling, Maternal 
Care Act, Paid Parental Leave)


• Culture Change 
(Rate and measure the quality of maternal and 
infant care available to Black women.)











Welome to the 
Reproductive Justice Movement!


• Follow Us Online


• Instagram/Twitter:
newvoices4rj


• Facebook: @newvoicespgh


• newvoicespittsburgh.
org


• Become a Member


• Work at New Voices


• Celebrate 15th Anniversary 
on March 16, 2019







All-for-One Summit: The Role of Reproductive 
Justice on Maternal & Infant Mortality (12.4.2018)








Camara Phyllis Jones, MD, MPH, PhD
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All For One Summit


Allegheny County Health Department Division of Maternal and Child Health
Allegheny County Infant Mortality Collaborative


Pittsburgh, Pennsylvania
December 4, 2018


Achieving Health Equity


naming and addressing
the impacts of racism on health







Dual Reality:  A restaurant saga







D


O


O


R


I looked up and noticed a sign . . .











Racism structures “Open/Closed” 
signs in our society.







Those on the outside 
are very aware of the 


two-sided nature
of the sign.


D


O


O


R


It is difficult
to recognize
a system of inequity
that privileges us.







D


O


O


R


Is there really a two-sided sign?


Hard to know, when only see “Open”.
A privilege not to HAVE to know.
Once DO know, can choose to act.







What is racism?


A system


Jones CP.  Confronting Institutionalized Racism.  Phylon 2003;50(1-2):7-22.







What is racism?


A system of structuring opportunity and assigning 
value
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What is racism?


A system of structuring opportunity and assigning 
value based on the social interpretation of how one 
looks (which is what we call “race”)
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What is racism?


A system of structuring opportunity and assigning 
value based on the social interpretation of how one 
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What is racism?


A system of structuring opportunity and assigning 
value based on the social interpretation of how one 
looks (which is what we call “race”), that


▪ Unfairly disadvantages some individuals and communities


▪ Unfairly advantages other individuals and communities


▪ Saps the strength of the whole society through the waste of 
human resources


Jones CP.  Confronting Institutionalized Racism.  Phylon 2003;50(1-2):7-22.







Levels of health intervention


Jones CP et al. J Health Care Poor Underserved 2009.
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Jones CP et al. J Health Care Poor Underserved 2009.







Jones CP et al. J Health Care Poor Underserved 2009.


Addressing the


social determinants of health


Primary prevention


Safety net programs and 


secondary prevention


Acute medical care and 


tertiary prevention







But how do disparities arise?


❑ Differences in the quality of care received within the 
health care system


❑ Differences in access to health care, including 
preventive and curative services


❑ Differences in life opportunities, exposures, and 
stresses that result in differences in underlying health 
status


Phelan JC, Link BG, Tehranifar P.  Social Conditions as Fundamental Causes of Health Inequalities.  J Health Soc Behav 2010;51(S):S28-


S40.


Byrd WM, Clayton LA.  An American Health Dilemma:  Race, Medicine, and Health Care in the United States, 1900-2000. New York, NY:  


Routledge, 2002.


Smedley BD, Stith AY, Nelson AR (editors).  Unequal Treatment:  Confronting Racial and Ethnic Disparities in Health Care.  Washington, DC:  


The National Academies Press, 2002.
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Jones CP et al. J Health Care Poor Underserved 2009.
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exposures and 


opportunities


Differences in quality of care


(ambulance slow or goes the wrong way)
Jones CP et al. J Health Care Poor Underserved 2009.







Addressing the


social determinants of equity:


Why are there differences


in resources


along the cliff face?


Why are there differences


in who is found


at different parts of the cliff?


Jones CP et al. J Health Care Poor Underserved 2009.







3 dimensions of health intervention


Jones CP et al. J Health Care Poor Underserved 2009.







3 dimensions of health intervention


Health services


Jones CP et al. J Health Care Poor Underserved 2009.







3 dimensions of health intervention


Health services


Addressing social determinants of health


Jones CP et al. J Health Care Poor Underserved 2009.







3 dimensions of health intervention


Health services


Addressing social determinants of health


Addressing social determinants of equity


Jones CP et al. J Health Care Poor Underserved 2009.







