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A B S T R A C T

Perinatal health outcomes in the United States continue to worsen, with the greatest bur-

den of inequity falling on Black birthing communities. Despite transdisciplinary literature

citing structural racism as a root cause of inequity, interventions continue to be mostly

physician-centered models of perinatal and reproductive healthcare (PRH). These models

prioritize individual, biomedical risk identification and stratification as solutions to

achieving equity, without adequately addressing the social and structural determinants

of health. The objective of this review is to: (1) examine the association between the

impact of structural and obstetric racism and patient-centered access to PRH, (2) define

and apply reproductive justice (RJ) as a framework to combat structural and obstetric rac-

ism in PRH, and (3) describe and demonstrate how to use an RJ lens to critically analyze

physician-led and community-informed PRH models. We conclude with recommenda-

tions for building a PRH workforce whose capacity is aligned with racial equity. Institu-

tional alignment with a RJ praxis creates opportunities for advancing PRH workforce

diversification and development and improving PRH experiences and outcomes for our

patients, communities, and workforce.
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Introduction

Perinatal health outcomes for birthing people in the United

States continue to worsen, with the most significant burden of

inequity falling on Black birthing communities.1,2 Given these

unethical outcomes, professional organizations across the

perinatal and reproductive health spectra call for policy

change and practice transformation that prioritizes equity.3�6

Moreover, in a recent position statement, the Society of Mater-

nal Fetal Medicine strongly encourages all maternal fetal med-

icine specialists to ultimately work towards a goal of racial

health equity in perinatal health outcomes.7 Public health

practitioners, midwives, health system administrators, policy-

makers, data analysts, nurses, researchers, educators, and

physicians in general and subspecialty practices are tasked

with radically reimagining models of care provision, perinatal

and reproductive healthcare (PRH) workforce diversification,

and health systems development toward equitable social and

clinical experiences and outcomes.

Despite evidence describing the relationship between

structural racism, health outcomes and healthcare care expe-

riences in the literature by transdisciplinary experts in the

social sciences, humanities, legal studies, public health, and

health services research,8-10 knowledge construction by

obstetricians, perinatologists, and gynecologists about the

impact of structural racism on PRH inequity is lacking.11

Structural racism is characterized by policies and practices

across political sectors that award white people with

unearned access to opportunities and resources denied to

communities of color on the sole basis of racial identity.8

Hallmarked by systems-level factors related to� yet distinct

from� interpersonal racism,12 structural racism increases

mortality and reduces overall health and well-being.13,14 Both

traditional and novel measures of structural racism, such as

neighborhood-level segregation15�18 and county-level dispar-

ities in incarceration and elected officials,19 have been shown

to correlate with poorer perinatal health outcomes for Black

birthing people. In a retrospective analysis of ~4700 Black

women using census track data linked to electronic medical

record data, high levels of neighborhood-level segregation

were independently associated with higher odds of spontane-

ous preterm birth, even after controlling for neighborhood

poverty, insurance status, parity, and maternal medical con-

ditions.18 Therefore, there is a clear need for models of care

and interventions that target structural racism if inequity is

to be eliminated systematically, with both scientific and cul-

tural rigor,20 relevance, and responsiveness.

Despite this evidence, physician-centered models of PRH

identify biomedical risk identification and stratification,21 pri-

oritizing individual behavioral interventions and proximal

determinants over structural and social determinants of

health. As a result, our current models are insufficient in miti-

gating structurally rooted racial health inequities. Physician-

centered models are incongruent with community-generated,

evidence-based recommendations and standards of ethical

care provision for Black birthing people, which assert the
expertise of affected communities in care trans-

formation.20,22�26 Conversely, community-informed models of

PRH, rooted in the reproductive justice (RJ) framework,27 aim

to meet the individual and community-identified needs of

Black birthing people in a collaborative, transparent, and recip-

rocal manner. Simultaneously, community-informed models

of PRH acknowledge historical and contemporary harm in PRH

service provision and create opportunities for focusing on

structural benchmarks and mechanisms for advancing equity

in health systems innovations.