“Why do we spend so much money 


on ambulances


at the bottom of the cliff?”
Jones CP et al. J Health Care Poor Underserved 2009.







“Why are the Greenies


launching themselves


over the edge of the cliff?”
Jones CP et al. J Health Care Poor Underserved 2009.







“This situation looks fine to me.  


What’s the problem


with a three-dimensional cliff?”
Jones CP et al. J Health Care Poor Underserved 2009.







Levels of Racism


❑ Institutionalized


❑ Personally-mediated


❑ Internalized


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







Institutionalized racism


❑ Differential access to the goods, services, and 
opportunities of society, by “race”


❑ Examples
▪ Housing, education, employment, income


▪ Medical facilities


▪ Clean environment


▪ Information, resources, voice


❑ Explains the association between social class and “race”


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







Personally-mediated racism


❑ Differential assumptions about the abilities, motives, 
and intents of others, by “race”


❑ Differential actions based on those assumptions


❑ Prejudice and discrimination


❑ Examples
▪ Police brutality


▪ Physician disrespect


▪ Shopkeeper vigilance


▪ Waiter indifference


▪ Teacher devaluation


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







Internalized racism


❑ Acceptance by the stigmatized “races” of negative 
messages about our own abilities and intrinsic worth


❑ Examples
▪ Self-devaluation


▪ “White man’s ice is colder” syndrome


▪ Resignation, helplessness, hopelessness


❑ Accepting limitations to our full humanity


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







Levels of Racism:  A Gardener’s Tale


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







Who is the gardener?


▪ Power to decide


▪ Power to act


▪ Control of resources


❑ Dangerous when
▪ Allied with one group


▪ Not concerned with equity


Jones CP.  Levels of Racism:  A Theoretic Framework and a Gardener’s Tale.  Am J Public Health  2000;90(8):1212-1215.







“How is racism operating here?”


❑ Identify mechanisms
▪ Structures: the who?, what?, when?, and where?


of decision-making


▪ Policies: the written how?


▪ Practices and norms: the unwritten how?


▪ Values: the why?


Jones CP.  Confronting Institutionalized Racism.  Phylon 2003;50(1-2):7-22.
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❑ Identify mechanisms
▪ Structures: the who?, what?, when?, and where?


of decision-making


▪ Policies: the written how?


▪ Practices and norms: the unwritten how?
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What is health equity?


❑ “Health equity” is assurance of the conditions for 
optimal health for all people


❑ Achieving health equity requires
▪ Valuing all individuals and populations equally


▪ Recognizing and rectifying historical injustices


▪ Providing resources according to need


❑ Health disparities will be eliminated when health 
equity is achieved


Jones CP.  Systems of Power, Axes of Inequity:  Parallels, Intersections, Braiding the Strands.  Medical Care 2014;52(10 Suppl 3):S71-S75.







Barriers
to achieving health equity


❑ Narrow focus on the individual
▪ Self-interest narrowly defined


▪ Limited sense of interdependence


▪ Limited sense of collective efficacy


▪ Systems and structures as invisible or irrelevant


❑ A-historical culture
▪ The present as disconnected from the past


▪ Current distribution of advantage/disadvantage as happenstance


▪ Systems and structures as givens and immutable


❑ Myth of meritocracy
▪ Role of hard work


▪ Denial of racism


▪ Two babies:  Equal potential or equal opportunity?







Japanese Lanterns:  Colored perceptions















The colors we think we see are due to the 
lights by which we look.
These colored lights distort and mask our 
true variability.







What is “race”?


A social classification,
not a biological descriptor.
The social interpretation of how one looks 
in a “race”-conscious society.







Life on a Conveyor Belt:  Moving to action







Racism is most often 
passive







1. Name racism







2. Ask “How is racism 
operating


here?”







3. Organize and 
strategize


to act
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Strategies for Successful Care of Pregnant and 
Postpartum Women of Color
All for One Summit 2018
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Discuss strategies and policies 


for successful care of WOC 


Understand the social 
determinants of health 


inequities


Objectives


Overview NBEC mission 
and vision


Explore racism and other 
social determinants







Mission
To reduce Black maternal and infant mortality through research, 


family centered collaboration and advocacy.


Goal
Reducing black infant mortality rates in cities with the highest 


numbers of Black infant deaths to at or below the national average 
in these sites in the next 10 years.


Our vision is that every Black infant 
will celebrate a healthy first birthday 


with their families.







birth equity (noun):


1. The assurance of the conditions of 
optimal births for all people with a 
willingness to address racial and social 
inequalities in a sustained effort.


Joia Crear-Perry, MD
National Birth Equity Collaborative   







“Working in this area of overlap is part of the reason why programs 
like Healthy Start, Case Management, NFP, and Centering experience 


much of their success.”


– Arthur James, M.D.


CLINICAL SOCIAL+







SOCIAL DETERMINANTS OF
HEALTH INEQUITIES







Health Equity


Everyone has a fair and just opportunity to be 
healthier. 


Acknowledgements


• Intersectionality


• Centering marginalized communities


• Structural racism


• Culture and place


• Social determinants of health 







Adopting a Common Framework


What are “Social Determinants of Health”?


“The social determinants of health are the conditions in 


which people are born, grow, live, work, and age. These 


circumstances are shaped by the distribution of money, 


power, and resources at the global, national, and local 


levels. Examples of resources include employment, 


housing, education, health care, public safety, and food 


access.” 


Source: World Health Organization (http://www.who.int/social_determinants/sdh_definition/en/)



http://www.who.int/social_determinants/sdh_definition/en/





“Opportunity Rich” “Opportunity Poor”


Opportunity indicators include:
• High-quality education
• Stable housing
• Sustainable employment
• Healthy and safe 


environment
• Access to healthy food
• Positive social networks
• Political empowerment


Opportunity 
= 


Social Determinants







Maternal Mortality


Maternal death due to complications of pregnancy and childbirth.


Clinical Risk Factors Social Risk Factors


• Eclampsia
• Cardiac disease
• Acute renal failure
• Preconception BMI 
• Chronic conditions
• Serious obstetric 


complications 
o Blood transfusion
o Ventilation
o Hysterectomy
o Heart failure


• Housing
• Income
• Neighborhood safety
• Air quality and environmental 


stresses
• Food Insecurity
• Access to quality, comprehensive 


health care services
• Low educational attainment
• Unemployment and rigid 


scheduling
• Chronic stressors of racism







Root Causes


Power and Wealth Imbalance
LABOR


MARKETS


GLOBALIZATION


&


DEREGULATION
HOUSING


POLICY
EDUCATION


SYSTEMS


TAX


POLICY


Social Determinants of Health


Disparity in the Distribution of Disease, Illness, and Wellbeing


Institutional


Racism


Class Oppression
Gender 


Discrimination


and Exploitation


SOCIAL 


NETWORKS


SOCIAL


SAFETY


NET


Safe
Affordable


Housing


Social
Connection


& Safety


Quality
Education


Job 
Security


Living
Wage


Transportation Availability
of Food


Psychosocial Stress / Unhealthy Behaviors


Adapted by MPHI from R. Hofrichter, Tackling Health Inequities Through Public Health Practice.







RACISM AND RACIAL EQUITY







Discrimination and Racism as SDOH


Racism affects health both directly (i.e., via 
chronic stress) and indirectly.


Race-based discrimination across multiple systems 
creates differential access to high-quality schools, safe 
neighborhoods, good jobs, and quality healthcare, in 
other words, by shaping SDOH.







Anthropology Demonstrates…


• Race is real, and it 
matters in society, but not 
how racists think it does.


• Race is not a genetic 
cluster nor a population.


• Race is not biology but 
racism has biological 
effects


• Social constructs are real 
for those who hold them


RACE 


ETHNIC GROUP 


POPULATION 


ANCESTRY







The Story of Race







Institutional


Personally 
Mediated


Internalized


LEVELS OF RACISM







• Institutionalized racism- the structures, 
policies, practices and norms resulting in 
differential access to the goods, services and 
opportunities of societies by race. 


• Personally mediated - the differential 
assumptions about the abilities, motives and 
intentions of others by race. 


• Internalized racism - the acceptance and 
entitlement of negative messages by the 
stigmatized and non stigmatized groups.


• Camara Jones, MD, PhD, Past President APHA







Racism Affecting Black Maternal Health


➢ 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. 


➢ Black women in the wealthiest neighborhoods do worse 
than white, Hispanic and Asian mothers in the poorest 
ones.