Therefore, in this review, we (1) examine the association

between the impact of structural and obstetric racism and

patient-centered access to PRH; (2) define and apply RJ as a

framework to combat structural and obstetric racism in PRH,

and (3) critically analyze physician-led and community-

informed PRH models through an RJ lens. We conclude with

recommendations for building workforce capacity toward

PRH equity. Institutional alignment with an RJ praxis creates

opportunities for advancing PRH workforce diversification and

development and improving PRH experiences and outcomes

for our patients, communities, and workforce. A glossary of

terms is provided in Table 1 to support the reader’s under-

standing, and engagement with concepts referenced through-

out our review.
Obstetric racism and perinatal health outcomes

Articulated by Dr. D�ana-Ain Davis, obstetric racism (Table 1)

describes the phenomena of social and clinical neglect, mis-

treatment, disrespect, and harm that occurs in sites of PRH

services provision, threatening positive birth outcomes and

experiences in hospital settings among Black birthing commu-

nities.28 An ethnographic analysis of highly educated Black

women’s experiences during perinatal care provision illus-

trates obstetric racism, as participants name racially moti-

vated indices of presumed incompetence and disrespect while

undergoing painful procedures and interventions without con-

sent.28 Davis’ work aligns with decades of qualitative data in

fields outside of obstetrics and perinatology that describe the

various types of harms to Black people’s bodily

autonomy.10,29,30 Recent clinical research demonstrating per-

sistent Black-white racial disparities in preterm birth amongst

highly educated, privately insured birthing people31 can be sit-

uated within the discourse of obstetric racism. Doing so pro-

vides a more comprehensive understanding of the persistence

of PRH inequity among Black birthing people despite social

and clinical protective factors such as higher education, mar-

riage, higher income, and adequate prenatal care utilization.

As such, shifting focus from racial identity to racism as a risk

factor for poor clinical outcomes and patient experiences

amongst Black birthing people in PRH can disrupt pathologiz-

ing mother-blame narratives32-34 in care provision. Likewise,

shifting the focus from modifyng indidividual behaviors to

addressing inequitable distributions of health, wealth, and life

expectancy provides opportunities to optimize clinical out-

comes and positive care experiences.



Table 1 – Glossary of key terms and abbreviations.

Perinatal and reproductive

healthcare (PRH)

Health care services, within

and outside of hospital set-

tings, that pertain to the

following: pregnancy, labor,

birth, post-birth, stillbirth,

neonatal loss, lactation,

miscarriage/pregnancy

loss, (in)fertility, contracep-

tion, and abortion.

Black birthing people* A gender-inclusive term is

referring to people who

identify racially as Black

and have the physiologic

capacity for pregnancy and

childbirth. This includes,

but is not limited to, Black

cisgendered women, Black

transgendered men, as well

as Black gender non-con-

forming, Black genderqu-

eer, and Black non-binary

individuals.

Structural racism Macrolevel systems, social

forces, institutions, ideolo-

gies, and processes that

interact with one another to

generate and reinforce

inequities among racial and

ethnic groups. Mechanisms

of structural racism do not

require the actions or intent

of individuals.13

Interpersonal racism Personally-mediated racism;

prejudice and discrimina-

tion, where prejudice

means differential assump-

tions about the abilities,

motives, and intentions of

others according to their

race, and discrimination

means differential actions

toward others according to

their race.12

Obstetric racism An occurrence and analytic

that best captures the

unique experiences and

conditions of Black mothers

and birthing people’s repro-

ductive and perinatal care

during pregnancy, labor,

and birth at the intersec-

tions of obstetric violence

andmedical racism; a

threat to positive birth out-

comes

T.he intersection of medical

racism (patient’s race influ-

ences medical professio-

nals’ perceptions,

treatments, and/or diagnos-

tic decisions) and obstetric

violence.28

Obstetric violence A form of gender-based vio-

lence experienced by peo-

ple giving birth who are

subjected to acts of violence

that result in their being

subordinated because they

are obstetric patients. The

term suggests that institu-

tional violence and violence

against women coalesces

during pregnancy, child-

birth, and postpartum.28

Reproductive justice (RJ) An intersectional human

rights framework articu-

lated by Black women

scholars grounded in the

following four principles: (1)

Every person has the right

to decide if and when to

become pregnant and to

determine the optimal con-

ditions under which they

will birth. (2) Every person

has the right to prevent or

end a pregnancy and can do

so. (3) Individuals have the

right to parent children

they already have with dig-

nity and with the necessary

social supports in safe,

affordable, and sustainable

environments. (4) Individu-

als have the right to disas-

sociate sex from

reproduction, and that

healthy sexuality and plea-

sure are essential compo-

nents to whole and full

human life.47

*Of note, we refer to “women” within this review in alignment with

research studies that specifically define their study populations

with such a term. Otherwise, we aim to use gender-inclusive

language.
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Structural racism, obstetric racism, and patient-
centered perinatal and reproductive healthcare
access

As reported by the Institute of Medicine in several landmark

reports,35,36 physician-centered health care delivery perpetu-

ates inequities, and therefore care delivery systems need to

be reorganized and centered on patient needs and values.35

According to Levesque et al.,37 patient-centered access to

care is defined as an opportunity to identify healthcare needs,

to seek healthcare services, to reach, obtain or use health care

services, and to have a need for health care services fulfilled.