➢ African American women who initiated prenatal care in the 
first trimester still had higher rates of infant mortality than 
non-Hispanic white women with late or no prenatal care.







Crack Cocaine v. Opioid Epidemic and Infant Health 


Opioid addiction crisis is the most devastating drug epidemic 
since crack/cocaine 
• Heroin death rates, which nearly tripled between 2010 and 


2013, have reached a scale of mortality unseen since the 
peak of the HIV/AIDS epidemic two decades ago.


• Every 19 minutes, a baby is born dependent on opioids.
• Fetal/Neonatal Abstinence Syndrome is when the newborn 


experiences withdrawal symptoms.
• Declaring war on using mothers risks stigmatizing effective 


treatments 
• Babies exposed to their mother’s opioid addiction 


treatment (methadone or buprenorphine/suboxone) still 
test positive 



http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6450a3.htm

http://www.reuters.com/investigates/special-report/baby-opioids/





Race-based Response 


Racism and unequal valuation drives policy
White Opioid Narrative Black Crack/Cocaine Narrative


• White women are America’s sisters 
and daughters


• Opioids are an “epidemic of despair” 
for Middle America


• Considered a disease, not a moral 
failing


• No conclusions made about prenatal 
opioid use or future of exposed babies


• Public health response through special 
funding ($45 Billion) in fed. health care 
bill that threatened Medicaid (frontline 
insurance responder) 


• Southern states that led in 
criminalizing black women are 
softening punitive polices for addicted 
mothers


• Illicit drug use among white women at 
the time was equally prevalent


• Connoted careless Black motherhood 
in inner-city America


• “Crack babies” considered biologically
inferior, eventual super-predators, and 
a longterm burden on fed. Assistance 
& service programs 


• Pregnant drug users were convicted as 
killers, drug dealers and child abusers


• Mass incarceration of Black mothers 
through random drug tests, leveraging 
child removal and incarceration







SOCIAL DETERMINANTS IN 
PENNSYLVANIA







Post Civil
Rights Act


Limited
Citizenship


Chattel
Slavery


a


52 yrs.100 yrs.246 yrs.


62% of time 25% of time 13% of time


87% of the Black experience has been under 
explicit racial oppression.


100% of the U.S. Black experience has been in 
struggle for humanity and equality.


Timeline of African American Experience


1619 1865 1965 Present







Redlining is the practice of arbitrarily 
denying or limiting financial services to 
specific neighborhoods, generally because 
its residents are people of color or are 
poor. 


Banks used the concept to deny loans to 
homeowners and would-be homeowners  
who lived in these neighborhoods. This in  
turn resulted in neighborhood economic 
decline and the withholding of services or  
their provision at an exceptionally high 
cost.


Redlining: 1934-1968







Race The House We Live In







Mapping Inequality


Pittsburgh, PA







Mapping Inequality


Philadelphia, 
PA







Hospital Closures & Shortage Areas


Hospitals


• Mid-Valley Hospital 
(Peckville)


• Saint Catherine Medical 
Center Fountain Springs 
(Ashland)


• Norristown State Hospital 
and Hamburg Center 
(mental health facilities)


Provider Shortage Areas


• 748 Primary Care Provider 
Shortages


• 653 Dental Health Provider 
Shortages


• 140 Mental Health Provider 
Shortages







Philadelphia Maternal Mortality


• State MMRC established 2018
• Recent report from Philadelphia MMR 2010-2012 


details…
– 55 maternal deaths
– Majority 20-35 yo
– 31 natural deaths
– CVD, pulmonary
emboli and hemorrhage 
were prevalent
– Disproportionately low
SES, higher obesity and 
high risk of HIV 


Pregnancy-related mortality rate of 27.4 per 100,000







Philadelphia Maternal Mortality







STRATEGIES FOR SUCCESSFUL CARE











Maternity Care Team


Mother 
and 


Infant


Birth Father 
Family 


Networks


Midwives


DoulasClinicians


Community 
& CHWs


• Provides holistic 
care and improved 
outcome for the 
mother and her 
family


• Mitigates negative 
experiences in the 
hospital setting


• Health system 
coordination and 
building continuum 
of care


• Overall health cost 
savings 







Why  we need it?


• Socially high-risk prenatal patients become 
socially high risk postpartum patients.


• High rates of trauma, PTSD, sexual assault, 
substance abuse, domestic violence, and housing 
instability.


• Many patients self-report high levels of stress, lack 
of resources and support.


• Increased risk for mood disorders, low 
breastfeeding rates, and repeat unplanned 
pregnancy due to ineffective or no contraceptive 
use.


• Risks contribute to rising maternal mortality.







Benefits to Holistic Care


• Reduces medical complications that result 
from non-essential procedures and use of 
instruments


• Prevents chronic conditions and risk of repeat 
cesareans


• Improves maternal satisfaction, positive birth 
outcomes and breastfeeding


• Improves initiation and continuation of 
breastfeeding











Finance Benefits of Holistic Care


• Reduction of spending, vaginal birth costs half of 
what a cesarean birth costs for health insurers
– >30% decrease in use of Pitocin
– >30% decrease in risk of C-section
– 9% decrease in use of pain relief medication
– 14% decrease in risk of newborns being admitted to 


special care nursery


• Integrates with Community Health Worker 
(CHW) model 


• Long term health system improvement and 
transformation







Inequities in Medicaid Reimbursement


• The Medicaid participation rate 
varies by state, and it’s largely tied to 
reimbursement rates. 


• There is no continuous data 
collection on Medicaid participation


• Available data show the participation 
rate has not been affected under the 
ACA.


In 2013, a national survey concluded 
that…
68.9% of physicians were accepting new 
Medicaid patients


84.7% were accepting new privately 
insured patients


83.7% were accepting new Medicare 
patients


Challenges for Providers
• Low reimbursement
• Delayed payment
• Billing requirements
• Location and demographic of 


patients
• Obligation to take on high clinical 


burden
• Family medicine, general practitioner 


salary is less appealing 


State
Physicians
Accepting 
Medicaid


Rate compared to 
Medicare 


Reimbursement


NJ 38.7% 48%


CA 54.2% 42%


LA 56.8% 68%


MT 90% 100%







Strategies for Improvement


State and Public Policies


• Accept ACA expansion and 
extend maternal care to 
year 1


• Mandate equitable 
Medicaid services 


• Explore payment reform 
options for midwives, 
doulas and traditional birth 
workers


• Comprehensive data 
collection, disaggregated by 
race, geography, SES, etc


Hospital and Internal


• Include equity and trauma 
informed care into QI 
indicators 


• Staff-wide training on racial 
equity, trauma and RJ


• Engage with communities 
and prioritize community 
voice in improvement 
processes


• Prevent duplication of 
efforts with collective 
impact







Redefining and Optimizing Postpartum Care 


• Postpartum care should be considered an ongoing process


• Postpartum care plans with transitions to parenthood and 
well woman care


• Reproductive life plans and intrapartum care


• Expand frequency of contact within the first 12 weeks 


• Individualized, woman centered care


• Should fully assess physical, social and psychological wellbeing


• Women should be counseled on gestational and chronic 
conditions 


• Women who have experiences miscarriage, stillbirth or 
neonatal birth are still postpartum patients







Ancient Song Doula Services


Brooklyn, New York


“Birthing has always been 
an integral part of our 
communities and there have 
always been those who 
answered the call when a 
laboring woman was in 
need. I am just answering 
the call to support families  
to know their  Rights, 
Options and to Advocate for 
themselves by using 
traditional methods with a 
modern twist.”







Mamatoto Village Doula Services


Washington, D.C. 


“We believe that women 
can be strengthen by 
other women from their 
own communities to give 
rise to a more cohesive 
and supportive 
environment for 
childrearing and family 
wellness.”







Best Practices


• Prioritize community voice and research on 
stressors


• Include equity and trauma informed care QI 
indicators into systematic models 


• Staff-wide training on racial equity 
• Community dialogues on trauma, ACES and 


health
• Partner and collaborate with non-health sectors
• Engage with local and state collaboratives


working on intersecting issues
• Advocate for with comprehensive data, 


disaggregated by race, geography and SES







Questions?







Thank you


Visit us at birthequity.org


Joia Crear-Perry, MD
Founder President


drjoia@birthequity.org



mailto:drjoia@birthequity.org