Health systems that ensure patient-centered access prioritize

approachabiliy, acceptability, availability, accommodation,

affordability, and appropriateness.37 Investigations into PRH

delivery systems demonstrate how current models exacer-

bate inequity through barriers to these elements, including

insurance limitations, geographic consolidation of services,

as well as racial, cultural, and language discordance between

patients and providers.38 In addition, structural and obstetric

racism directly threaten patient-centered access to PRH

through inequitable practices and policies, as evident in
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treatment access and experiences of Black people seeking to

avoid or terminate a pregnancy, to establish and sustain a

pregnancy, to birth, and/or to parent with lives affected by

stressors including housing instability, mental health chal-

lenges, and substance use.

There is robust evidence supporting opioid agonist phar-

macotherapy for treatment of opioid use disorder in preg-

nancy.39 However, access to and utilization of licensed and

trained providers are limited. Many are primarily located in

urban areas, leaving patients outside of these catchment

areas unable to benefit from this resource.40 Furthermore, 23

out of 50 states consider substance use in pregnancy criminal

child abuse,41 thereby criminalizing the act of seeking treat-

ment for opiate use disorder while pregnant. Despite compa-

rable rates of substance use in pregnancy amongst Black and

white reproductive-aged individuals, Black people in need of

treatment are less likely to receive it,42 likely, in part, because

of the threat of criminalization via inequitable treatment by

the carceral system30 and increased suspision and sureillance

by health care systems with regard to dispropriate use of

child protective services (CPS) referrals and law enforce-

ment.43 In an exploratory mixed methods analysis of nearly

8500 women, Black newborns were four times more likely

than white infants to be referred to CPS at delivery despite

similar rates of alcohol and illicit drug use identified in Black

and White women undergoing universal prenatal substance

use screening.43 Researchers in this study cite structural rac-

ism as an explanatory mechanism for the persistence of

these inequities.

Additionally, structural racism directly threatens patient-

centered PRH access through coercive practices in the field of

family planning. Coercive practices of sterilization,10 con-

traceptive counseling and provision,44 and drafted legislation

requiring contraception for access to social services,30 are

just a few examples of injustices violating bodily autonomy

of Black birthing people. Unsurprisingly, due to these histori-

cal and current practices, evidence shows more distrust and

less comfort with clinician-controlled contraceptive methods

amongst Black birthing people compared to their White coun-

terparts, affecting equitable contraceptive use.45,46 These

examples illustrate how structural and obstetric racism com-

promise opportunities for Black birthing people to obtain or

use PRH services free from the fear or experience of harm and

coercion.

Reproductive justice as health services praxis

While structural and obstetric racism negatively impact

patient-centered access to PRH, RJ promotes equitable PRH

access for Black birthing people. Coined by twelve Black

women scholars and activists in 1994, RJ encompasses Black

feminist ideology, reproductive rights, and social justice to

contextualize reproductive health within an intersectional

human rights framework.27 Here, we rearticulate the ground-

ing principles of RJ for the purposes of our analysis of PRH

models of care:

(1) Every person has the right to decide if and when to become

pregnant and to determine the optimal conditions under
which they will birth with equitable access and utilization of

culturally relevant options and opportunities for pregnancy,

labor, birth, and postpartum.

(2) Every person has the right to prevent or end a pregnancy and

can do so via options that are accessible, approachable, acceptable,

available and accommodating, affordable, and appropriate.

(3) Individuals have the right to parent children they already

have with dignity and with the necessary social supports in

safe, affordable, and sustainable environments and healthy,

thriving communities without fear or threat of violence, intimida-

tion, coercion, or control from individuals or the government.

(4) Individuals have the right to disassociate sex from repro-

duction and that healthy sexuality and pleasure are essen-

tial components to whole and full human life.20,47

Through these principles, RJ provides clear standards for

transforming power structures and dynamics in care provision

toward the expertise of Black birthing communities, and chal-

lenges the hierarchy of medicine that prioritizes physician

knowledge and specialty training over community wisdom and

experiential knowledge in PRH services provision. Therefore,

RJ-rooted models of PRH directly dismantle structural and

obstetric racism in service provision and improve patient-cen-

tered access toward equity. As such, we analyze physician-cen-

tered and community-informedmodels of PRH using a RJ lens.

Physician-centered models of perinatal and reproductive
healthcare delivery

Physician-centered models of PRH center care delivery in

\clinics or hospital settings prioritize identification of individ-

ual level risk factors for poor health outcomes. Within obstet-

rics, individual outpatient visits with physicians, nurse

practitioners, or certified-nurse midwives focus on risk

assessment and reduction at specific gestational milestones

and their associated screening, diagnostic, and therapeutic

interventions.48 Outpatient antepartum visits serve to miti-

gate maternal and/or fetal risk during hospital-based intra-

partum and postpartum care and prevent poor clinical

outcomes. Similarly, family planning service provision within

physician-centered models aims to ensure patient clinical

safety through risk identification and stratification of individ-

ual medical comorbidities and social factors prior to pharma-

cologic or procedural intervention. Institutional and

physician reliance, and perpetuation of the false notion that

race is a biologically based health determinant, further

undermine the humanity and dignity of Black birthing peo-

ple, diverting attention and investment away from structural

analyses and solutions to advance equity, thereby reinforcing

structural and obstetric racism in PRH service provision.

Table 2 compares key elements of physician-centered and

community-informed models of care. These limitations com-

promise the human right to determine the optimal conditions

under which one prevents or achieves pregnancy, births, or

ends a pregnancy, and continue to undermine the advance-

ment of RJ for Black birthing people. Furthermore, physician-

centered models rarely address social, structural, and clinical

determinants of health simultaneously, therefore eroding the

right to birth and/or parent in safe, affordable, and



Table 2 – Comparison of community-informed and physician-centered models of perinatal and reproductive health care
delivery.

Community-informed PRH care models Physician-centered PRH care models

Provider type CNM, CPM, LM, NP, RN, MD MD, NP, CNM, RN

Care setting Home, birth center, clinic, outpatient surgical

center, and/or hospital

Clinic, outpatient surgical center, and/or

hospital

Assumption Power differences determine differential

access, capacity, and opportunity for health

beyond individual patient/provider behavior

or attribute

Individual physiology, individual behavior,

and provider knowledge/skill determine

maternal and/or fetal health outcomes.

Primary goal Pursuit of social justice, liberation, and collec-

tive autonomy and self-determination in care

experiences

Clinical health risk mitigation

Knowledge accumulation

Intervention focus Broad systems and institutions of inequality

and inequity, upstream forces

Individual behavior and proximal causes

Position to community Engaged subjectivity, reflexivity, reciprocity,

collaborative partnership

Affective neutrality, objectivity, hierarchal,

mother blame

Care team concordance to Black birthing

people

Often Limited

Individual v. group care delivery Individual and group care Individual, less

commonly group care

Team education and expertise Experiential learning

Institutionalized learning

Multidisciplinary (i.e., midwifery, public

health, early childhood, nursing, mental

health, social services, creative arts, medi-

cine, lactation, humanities, social sciences,

legal studies, finance, tech)

Institutionalized learning

Homogeneity in clinical disciplines

(i.e., medicine, nursing)

Address structural and social determinants

of health

Often Rarely

Address clinical determinants of health Often Often

Framework Human rights

Social justice

Reproductive justice

Birth justice

Sex positivity

Sacred birth

Racism, not Race

Social construction of race and gender

Atheoretical

Biomedical paradigm

Mother blame

Structural racism

Gendered racism

Obstetric racism

MD =medical doctor, CNM = certified nursemidwife, CPM = certified professional midwife, LM = lay midwife, NP = nurse practitioner, RN=regis-

tered nurse.
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sustainable environments, with the necessary social and clin-

ical supports.

Community-informed models of perinatal and reproductive
healthcare delivery

Common elements across successful community-informed

models include team-based care that centers the person seek-

ing services,49 promotion of racial/cultural/language concor-

dance between care-seeking individual and health care

team,50,51 promotion of co-located PRH services,52 and integra-

tion of clinical and social services to address structural, social,

and clinical determinants of health.53 In contrast to physician-

centered models, community-informed models support the

human rights articulated in the RJ framework. Community-
informed models, including midwifery-led community-based

care,50 doula-supported care,54-60 and home visit nursing pro-

grams,53 aim to achieve collective autonomy and self-determi-

nation in care experiences, while simultaneously promoting

positive clinical outcomes. Furthermore, community-informed

models demonstrate racial health equity, with improved clini-

cal perinatal health outcomes for Black birthing people, includ-

ing lower rates of preterm birth, low birth weight infants,

neonatal intensive care unit admission, and increased rates

contraception uptake.49,53 As such, community-informed

models grounded in RJ are better positioned to achieve and

sustain equitable experiences and outcomes for patients, com-

munities, and PRH systems given the high degree of authentic

engagement, trust, collaboration, transparency, reciprocity,

and accountability.51
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Call to action: workforce capacity toward perinatal and
reproductive health equity

To meaningfully integrate with and support community-

informed models toward racial equity, the OBGYN physician

workforce requires significant capacity building through (1)

racial and epistemological diversification, (2) a reckoning

with the professional legacy of racism in medical education,

and (3) innovation in interprofessional, transdisciplinary, and

community collaboration.

A recently updated ACOG report provides an analysis of the

landscape of the OBGYN workforce � highlighting strengths,

weaknesses, and trends in the available OBGYN workforce

from 2011 to 2017.61 From this report, it becomes evident that

achieving and advancing PRH continues to be threatened by

the following:

� Feminization of the workforce without a concomitant equi-

table racial/ethnic diversification of the workforce
� Geographic maldistribution of the workforce and services

in rural areas, urban areas, and areas adjacent to urban

centers
� Absence of any OBGYN physicians in nearly half of U.S. coun-

ties due to the shortage or absence of a hospital with obstetric

care and/or obstetric provider (i.e., maternal care desert)
� Lack of racial concordance between the workforce and the

public, particularly in rural areas, urban areas, and areas adja-

cent to urban centers in theMidwest and Southern regions

As such, racial workforce diversification is a necessary ini-

tial step toward equity. Given physicians of color are more

likely to serve in medically underserved areas, racial diversifi-

cation can improve geographical physician distribution62 and

broaden patient-centered access to PRH. Additionally, evi-

dence suggests that when physicians and patients share the

same race or ethnicity, patient experience in systems of care,

adherence to medical recommendations, and preventive

screening improves.63

In addition to workforce diversification, rethinking our cur-

rent systems of physician supremacy and individual-level risk

reduction in medical education and service provision in PRH

must be a priority. Individual and community experiences

with PRH exist within a complex web of social, political, and

historical context in which we live, work, worship, eat, play,

and seek pleasure. Given the history of genocide and oppres-

sion rooted in organizedmedicine, wemust begin by acknowl-

edging that we cannot build therapeutic relationships with

Black communities in systems that replicate oppression and

further reinforce mistrust and inequity. Medical education’s

legacy of racism,14 class exploitation and gender oppression64

has led to limited training opportunities for aspiring Black

physicians65 and to the degradation of Black midwifery as an

esteemed and essential profession and service,66,67 particularly

for minorized and marginalized birthing communities. Fur-

thermore, we must replace systems of medical education that

erroneously teach race as biologic determinant of health and

Black bodies as broken with those that affirm the inherent

value of Black bodies, lives, and communities.

Community-informed models of PRH have successfully

improved PRH care experiences and outcomes for Black
birthing people by aligning their assumptions, goals, relation-

ship to patients, and interventions with an RJ praxis. To

increase patient-centered access to community-informed

models of PRH, medical education must follow suit and rely

upon more expansive and inclusive approaches to increase

institutional and provider awareness, acceptance, and utili-

zation of justice-centered, racially congruent models of care.

As such, innovations in medical education that prioritize

real-time interprofessional education and collaboration at

the bedside during PRH service provision are critical. While

interprofessional collaboration and education are not new

concepts, they have received renewed attention within OB/

GYN clinical training. Broadening interprofessional training

to community-based settings, Black and Indigenous mid-

wifery models of care, along with inclusion of social sciences,

humanities, bioethics, and public health, will bring new

teachers, practices, and pedagogies to PRH. As such, we need

to build new accountability measures and mechanisms

between educators, researchers, clinicians, and Black birthing

communities, engaging in a continued practice of critical

institutional and individual self-reflection about our profes-

sional past, present, and future. Through these mechanisms

and others, we can shift power to Black birthing communities

and begin to prepare the current and future OBGYN work-

force to more equitably serve the public with dignity and cul-

tural rigor.
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